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CHRONIC  MICROCYTIC  ANEMIA 

ITS  RELATIONSHIP  TO 

MENSTRUAL  DISTURBANCES  AND  ACHLORHYDRIA* 

Charles  B.  Wright,  M.  D. 

MINNEAPOLIS,  MINN. 

Wittsi  and  others  have  divided  anemia  into  the 
megalocytic  and  microcytic,  based  on  difference  in 
size  and  color  index  of  the  red  cells,  the  term  mi- 
crocytic being  used  as  a general  classification  for 
all  anemias  of  low  color  index  and  synchronously 
with  the  term  hypochromasia. 

If  one  excludes  from  this  general  group  anemias 
caused  by  conditions  which  are  fairly  obvious,  such 
as  hemorrhage,  infection,  constitutional  disease, 
chemical  poisons  and  so  forth,  there  is  still  a large 
group  in  which  the  striking  characteristics  are  the 
predominating  frequency  in  women  and  their  res- 
ponse to  an  entirely  different  form  of  treatment 
than  the  pernicious  type.  These  anemias  in  women 
are  now  recognized  as  of  common  occurrence.  In 
an  analysis  of  183  cases  of  microcytic  anemia  at 
Guy’s  Hospital,  26  per  cent  were  not  explained  by 
the  usual  causes.  In  127  cases,  in  which  none  of 
the  accepted  causes  were  active,  86  per  cent  were 
in  women.  Further  there  was  noted  a marked  in- 
crease in  the  number  of  these  cases  in  the  later 
menstrual  life,  and  following  the  menopause  there 
was  spontaneous  improvement. 

This  was  quite  different  from  the  incidence  of 
pernicious  anemia,  whch  increases  with  advancing 

‘Read  before  the  Tenth  Annual  Meeting  of  Pacific  North- 
west Medical  Association,  Spokane,  Wash.,  June  27-29,  1932. 

1.  Witts,  L.  J.  Achlorhydria  and  Anemia.  The  Practition- 
er. 124:348-357,  March,  1930. 


years  and  occurs  equally  in  the  two  sexes.  In  this 
group  of  women  Witts  mentions  as  of  having  some 
casual  relationship  a general  constitutional  weak- 
ness most  evident  in  the  digestive,  reproductive 
and  nervous  systems  and  also  decreased  resistance 
to  infections  and  in  many  cases  achlorhydria.  He 
also  mentions  subnormal  blood  formation  in  these 
women  partly  as  a result  of  intrinsic  constitutional 
inferiority  and  partly  of  extrinsic  factors  such  as 
achylia,  dysphagia,  gastric  operations,  viceroptosis 
and  menorrhagia.  Eighty-one  per  cent  of  his  cases 
had  achlorhydria  or  extreme  hypochlorhydria. 

Davies2  describes  a series  of  5?  cases  of  anemia 
largely  between  the  ages  of  35  to  50,  the  eldest  65, 
youngest  30.  Only  four  men  were  in  this  group. 
There  was  no  free  HCl  with  fractional  test  meal  in 
12  out  of  24.  Fourteen  cases  had  definite  pel- 
vic abnormalities.  Three,  all  over  55,  showed  a 
macrocytosis.  Some  had  had  gastroenterostomies 
and  six  of  these  showed  varying  degrees  of  anemia. 
Six  of  the  cases  were  of  the  Plummer- Vincent  type, 
having  long  standing  dysphagia  and  anemia.  Four 
had  achylia  and  two  acid  only  after  histamine. 

Watkins^  has  also  studied  these  obscure  anemias. 
He  foulid  a large  proportion  of  his  series  in  middle 
aged  women  and  noted  that  achylia  may  or  may 
not  be  present. 

Pepper^,  reviewing  microcytic  anemia,  claims 
the  more  severe  the  anemia  the  smaller  the  size  of 

2.  Davies,  D.  T.  Simple  Achlorhydric  Anemia.  Lancet 
2:385-391,  Aug.  22,  1931. 

3.  Watkins,  C.  H.:  Classification  of  Chronic  Idiopathic 

Secondary  Anemia,  with  Special  Reference  to  Morphology.  J. 
A.  M.  A.  93:1365-1367,  Nov.  2,  1929. 

4.  Pepper,  O.  H.  P.  Review  of  Secondary  Anemias.  Cal- 
ifornia & West.  Med.  84:233,  April:  333,  May,  1931. 
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the  average  red  cell.  He  discusses  a large  number 
of  clinical  types  of  secondary  anemia,  hemorrhagic, 
toxic,  white  lead  in  face  powder,  hair  dyes,  benzol 
poison  and  vegetarianism.  He  felt  that  all  cases  of 
anemia  have  a definite  cause  and  every  effort 
should  be  made  to  discover  it. 

FURTHER  CLASSIFICATION 

Many  hematologists  have  attempted  to  subdivide 
this  group  of  obscure  hypochromic  anemias  on  the 
basis  of  the  color  index  and  the  morphology  of  the 
red  cells  and  leucocytes. 

Watkins  has  divided  these  anemias  into  four 
groups  and  contributed  fetal  liver  extract  in  what 
he  characterized  as  the  “hemoglobin  dysfunction 
type”. 

HadenS  emphasizes  cell  volume  as  a basis  for 
classification. 

Murphy  and  Fitzhugh^  found  that  after  hemorr- 
hage  the  red  cells  are  larger  than  normal  but  as 
the  normal  was  restored  the  size  of  the  cells  be' 
came  normal. 

Wintrobe'^  also  divided  the  secondary  anemias 
into  four  classes  on  the  basis  of  the  morphology  of 
the  cells. 

There  is  still  a question  whether  any  of  these 
classifications  represent  clinical  entities  or  phases 
of  an  anemia  which  may  change  from  time  to  time. 
Certainly  only  by  following  cases  over  long  periods 
of  time  can  we  establish  any  significance  to  any 
classification  not  on  an  etiologic  basis. 

ETIOLOGIC  CLASSIFICATION 

From  the  standpoint  of  understanding  these  ane' 
mias  and  more  important  still  from  the  standpoint 
of  treatment,  it  is  necessary  to  classify  them  on  the 
basis  of  etiology  wherever  possible.  Factors  generally 
noted  are  menorrhagia,  achlorhydria,  dietary  de- 
ficiency,  hypothyroidism,  chemical  poisons,  chronic 
infection,  constitutional  weakness  and  obscure  mah 
ignancy. 

ABNORMAL  MENSTRUATION  AS  A CAUSE 

The  outstanding  characteristics  of  these  obscure 
secondary  anemias  is  that  they  are  found  in  women 
during  the  reproductive  period  and  they  have  a 
tendency  to  spontaneously  improve  at  the  meno' 
pause.  Menorrhagia  has  been  noted  as  a cause  by 
all  observers  and  also  the  fact  that  there  is  often 
pathology  in  the  pelvis  which  explains  the  anemia. 
Myomas  are  frequent  after  the  age  of  thirty  and 
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reach  a size  where  they  cause  trouble  in  the  forties. 
Novak  and  Cannon^  recognize  menorrhagias  which 
are  based  on  purely  functional  causes.  Cures  have 
been  reported  in  some  of  these  cases  by  the  use  of 
hormones.  Martin  has  even  suggested  hormonal  cas' 
tration.  It  must  be  admitted,  however,  that  the 
use  of  hormones,  exceedingly  fascinating  in  pros- 
pect, is  still  in  the  experimental  stage.  There  is 
evidence  to  show  that  other  glandular  structures 
have  an  influence  according  to  Cannon,  and  cases 
of  menorrhagia  have  been  controlled  by  roentgen- 
ization  of  the  thyroid,  the  pituitary  and  also  the 
spleen. 

Graves^)  has  also  called  attention  to  the  fact  that 
thrombocytopeniapurpura  hemorrhagica  i s three 
times  as  common  in  women  as  in  men  and  not  in- 
frequently a cause  of  menorrhagia  in  young  women, 
and  he  claims  menorrhagia  may  be  the  only  symp- 
tom. In  addition  there  are  many  other  types  of 
pathology  that  may  have  an  influence,  such  as  dis- 
placements, pelvic  inflammation,  ovarian  cyst,  in- 
flammations of  the  endometrium  and  the  muscles 
of  the  uterus. 

The  amount  of  blood  lost  in  menstruation  is  dif- 
ficult to  estimate  from  the  history.  The  most  care- 
ful pelvic  examination  may  be  negative  and  later 
tumors  will  be  found,  if  the  cases  are  followed  long 
enough.  I have  had  a number  of  such  cases  that  I 
have  followed  ten  years  or  longer.  The  following 
cases  will  illustrate  this  point: 

Case  1.  Mrs.  M.,  age  42.  Under  observation  since 
1923  for  chronic  anemia.  Hgb.  varying  from  57  to  75 
per  cent,  red  cells  from  3,650,000  to  4,110,000.  Responded 
best  to  fetal  liver  extract  and  thyroid.  Test  meal,  no  free 
HCl,  34°  after  histamine.  Basal  rate  moderately  low. 
Menstrual  periods  always  scanty.  Pelvic  examination  en- 
tirely negative  for  eight  years,  when  a fibroid  was  found 
in  the  wall  of  the  uterus.  Hysterectomy  was  performed 
July  26,  1931.  Sept.  1931.  Hgb.  90  per  cent,  red  cells 
4,370,000.  No  treatment  except  small  amounts  of  thyroid 
which  she  has  been  taking  for  a number  of  years. 

Case  2.  Miss  P.,  age  40-  Under  observation  since  1919 
for  chronic  anemia.  Hgb.  varying  from  73  to  82  per  cent, 
red  count  from  3,910,000  to  4,000,000.  Test  meal 
showed  free  HCl.  Menses  always  scanty.  Pelvic  examin- 
ation negative.  Sept.  3,  1931  had  a severe  hemorrhage 
from  the  uterus.  No  pathology  was  found  but  radium  was 
used.  No  menses  since.  Seven  months  later,  without  any 
treatment  the  Hgb.  was  90  per  cent,  red  cells  4,320,000; 
pelvic  examination  still  negative. 

Case  3.  Mrs.  W.,  age  46.  Under  observation  since 
1922  for  chronic  anemia.  Hgb.  varying  from  64  to  79 
per  cent,  red  count  from  3,300,000  to  4,000,000.  Always 
very  profuse  menses,  lasting  a full  week,  with  at  times 
gushes  of  bright  red  blood.  Has  taken  iron  and  various 
other  remedies  for  anemia.  Responded  best  to  fetal  liver 
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extract.  June  17,  1931,  following  tw'o  months  treatment 
from  fetal  liver  extract,  Hgb.  was  80  per  cent,  red  cells 

4.030.000.  Pelvic  examination  always  negative.  After 
stopping  treatment  for  some  time  just  before  menstrual 
period  blood  was  Hgb.  77  per  cent,  red  cells  3,610,000; 
after  period  Hgb.  67  per  cent,  red  cells  3,320,000.  At  a 
subsequent  period  taking  90  grs.  of  iron  ammonium  citrate 
a day,  Hgb.  80  per  cent,  red  cells  3,790,000;  after  period 
Hgb.  79  per  cent,  3,790,000. 

In  reviewing  a series  of  560  cases  coming  to  the  of- 
fice for  various  gastrointestinal  complaints,  we  found 
250  in  which  no  organic  disease  of  the  gastrointes- 
tinal tract  could  be  found  and  in  these  250  there 
were  67  cases  of  anemia  of  varying  degrees.  No 
cases  were  considered  anemic  unless  the  Hgb.  was 
less  than  75  per  cent  Sahli  or  the  red  cells  less  than 

4.000. 000  or  both. 

In  this  series  there  were  75  men  and  175  women. 
There  were  only  three  men  who  were  found  anem- 
ic, one  a case  of  mild  lead  poisoning,  one  case  of 
benzol  poisoning,  and  the  third  an  old  man  over 
80  just  recovering  from  a severe  herpes  zoster.  Six- 
ty-four cases,  then,  out  of  the  250  were  in  women 
and  we  carefully  separated  these  into  two  groups; 
one  with  obvious  pelvic  pathology  which  might  ex- 
plain the  anemia  and  other  cases  where  no  definite 
pelvic  pathology  could  be  found  and  the  menstrual 
history  was  not  particularly  convincing. 

The  25  cases  with  obvious  pelvic  pathology  were 
grouped  as  follows; 


Tumors  8 

Menorrhagia,  functional  5 

Pelvic  inflammation  7 

Cervical  erosion  1 

Trichomonas  with  erosions  2 

Hyperplasia  on  currettage  : 1 

Marked  lacerations  1 


Marked  disturbances  of  menstruation  in  all  except  2 

In  the  cases  where  the  pathology  was  obscure  or 
absent  we  found  as  follows: 


Abnormal  menses  12 

(Irregularity,  clots,  pain,  scant) 

Diet  5 

Hypothyroid  6 

Focal  infection  8 

Lues  1 

Dysphagia  1 

Bleeding  rectal  fissure  1 

Vicarious  menses  (from  the  bowel)  1 


It  is  evident  that  in  the  cases  in  which  there  was 
not  a fairly  well  defined  cause  for  the  anemia  out- 
side the  pelvis,  practically  all  showed  disturbances 
of  menstruation  which  might  have  and  probably 
did  have  a definite  casual  relationship  to  the  anem- 
ia. In  fact  all  but  four  of  these  cases  could  be 
definitely  accounted  for  on  an  etiologic  basis  and 
apparently  by  far  the  most  important  etiologic  fac- 
tor was  associated  disturbances  of  menstruation. 


CONSTITUTIONAL  INFERIORITY 
Is  there  a constitutional  weakness  in  the  blood 
forming  organs  of  women?  This  is  a question  which 
demands  careful  consideration. 

Williamson,  in  a report  on  hemoglobin  of  919 
individuals  of  various  ages,  found  the  hemoglobin 
at  birth  was  the  same  in  both  sexes  and  that  there 
was  a slight  tendency  to  lowered  hemoglobin  in 
women  at  most  of  the  ages,  but  by  far  the  greatest 
difference  was  during  the  ages  when  the  menstrual 
function  was  present.  In  comparing  the  hemoglobin 
and  red  blood  counts  in  112  children  admitted  to 
Lymanhurst  Hospital  (which  is  a school  made  up 
of  children  from  tuberculous  families  or  suspected 
of  tuberculosis),  we  found  as  follows: 

Per  Cent 

Boys  51.  Red  count  average  4,841,640.  Hgb.  average  81.2 
Girls  61.  Red  count  average  4,921,506.  Hgb.  average  79.8 
In  this  group  one  would  expect  any  tendency  to 
anemia  to  show  up  in  the  girls  if  there  was  any 
such  tendency.  So  far  I do  not  think  that  a consti- 
tutional inferiority  in  the  blood  forming  organs  of 
women  has  been  proven,  although  there  are  undoubt- 
edly differences  in  habits  and  environments  which 
may  have  an  influence. 

THE  FACTOR  OF  ACHLORHYDRIA 
Another  factor  which  has  been  considered  of 
great  importance  in  causing  hypochromic  anemia 
is  achlorhydria.  That  there  is  a simple  achlorhydric 
anemia  is  the  belief  of  many  authorities.  Faber 
found  that  in  100  cases  of  achlorhydria  there  was 
anemia  in  36.5  per  cent.  Witts  found  achlorhydria 
in  81  per  cent  of  his  cases.  He  also  claims  that 
achlorhydria  and  chronic  microcytic  anemia  run 
in  families,  that  they  are  associated  with 
various  types  of  gastric  disturbances  and 
are  often  associated  with  other  signs  of  the  asthenic 
diathesis,  and  that  loss  of  appetite  for  meats  and 
green  vegetables  lessens  the  absorption  of  iron  in 
the  absence  of  free  HCl  and  favors  the  production 
of  the  anemia.  He  also  claims  that  these  anemias  in 
middle  aged  women  with  achlorhydria  have  a ten- 
dency to  spontaneous  recovery  after  the  menopause. 

He  mentions  dysphagia  and  viceroptosis  in  this 
connection.  Waugh  discusses  hypochromic  anemia 
with  achlorhydria.  He  emphasizes  chronic  predis- 
position, that  all  cases  were  in  women  and  none  af- 
ter the  menopause.  Hare  considers  achlorhydric 
anemia  as  a definite  entity  which  is  often  associated 
with  chronic  gastritis.  In  his  nine  cases  reported, 
all  in  women,  ages  29  to  39,  seven  had  fibroids,  ut- 
erine polyps,  or  a history  of  excessive  menstruation 
or  definite  hemorrhage.  In  two  there  was  no  pelvic 
examination. 
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The  type  of  anemia  in  these  cases  seems  to  be  the 
same  as  the  general  microcytic  anemia  without  gas' 
trie  achlorhydria.  Many  causes  of  achlorhydria  have 
been  advanced.  Heredity  is  considered  an  import' 
ant  factor  by  Hurst,  while  Faber  maintains  that 
chronic  gastritis  is  the  strongest  etiologic  factor. 
Achlorhydria  has  been  found  associated  with  many 
diseases,  such  as  chronic  gallbladder  disease,  hyper- 
and  hypothyroidism,  chronic  bronchitis,  chronic 
tuberculosis  with  cavity  formation,  various  infec- 
tions and  toxic  processes,  and,  finally,  achlorhydria 
is  undoubtedly  found  in  a number  of  people  who 
apparently  are  perfectly  normal. 

The  technic  in  determining  achlorhydria  has  varied 
with  different  observers.  The  Ewald  test  meal,  Reh- 
fuss  fractional  test  meal  and  the  alcohol  meal  of 
Bloomfield  have  been  used.  In  our  study  of  the  560 
cases  previously  mentioned  approximately  one-half 
the  cases  had  fractional  test  meal  with  bread  and 
water  and  the  other  half  the  cases  had  fractional 
test  meal  with  200  cc.  of  7 per  cent  alcohol.  A 
careful  study  of  these  two  series  by  Dr.  Boyd 
showed  no  essential  difference  between  their  curves 
of  acid.  One  hundred  and  fifty-five  showed  no  free 
HCl  after  the  test  meal.  Seventy-one  of  these  cases 
were  given  histamine,  and  thirty  of  these  had 
no  free  HCl  following.  We  then  separated  the 
milder  functional  cases,  where  there  was  no  organic 
disease  of  the  gastrointestinal  tract,  and  found  250 
such  cases.  These  were  reviewed  from  the  stand- 
point of  anemia.  Of  the  250  cases,  150  had  free 
HCl  after  fractional  test  meal  and  100  did  not. 
We  found  67  cases  of  anemia  all  together.  The 
following  chart  gives  results  of  this  study  from  the 
standpoint  of  sex,  acid  findings,  anemia  and  pelvic 
pathology : 

ANEMIA  FOUND  IN  A SERIES  OF  CASTRO-INTESTINAL  STUDIES 
WITH  FUNCTIONAL  DISTURBANCES 

Obscure 

or  Absent 


Anemia  Pelvic  Pelvic 
Cases  Men  Women  Pathology  Pathology 

Free  HCl  150  0 35  12  23 

Anacid  100  3 28  12  16 

Histamine 

given  to  20  9 11 

Free  HCl  after 

Histamine  ....  13  5 8 

This  chart  shows  that  in  the  150  cases  with  free 


HCl,  35  or  23.5  per  cent  were  anemic.  All  were 
in  women.  In  100  anacid  cases  we  found  31  that 
were  anemic.  Three  of  these  cases  were  in  men 
and,  as  stated  before,  one  had  mild  lead  poisoning, 
one  had  benzol  poisoning,  and  the  third  was  an 
old  man  over  80  just  recovering  from  a severe 


herpes  zoster.  If  we  consider  the  women  only, 
there  were  28  cases,  making  28  per  cent  as  com- 
pared to  23.5  per  cent  in  the  group  in  which  free 
HCl  was  present.  This  shows  a 4.5  per  cent  great- 
er tendency  to  anemia  in  the  women  with  anacid- 
ity. 

We  then  analysed  this  group  of  cases  where 
there  was  no  free  HCl  from  the  standpoint  of 
menstrual  disturbances  and  pelvic  pathology,  and 
the  following  table  shows  the  result: 


STUDY  OF  28  CASES  OF  ANEMIA  WITH  ACHLORHYDRIA 


Pelvic  Pathology 


12  Cases 

Cervical  erosion  1 

Myoma  2 

Pelvic  inflammation  3 

Chronic  hemorrhage  2 

Retroversion  1 

Marked  lacerations  1 

Trichomonas  1 

Atrophy  of  cervix 

and  uterus  1 

Acid  after  histamine  6 

Histamine  not  given  3 


No  acid  after  histamine  ..3 


Obscure  or  Absent  Pelvic 


Pathology 
16  Cases 

Focal  infection  6 

Dysphagia  1 

Lues  1 

Bleeding  rectal  fissure  1 

Colitis  2 

Diet  3 

Acid  after  histamine  3 

Histamine  not  given  5 


No  acid  after  histamine  ..5 


In  the  anacid  group  there  are  12  with  very  def- 
inite pelvic  pathology.  In  16  the  pathology  was 
obscure  or  absent.  In  these  16  cases,  14  could  be 
explained  by  other  causes,  and  of  the  two  remain- 
ing cases  one  had  epilepsy  and  the  other  was  re- 
ferred just  for  test  meal  and  blood  count.  Both 
cases  were  not  carefully  studied. 

The  conclusion  to  be  drawn  from  this  small  ser- 
ies of  cases  is  that  the  same  predominating  etiol- 
ogic factor  is  present  in  the  cases  with  achlorhy- 
dria as  in  those  with  free  HCl,  namely,  abnormal 
menstruation.  One  must  not  forget,  however,  that 
all  cases  of  anemia  with  anacidity  after  histamine 
should  be  watched  carefully.  They  are  potential 
cases  of  pernicious  anemia.  If  liver  extract  is  nec- 
essary in  their  treatment,  they  are  still  more  sus- 
picious. They  may  later  show  macrocytes  and  cord 
changes.  McLester  and  others  have  called  atten- 
tion to  such  cases. 


OTHER  CAUSES  OF  ANEMIA 

Diet  deficiency  is  a very  definite  cause  of  ane- 
mia and  may  be  due  to  actual  deficiency  in  the 
food  intake  or  it  may  be  due  to  functional  distur- 
bances which  interfere  with  proper  nourishment. 

The  following  cases  illustrate  a few  varieties  of 
anemia  of  various  etiologic  factors: 

Case  4.  Mrs.  E.,  age  61.  First  seen  June  20,  1925. 
Complains  of  difficulty  in  swallowing;  has  to  move  her 
head  like  a chicken  when  she  swallows.  She  lives  with 
her  son  and  this  is  so  embarrassing  that  she  eats  very 
little.  Very  weak  and  has  been  losing  weight. 
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On  examination  she  was  pale  and  undernourished.  No 
organic  pathology  found  on  physical  examination.  On 
passing  the  large  tube  it  apparently  stopped  'at  the  cardia. 
Blood  count:  Hgb.  29  per  cent,  r.b.c.  3,300,000.  Weight 
100.  The  esophagoscope  was  passed  by  Dr.  Phelps  with' 
out  obstruction.  Fractional  test  meal  showed  no  free  HCl 
and  none  after  histamine.  The  next  day  she  began  eating 
full  meals.  Ten  days  later  the  blood  was  52  per  cent, 
r.b.c.  4,240,000.  She  continued  to  eat  everything  and  in 
October,  1925,  her  weight  was  129  lbs.,  and  Hgb.  81 
per  cent.  This  woman  has  been  heard  from  at  various 
intervals  since  and  apparently  is  perfectly  well,  blood  count 
entirely  normal.  She  at  no  time  had  any  medicinal  treat- 
ment. 

Case  5.  Mrs.  B-,  age  50.  First  seen  in  September, 
1928.  Complained  of  weakness  and  no  endurance.  Menses 
stopped  at  42.  She  stated  that  she  was  a vegetarian  and 
she  had  not  eaten  meat,  eggs  and  very  little  milk  for 
four  or  five  years  except  occasionally  chicken. 

General  examination  negative.  Test  meal  showed  normal 
HCl.  Basal  was  minus  21  per  cent.  There  were  no 
sensory  disturbances.  Blood:  Hgb.  77  per  cent,  r.b.c. 
2,900,000.  The  smear  showed  definite  hyperchromasia  and 
her  blood  morphologically  was  classified  as  a pseudoperni- 
cious  type.  This  patient  was  tried  on  liver  extract  with- 
out improvement.  I finally  convinced  her  that  she  should 
eat  meat  and  on  a full  diet  with  high  meat  and  high 
vitamins  she  immediately  began  to  improve.  September 
29,  1928,  Hgb.  78  per  cent,  r.b.c.  4,030,000,  and  she 
stated  she  feels  much  better.  November  28,  1930,  Hgb. 
85  per  cent,  r.b.c.  4,110,000.  She  was  still  eating  meat 
and  feeling  very  well. 

Case  6.  Mrs.  M.,  age  74.  On  September  12,  1930,  I 
saw  in  consultation  an  old  lady  who  had  been  brought  in- 
to the  hospital  with  the  history  that  her  mind  was  failing 
and  she  was  considered  a case  of  senile  dementia.  She 
was  mentally  confused,  had  a moderate  secondary  anemia, 
and  also  a very  marked  change  of  the  skin  of  her  arms. 
Over  the  extensor  aspect  the  skin  was  hard  and  indurated 
without  any  definite  pigmentation.  Nothing  organic  could 
be  found.  She  gave  an  interesting  history.  She  lived 
alone  and  unless  she  was  invited  out  to  meals  she  con- 
fined her  food  largely  to  tea  and  toast. 

Blood  count  was  Hgb.  69  per  cent,  r.b.c.  3,600,000; 
w.b.c.  6,200,  normal  smear.  On  the  assumption  that  she 
was  a case  of  dietary  deficiency  she  was  put  on  a very 
nutritious  diet,  containing  liver,  sweetbreads,  orange  juice 
and  cod-liver  oil.  Sept.  30,  1930,  Hgb.  80  per  cent. 
November  13,  1930,  Hgb.  85  per  cent,  r.b.c.  4,720,000. 
Her  mental  condition  cleared  up  and  the  skin  on  her 
arms  became  normal.  She  was  discharged  from  the  hospital 
on  a general  diet,  no  medicine. 

There  is  no  doubt  that  dietary  deficiency  ane- 
mias are  more  common  in  women  than  in  men. 
As  a group  women  unquestionably  have  not  as 
big  appetites  as  men,  particularly  for  meat.  One 
sees  many  cases  where  women  living  alone,  get- 
ting their  own  meals,  limit  themselves  to  too  low 
diet  and  diets  often  unbalanced. 

2.  Toxic  type  of  anemia.  I am  familiar  with 
only  one  case  due  to  lead  in  face  powder.  This 
woman  had  a marked  anemia.  She  also  had  al- 
buminuria and  was  treated  for  nephrosis.  I have 
had  industrial  cases  of  lead  poisoning  of  a mild 


character,  characterized  by  anemia  and  albumin, 
and  unless  the  history  is  carefully  taken  and  the 
blood  carefully  examined  one  may  overlook  cases 
of  this  type.  Benzol  poisoning,  of  course,  is  an- 
other cause  of  secondary  anemia  which  is  also  very 
obscure  but  as  a rule  is  easily  controlled  with  a 
change  of  occupation. 

3.  Chronic  infection  as  a cause  of  anemia  is 
not  infrequent.  Chronic  pyelitis  is  not  uncommon 
in  elderly  women  and  may  explain  chronic  ane- 
mia. The  treatment  is  the  removal  of  the  infect- 
ion. May  I illustrate  this  by  the  following  case; 

Case  7.  Mrs.  T.,  age  67.  First  seen  in  Dec.,  1928,  at 
age  63.  At  that  time  complaining  of  some  indefinite 
gastrointestinal  trouble  but  no  organic  condition  made  out. 

On  examination  of  her  stomach  contents  normal  acids 
found.  Hgb.  was  85  per  cent,  r.b.c.  4,000,000.  Aside 
from  the  fact  that  she  was  overweight  nothing  was  found. 
Following  this  examination  she  was  apparently  well  until 
in  February,  1932,  when  she  developed  an  acute  bladder 
irritation  with  fever  and  blood  in  the  urine.  She  did  not 
come  to  me,  however,  until  May  2,  1932.  At  that  time 
the  urine  was  heavily  loaded  with  pus.  She  was  running 
a very  low  grade  temperature.  Blood  count:  Hgb.  62  per 
cent,  r.b.c.  2,570,000.  She  went  to  the  hospital  and  had 
pelvic  drainage  by  Dr.  Wynne  with  treatment  for  the 
pyelitis.  She  improved  rapidly.  June  13,  1932,  her 
urine  was  practically  clear  and  blood  count  Hgb.  74  per 
r.b.c.  3,690,000;  w.b.c.  5,850,  with  no  treatment  for  the 
anemia,  showing  how  readily  anemias  clear  up  when 
chronic  infections  are  removed.  Her  blood  gradually  re- 
turned to  normal. 

Another  source  of  chronic  infection  is  found  in 
the  mouth.  Women  are  more  loath  to  part  with 
teeth  than  men  and  many  times  it  is  difficult  to 
get  them  to  have  teeth  removed  which  are  the 
cause  of  chronic  anemia.  The  following  case  il- 
lustrates this  problem: 

Case  8.  Mrs.  F.,  age  57.  Under  my  care  for  over 
twenty  years.  Her  chief  trouble  was  her  tendency  to 
develop  anemia  and  also  a tendency  to  chronic  functional 
gastrointestinal  complaints  and  general  lack  of  strength. 
April,  1921,  her  Hgb.  was  48  per  cent.  It  gradually 
came  up  under  treatment.  Iron  would  raise  her  blood 
count;  bone  marrow  also  seemed  to  help.  On  three  ex- 
aminations at  various  times  her  gastric  acids  were  normal. 
Pelvic  examination  entirely  negative.  Menopause  some 
years  before.  Following  thorough  treatment  in  July,  1928, 
her  blood  was  70  per  cent,  r.b.c.  3,842,000.  She  finally 
was  persuaded  to  part  with  six  dead  teeth  on  Aug.  6, 
1928.  At  that  time  she  had  been  under  treatment  with 
hemogenin  and  liver  extract  and  Hgb.  was  75  per  cent, 
r.b.c.  3,340,000.  Following  the  removal  of  these  teeth 
in  October,  1928,  her  blood  was  84  per  cent,  r.b.c.  4, 
180,000.  She  has  been  seen  at  intervals  since  and  her 
blood  has  remained  normal  with  no  treatment. 

I puzzled  over  this  case  a great  deal.  She  had  been 
treated  at  various  places  all  over  the  country  for  her 
anemia.  I finally  concluded  that  the  chronic  anemia  was 
due  to  the  infection  in  her  mouth. 

In  addition,  pelvic  infection,  low  grade  tuber- 
culosis and  mild  chronic  gallbladder  infection  may 
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cause  chronic  secondary  anemia  which  will  be 
cured  only  by  removal  of  the  cause,  although  they 
may  be  improved  by  iron  and  diet. 

4.  Anemias  following  resection  of  the  stomach 
have  been  reported  and  also  following  gastroenter- 
ostomy.  Gastroenterostomies,  where  the  stoma  is 
very  large  and  the  meal  drops  very  quickly  into 
the  intestine,  have  a tendency  to  anemia  and,  of 
course,  all  chronic  ulcers  of  the  stomach  have  a 
tendency  to  bleed.  I have  seen  two  cases  follow- 
ing gastroenterostomy  with  recurring  attacks  of 
vomiting  that  developed  fairly  marked  anemia. 
Both  of  these  showed  that  the  gastroenterostomy 
was  poorly  placed,  in  one  high  up  on  the  stom- 
ach, and  in  the  other  we  suspected  that  the  gast- 
roenterostomy was  attached  to  the  ileum  instead 
of  the  jejunum.  These  cases  were  both  in  women. 

5.  Anemia  in  malignancy.  Another  condition 
which  is  very  prone  to  produce  anemia  of  obscure 
origin  is  the  slowly  developing  cancer  high  up  in 
the  cardiac  end  of  the  stomach,  particularly  on 
the  posterior  wall.  These  cases  are  often  impos- 
sible to  locate  with  the  roentgenogram  and  the 
diagnosis  is  based  on  the  history,  occult  blood  in 
the  stools,  anacidity  and  later  by  the  palpable 
tumor.  In  cases,  however,  which  give  a history 
of  nose  bleed  or  bleeding  gums,  the  occult  blood 
in  the  stools  may  be  present  but  not  diagnostic. 
The  following  case  illustrates  this  chronic  type  of 
anemia  due  to  malignancy  high  up  in  the  stomach 
very  well: 

Case  9.  Mrs.  B.,  age  56.  First  seen  in  November, 
1926.  Complaint,  stomach  and  intestinal  trouble.  One 
brother  died  of  cancer  of  the  gallducts.  Uterus  removed 
three  years  before  for  fibroids.  History  of  nosebleeds  at 
times.  Three  and  one-half  years  ago  had  burning  of  her 
tongue  and  tongue  sore  since.  She  had  nausea  at  times 
in  the  morning  with  a great  deal  of  saliva.  Two  years 
previously  vomited  about  one  ounce  of  bright  red  blood. 

Two  and  one-half  months  ago  had  another  small  hemor- 
rhage. 

Weight  190.  Rather  smooth  tongue.  Fractional  test 
meal  showed  no  free  HCl.  Roentgenograms  of  the  esopha- 
gus and  stomach  entirely  normal-  Hgb.  50  per  cent,  r.b.c. 
4,500,000,  low  white  count.  Coagulation  time  six  minutes, 
bleeding  time  one  minute  40  seconds.  Platelets  150,000. 
Put  on  a low  carbohydrate  diet  and  given  iron.  Returned 
to  me  in  September,  1927.  Weight  170.  Stomach  trouble 
disappeared.  Abdominal  examination  negative.  Hgb.  77 
per  cent,  r.b.c.  4,520,000;  w.b.c.  8,600.  At  this  time 
no  free  HCl  was  found  on  fractional  test  meal  and  none 
after  histamine.  She  refused  a second  roentgen  examina- 
tion of  her  stomach. 

In  Jan.,  1928,  she  began  to  develop  stomach  symptoms, 
lost  weight  and  her  anemia  increased.  July,  1928,  she  be- 
gan vomiting.  I saw  her  in  September,  1928,  almost  two 
years  after  the  first  visit.  At  this  time  she  had  a large 
cancer,  involving  the  whole  cardiac  end  of  her  stomach. 


The  interesting  features  of  this  case  were:  (1) 
Length  of  time  she  had  her  cancer  which  from  the 
history  might  have  been  four  years.  (2)  Marked 
improvement  of  her  anemia  and  general  symptoms 
following  her  treatment. 

GENER.4L  TRE.^TMENT 

In  the  treatment  of  these  anemias  the  important 
consideration  is  the  discovery  of  the  underlying 
cause,  and  until  this  is  found  we  can  hardly  hope 
for  a complete  cure.  Until  this  cause  is  found,  or 
to  help  get  the  patient’s  condition  where  proper 
remedial  measures  may  be  undertaken,  or  in  order 
to  bring  his  blood  up  to  normal  following  such 
measures,  medicinal  treatment  is  imperative,  in  ad- 
dition to  careful  dieting  and  general  hygienic  su- 
pervision. Judging  from  the  study  of  the  literature 
and  from  our  own  studies,  the  most  important  et- 
iologic  factor  in  the  production  of  these  obscure 
anemias  in  middle  aged  women  is  pelvic  in  origin, 
and  great  care  should  be  used  in  not  overlooking 
ctiologic  factors  associated  with  menstruation.  My 
own  experience  has  convinced  me  that  this  is  fre- 
quently done.  Every  effort  should  be  made  to 
determine  the  amount  of  blood  lost  and  on  what 
basis.  In  the  later  months  of  menstrual  life  we 
know  that  fibroid  changes  are  common  but  may 
not  be  recognised  for  a number  of  years. 

Endocrine  factors  also  should  be  very  carefully 
looked  for.  I am  convinced  that  even  in  cases 
where  no  tumor  can  be  found,  where  curettment 
shows  no  pathology  and  when  no  other  etiologic 
factor  is  present,  a subtotal  sterilisation  in  late 
menstrual  life  is  an  entirely  justifiable  procedure 
for  the  purpose  of  determining  how  important  the 
factor  of  menstruation  is  in  these  chronic  persist- 
ent anemias,  where  other  factors  have  been  ex- 
cluded. This,  however,  should  not  be  done  for  a 
sufficient  length  of  time  and  after  sufficient  treat- 
ment to  exclude  the  possibility  of  other  causes. 

Second,  the  factor  of  achlorhydria,  although  it  is 
of  minor  importance  as  compared  to  menstrual 
disturbances,  should  receive  consideration,  and  a 
properly  prepared,  high  protein  diet  should  be 
prescribed  with  the  inclusion  of  fresh  meat,  par- 
ticularly liver,  and  also  HCl,  preferably  in  orange 
juice  with  each  meal.  These  patients  should  be 
particularly  careful  about  mastication  of  their  food 
and  the  proper  function  of  their  teeth.  Where 
there  is  no  free  HCl  with  histamine,  even  though 
the  anemia  is  hypochronic,  we  must  remember  that 
later  on  macrocytes  and  cord  changes  may  appear, 
establishing  the  diagnosis  of  pernicious  anemia.  Me- 
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Lester  and  others  have  called  attention  to  these 
cases.  In  the  cases  with  relatively  lower  red  counts 
the  addition  of  bone  marrow  extract  may  be  of 
value.  Fetal  liver  extract  may  be  more  effective 
and  more  permanent  in  its  effect  than  iron  alone. 

The  possibility  of  dietary  deficiency  as  a factor 
should  not  be  overlooked,  as  the  proper  correction 
of  unbalanced  diets  may  have  an  important  bear' 
ing.  Women  are  more  sensitive  about  overweight 
than  men.  They  also  have  not  the  vigorous  ap' 
petite  of  men  and  there  is  a tendency  of  women 
in  employment  and  busy  housewives  to  economize 
in  time  or  money  in  their  noon  meals.  Many  house' 
wives  eat  a piece  of  bread  and  a little  tea  or  a 
piece  of  cake,  or  even  a cup  of  coffee,  rather  than 
bother  about  a meal,  while  men  as  a rule  eat  fair' 
ly  heartily  at  noon. 

Infection  should  be  diligently  sought  for  and 
removed  in  these  cases.  The  possibility  of  chemi' 
cal  poisons  should  be  kept  in  mind  as  well  as  ob' 
scure  general  constitutional  diseases,  such  as  chron' 
ic  glomerular  nephritis.  Hypertension  cases,  par' 
ticularly  those  who  have  been  treated  by  low  pro- 
tein diets  over  long  periods  of  time,  often  develop 
secondary  anemia  which  responds  to  proper  diet' 
ary  regulation. 

Hypothyroidism  is  not  uncommonly  found  in 
secondary  anemia  and  many  times  thyroid  extract 
helps  a great  deal  in  its  control.  The  hypothyroid 
cases,  particularly  those  who  have  made  an  ef' 
fort  to  reduce  weight  by  diet,  are  prone  to  ane' 
mia.  It  may  well  be  in  these  cases  that  the  anemia 
is  largely  due  to  dietary  deficiency  on  the  basis 
of  decreased  appetite.  Thyroid  extract  undoubted' 
ly  helps. 

MEDICINAL  TREATMENT 

Iron  will  improve  the  majority  of  these  chronic 
anemias,  if  given  in  large  enough  doses  and  over 
a long  enough  time.  In  the  treatment  of  chloro' 
sis,  a condition  that  very  few  doctors  under  the  age 
of  forty  in  this  country  have  seen,  iron  was  a spe' 
cific.  The  dosage  necessary  for  best  results  is 
large,  90  grs.  of  ferri  ammonium  citrate  or  60  grs. 
of  Blaud's  Compound  a day  for  one  month  if  well 
tolerated,  followed  by  smaller  doses  over  long  in' 
tervals.  This  treatment,  although  it  will  definitely 
improve  the  blood  and  many  times  bring  it  up  to 
normal  in  these  chronic  hypochromic  anemias,  will 
not  keep  the  blood  up  unless  it  is  continued  in 
smaller  doses  at  frequent  intervals.  However,  there 
are  a considerable  number  of  cases  where  iron  alone 
will  not  succeed  in  bringing  the  blood  to  normal. 


In  all  cases,  regardless  of  cause,  where  blood  re' 
generation  is  desired,  particular  attention  should 
be  given  to  diet.  It  should  be  sufficient  in  amount 
with  ample  protein  and  plenty  of  vitamins,  and 
the  addition  of  cod'liver  oil  with  vitamin  A is  of 
value  in  stimulating  the  appetite  and  helping  blood 
regeneration. 

In  the  cases  with  a tendency  to  drop  in  the  red 
count  the  addition  of  bone  marrow  extract  may 
be  of  value. 

As  has  been  stated  before,  fetal  liver  extract 
may  be  very  effective  in  the  cases  with  low  color 
index.  Liver  extract  may  be  tried  but  is  not  often 
of  value  in  these  cases.  The  raw  liver  juice  or 
whole  calf’s  liver  may  well  be  added  to  the  diet 
as  it  is  an  excellent  food  if  well  borne.  Copper  in 
small  doses  has  been  used  and  may  help. 

SUMMARY 

1.  Proper  medicinal  treatment  will  improve,  of' 
ten  remarkably,  but  does  not  cure  the  chronic  mi' 
crocytic  anemias. 

2.  Achlorhydria  is  a minor  contributing  factor. 
Nevertheless,  patients  with  achlorhydria  and  chronic 
anemia  should  be  looked  upon  more  seriously  and 
demand  special  attention  to  their  diet  and  general 
care. 

3.  Menstrual  disturbances  are  the  important 
factor  in  the  so'called  microcytic  hypochromic  ane' 
mias  and  should  receive  first  consideration  in  the 
treatment  of  these  cases.  This  study  and  review 
of  the  literature  would  indicate  that  in  these  chronic 
anemias  in  women  in  late  menstrual  life,  where  no 
other  cause  can  be  found,  a subtotal  sterilization  is 
an  entirely  justifiable  procedure  and  is  effective  in 
the  cure  of  the  anemia. 
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Importance  of  Treatment  of  Pernicious  .\nemia 
ON  Quantitative  Basis.  George  R.  'Minot,  Boston 
(Journal  A.  M.  A.,  December  3,  1932),  believes 

that  in  pernicious  anemia  the  degree  of  de- 
ficiency will  vary  according  to:  (1)  the  degree 
of  deficiency  of  the  intrinsic  factor  (complete  or 
partial)  ; (2)  the  amount  of  the  extrinsic  factor  in- 
gested; (3)  the  ability  of  the  gastro-intestinal  tract  to 
absorb  potent  material  (perhaps  the  state  of  the  gastro- 
intestinal contents  may  be  such  as  to  enhance  destruc- 
tion of  potent  material  entering  the  body  by  this  route)  ; 
(4)  the  ability  to  utilize  or  metabolize  the  potent  sub- 
stance after  it  enters  the  blood  stream;  (5)  the  occur- 
rence and  severity  of  inhibitory  factors,  such  as  in- 
fection, arteriosclerosis  and  damage  to  important 
organs;  (6)  the  loss  of  blood  building  material  from 
the  body,  as  from  blood  loss  and  pregnancy;  (7)  the 
amount  of  potent  material  stored  in  the  body.  Perni- 
cious anemia,  like  other  deficient  states,  should  be 
treated  on  a quantitative  basis  by  supplying  enough 
potent  material  to  meet  the  optimal  daily  demands  of 
the  given  patient’s  body  throughout  life. 


8 


BRAIN  ABSCESS DICKERSON' 


Vol.  XXXII,  No.  I 


BRAIN  ABSCESS* 

Dorreel  G.  Dickerson,  M.D.,  F.A.C.S. 

SEATTLE,  WASH. 

Of  all  intracranial  lesions  brain  abscess  pre- 
sents the  greatest  difficulty  in  both  diagnosis  and 
localization.  The  ultimate  result  depends  largely 
upon  the  origin  of  the  abscess,  the  time  of  opera- 
tion and  the  details  of  surgical  technic.  The  pri- 
mary focus  of  infection  is  often  a deciding  factor 
in  the  prognosis.  Brain  abscess,  having  metastatic 
origin  from  a chronic  bronchiectasis  or  empyema, 
is  frequently  multiple  and  deeply  situated;  there- 
fore, few  cases  recover.  On  the  other  hand,  a 
relatively  superficial,  subcortical  abscess,  second- 
ary to  an  infected  head  wound,  gives  a better 
prognosis.  Otitic  abscess,  involving  the  temporo- 
sphenoidal  lobe,  likewise  frontal  lobe  abscess  sec- 
ondary to  frontal  sinusitis,  usually  respond  well 
if  the  time  of  operation  is  wisely  planned  and  the 
surgical  manipulations  carried  out  with  meticu- 
lous care. 

A review  of  the  literature  on  the  subject  of 
brain  abscess  discloses  that  much  attention  has 
been  given  to  the  type  of  drainage  apparatus  but 
very  little  recent  information  has  appeared  on  the 
finer  points  of  diagnosis  and  localization.  Re- 
cently Coleman^  and  Grant^  have  made  excellent 
contributions  to  the  subject  of  brain  abscess. 

There  are  numerous  articles  appearing  in  the 
literature  on  the  subject  of  brain  abscess,  bearing 
particularly  upon  the  mortality  figures.  This 
might  indicate  that  the  type  and  time  of  opera- 
tion play  a considerable  part  in  the  ultimate  out- 
come. 

In  every  patient  presenting  symptoms  of  in- 
creased intracranial  pressure  brain  abscess  must 
be  considered.  The  history  is  perhaps  one  of  the 
most  important  elements  in  the  diagnosis.  A 
simple  furuncle,  a suppurative  pharyngitis,  an  in- 
fected tonsil  or  tooth,  accessory  nasal  sinus  dis- 
ease, otitis  media  and  its  complications,  bronchiec- 
tasis, lung  and  pelvic  abscess,  in  fact,  any  suppu- 
rative focus  in  the  body  are  capable  of  producing 
an  intracranial  abscess. 

In  obtaining  a history,  which  is  so  vital  when 
it  comes  to  the  surgical  treatment,  every  consid- 
eration must  be  given  to  a previous  suppurative 
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disease,  no  matter  how  trifling  or  how  remote  in 
the  history.  There  are  cases  of  brain  abscess 
which  give  no  history  of  a previous  suppurative 
process.  In  these,  of  course,  abscess  may  be 
overlooked.  The  unexpected  disclosure  of  an  ab- 
scess at  an  operation  planned  for  tumor  is  a sur- 
gical calamity. 

During  the  course  of  any  suppurative  process, 
whether  it  be  in  the  lung,  the  ear  or  the  sinuses, 
the  occurrence  of  a chill  followed  by  mental  hebe- 
tude and  recurrent  headache  is  always  signifi- 
cant. The  headache  in  brain  abscess  is  not  con- 
tinuous. The  gradual  destruction  of  brain  tissue 
does  not  produce  the  same  intensity  and  type  of 
increased  intracranial  pressure  as  occurs  in  tumor, 
consequently  the  headache  is  intermittent. 

Internal  hydrocephalus,  except  in  cerebellar  ab- 
scess, is  rather  rare.  This,  in  itself,  lessens  the 
intensity  and  persistence  of  the  headache.  Fre- 
quently in  the  early  stages  of  brain  abscess  the 
headache  may  be  only  present  when  the  patient 
is  on  his  feet,  moving  about,  bending  over,  strain- 
ing or  coughing.  The  headache  may  be  entirely 
absent  when  reclining.  The  presence  of  a local- 
ized low  grade  meningeal  inflammatory  condition 
overlying  a brain  abscess  produces  dural  tension 
and  increased  dural  sensitivity  which  accounts  for 
the  localization  of  the  headache  so  frequently 
described  by  these  patients. 

Accompanying,  or  occurring  independently  of 
the  headache,  neuralgiaform  paroxysmal  pains  are 
oftentimes  present  and  one  symptom  sometimes 
ignored  in  abscess  of  the  tempo rosphenoidal  lobe 
is  a persistent,  dull  boring  pain  back  of  the  eye. 
This  is  a reliable  symptom  of  temporosphenoidal 
lobe  involvement.  It  may  occur  in  a local- 
ized serous  meningitis  over  the  tip  of  the  petron, 
but  it  is  so  frequent  in  temporosphenoidal  lobe 
abscess  that  it  is  worhy  of  emphasis.  This  pain 
is  probably  due  to  direct  implication  of  the  first 
division  of  the  fifth  cranial  nerve  by  the  inflam- 
matory process  or  by  pressure  from  dural  tension. 

Accompanying  the  headache  there  may  be  oc- 
casional bouts  of  nausea  and  vomiting.  These 
do  not  differ  materially  from  the  same  phenom- 
ena occurring  in  intracranial  tumor.  Reduction 
in  vision  in  abscess  usually  occurs  late  in  the 
course  of  the  disease.  There  may  be  a decided 
let-down  in  mental  activity.  The  brain  abscess 
patient  is,  in  general,  dull  of  preception  and  his 
memory  is  usually  blunted,  especially  for  recent 
events.  These  mental  phenomena  are  more  no- 
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ticeable  in  frontal  lobe  abscess  but  do  occur  from 
abcess  in  any  location.  General  weakness  and  loss 
of  body  vigor  with  a gradual  reduction  in  body 
weight  also  occur  with  decided  frequency  in  brain 
abscess.  Progressive  emaciation  is  a reliable  sign 
of  brain  abscess.  Some  degree  of  toxemia  is  also 
apparent.  Most  of  these  patients  are  chronically 
constipated. 

It  is  well  to  remember  that  a brain  abscess  may 
exist  over  a period  of  years,  producing  very  few 
positive  symptoms  and  none  of  a localizing  na- 
ture.^ The  interrupted,  fleeting  symptoms  occur- 
ing  in  the  course  of  the  disease  are  important 
factors  in  the  diagnosis. 

In  suppurative  disease  occurring  elsewhere  in 
the  body  leukocytosis  is  a prominent  and  impor- 
tant diagnostic  sign.  This  is  not  so  in  intracran- 
nal  abscess  except  in  the  acute  stage  of  cerebritis 
before  the  abscess  has  walled  off.  Then  a mod- 
erate increase  in  leukocytes  may  be  observed. 
Frequently  the  patient  is  not  under  observation 
at  this  time  and  the  advantage  of  this  diagnostic 
point  may  be  missed. 

The  average  patient  suffering  from  brain  ab- 
scess has  a normal  or  only  slightly  increased  leu- 
kocyte count,  frequently  not  in  excess  of  ten 
thousand.  Fever  is  unusual.  In  the  early  stages 
a slight  increase  in  temperature  may  be  observed. 
Later,  when  walling  off  has  occurred,  the  tem- 
perature frequently  drops  to  normal  or  subnormal. 

The  pulse  rate  is  one  of  the  most  reliable  single 
diagnostic  signs  in  a patient  suspected  of  harbor- 
ing a brain  abscess.  A slow  pulse  rate  in  the 
presence  of  increased  intracranial  pressure  is 
highly  suggestive  of  abscess.  This  does  not  seem 
to  bear  any  direct  relation  to  the  state  of  increased 
intracranial  pressure,  inasmuch  as  brain  tumor 
will  frequently  produce  a higher  degree  than  ab- 
scess. It  is  possibly  due  to  vagal  irritation  through 
the  meninges,  subdjacent  to  or  lying  over  the  fo- 
cus of  suppuration.  The  pulse  rate  is  often  dispro- 
portionate to  the  temperature.  Should  there  be  a 
mild  increase  in  temperature,  there  will  be  a rela- 
tive slowing  of  the  pulse  out  of  normal  propor- 
tion between  the  pulse  and  temperature. 

In  the  presence  of  brain  abscess  lumbar  punc- 
ture may  be  a dangerous  procedure,  yet  we  are 
oftentimes  forced  to  perform  this  to  rule  out  sep- 
tic meningitis  and  also  to  determine  the  presence 
or  absence  of  other  intracranial  conditions  capable 

3.  Davidson,  Charles,  Brain  Abscess  Following' 
Pyemia  of  Long  Duration.  Trans.  N.  Y.  Academy  of 
Medicine,  Sec.  Neurology  and  Phychiatry,  April,  1929. 


of  producing  similar  symptoms.  This  procedure 
should  be  performed  with  caution,  preferably 
with  the  patient  lying  on  the  side,  using  a fine 
gauge  needle  and  not  withdrawing  any  fluid  ex- 
cept that  which  escapes  into  the  rubber  tubing  cf 
the  manometer.  A few  drops  will  suffice  for  a 
cell  count  and  bacteriologic  study. 

PATHOLOGY 

The  nature  of  the  cerebral  architecture  is  sucti 
that  suppuration  is  less  tolerated  here  than  else- 
where in  the  body.  Brain  cells  act  slowly  and 
less  energetically  in  combating  and  walling  off 
infection  than  do  other  body  tissues.  This  ac- 
counts for  the  more  rapid  spread  of  the  suppra- 
tive  process  and  the  more  rapid  destruction  of 
white  matter.  The  scant  blood  supply  in  areas, 
where  abscess  is  prone  to  localize  and  with  a de- 
ficiency of  fibrous  forming  elements,  further  de- 
creases the  defensive  mechanism  of  the  brain. 

The  development  of  brain  abscess  follows  the 
usual  lines  of  abscess  formation  in  other  parts  of 
the  body.  The  infection  enters  by  way  of  the 
blood  stream,  by  contiguity  or  through  the  peri- 
vascular spaces  with  resultant  destruction  of  the 
vitality  of  the  brain  cells,  the  production  of  small 
round  cell  and  leukocytic  infiltration,  thrombosis 
of  the  capillaries  and  necrosis  in  the  center  of  the 
area.  About  the  center  of  suppuration  is  a 
fairly  broad  area  of  cerebritis  and  edema.  Imme- 
diately about  the  central  point  of  liquification 
and  softening  an  attempt  is  made  at  walling  off 
by  a proliferation  and  formation  of  a so-called 
capsule  which  is  not  a true  capsule  but  a limiting 
pyogenic  membrane,  bathed  on  the  inside  by  pus 
and  liquified  material  and  without  by  a fibro- 
blastic zone,  then  a zone  of  small  round  cells,  leu- 
kocytes and  endothelial  cells.  In  chronic  cases  the 
wall  of  fibroblastic  tissue  and  neuroglial  hyper- 
plasia is  much  denser  than  in  the  acute  cases.  The 
interior  of  the  wall  contains  a granulating  mem- 
brane with  capilliaries,  white  cells  and  neuroglial 
cells  undergoing  proliferation.  It  is  this  patho- 
logic picture  which  one  should  constantly  keep  in 
mind,  if  we  are  to  render  skillful  and  well  timed 
drainage  of  the  abscess. 

Pathologic  basis  for  brain  abscess.  Atkinson’s* 
original  observations  on  the  pathology  of  brain 
abscess  have  been  generally  accepted.  There  has 
been  some  disagreement  but  in  general  his  orig- 
inal contribution  based  on  the  blood  supply  of  the 

4.  Atkinson,  E.  M.,  Abscess  of  the  Brain.  Its 
Patholog-y,  Diag-nosis  and  Treatment.  Lancet,  1:483- 
488,  March  10  1928. 
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brain  seems  to  be  the  most  logical  explanation  for 
the  mechanism  of  abscess  formation. 

The  cerebral  blood  supply  is  divided  into  the 
central  perforating  branches  passing  directly  into 
the  base  and  supplying  the  basal  ganglia  and  the 
gray  substance  of  the  central  areas.  The  cortical 
set  of  vessels  ramify  over  the  surface  of  the  cor- 
tex and  in  general  follow  the  fissures.  These 
eventually  terminate  in  two  types,  one  a group  of 
short  vessels  supplying  the  gray  matter  of  the 
cortex  and  the  smaller  number  of  branches  which 
perforate  the  cortex,  supplying  a relatively  narrow 
zone  of  underlying  white  substance.  Due  to  the 
fact  that  all  cerebral  arteries  are  of  the  end  type, 
in  consequence  there  lies  between  the  ends  of  the 
cortical  and  perforating  sets  a zone  of  white  mat- 
ter which  is  practically  devoid  of  blood  supply. 
This  holds  true  for  both  the  cerebellum  and  the 
cerebrum.  It  is  in  this  zone  of  relative  avascular- 
ity  that  brain  abscess  as  a rule  develops.  Infection 
may  be  brought  to  this  relatively  bloodless  area 
by  the  blood  stream  or  the  perivascular  spaces 
connecting  with  the  cerebral  subarachnoid  sys- 
tem, giving  rise  to  a direct  spread  of  the  infec- 
tion from  the  meninges. 

In  the  brain  abscess  which  forms  by  continuity 
from  infection  of  the  petron,  mastoid,  ethmoids 
or  frontal  sinuses,  there  is  a contamination  of  the 
adjacent  dura  from  the  focus  of  infection  by  a 
direct  spreading  of  the  infectious  material  with 
the  production  of  a localized  meningitis.  The 
presence  of  a localized  infection  eventually  leads 
to  meningeal  reaction  with  the  production  of  ad- 
hesions. Direct  involvement  of  the  brain  many 
now  occur  through  the  arteries,  veins  or  perivas- 
cular spaces  by  direct  extension. 

There  has  been  considerable  discussion,  both 
pro  and  con,  by  such  men  as  McEwen®,  Eagle- 
ton®  and  others  on  the  method  of  extension  but 
Atkinson,  in  a series  of  cases  carefully  studied, 
proved  that  this  mechanism  of  infection  occurred 
in  eighty-two  per  cent  of  his  cases.  Infection  by 
way  of  the  venous  system  was  found  to  occur 
more  frequently  and  took  place  by  direct  venous 
extension  of  the  original  infection  from  the 
thrombosed  cerebral  vessels  into  the  adjacent 
brain  substance.  Infection  traveling  by  way  of 
the  arterial  system  occurred  in  a small  percentage 
of  his  cases.  Embolic  infections,  producing  brain 
abscess  by  way  of  the  arterial  system,  are  usually 

5.  McEwen,  Wm.,  Pyogenic  Infective  Di.seases  of 
the  Brain  and  Spinal  Cord.  MacMillan  Co.,  N.  Y., 
1922. 


secondary  to  lung  abscess  or  suppurative  foci  in 
the  pelvis  or  elsewhere  in  the  body.  Brain  ab- 
scess following  in  the  wake  of  a compound  skull 
fracture  occurs  by  direct  extension  and  continuity 
through  the  injured  dura. 

As  originally  pointed  out  by  Atkinson,  the 
term  capsule,  when  applied  to  brain  abscess,  is 
erroneous.  In  the  true  pathologic  sense  it  is  sim- 
ply a limiting  membrane  composed  of  several  his- 
tologic types  of  tissue  reaction.  The  composition 
of  the  membrane  is  determined  by  the  age  and 
virulence  of  the  infection.  In  long  standing  cases 
the  degree  of  tissue  reaction  produces  a more 
densely  fibrous  wall  than  in  the  more  acute  types 
of  infectious  processes.  In  some  of  the  more 
acute,  rapidly  spreading  types  of  infection  or 
cerebritis  there  is  very  little  effort  on  the  part 
of  the  brain  to  set  up  a limiting  membrane.  In 
these  cases  we  see  numerous  thrombotic  hemorr- 
hagic areas  throughout  the  area  of  inflammatory 
reaction,  and  these  occur  principally  in  the  zone 
ordinarily  occupied  by  the  limiting  membrane. 
Cerebral  abscess  spreads  invariably  toward  the 
lateral  ventricle,  the  breaking  down  of  the  white 
matter  taking  place  along  the  lines  of  least  re- 
sistance. 

Our  examination  in  every  patient  suspected  of 
liarboring  a brain  abscess  should  consist  of  re 
peated  fundoscopic  examinations,  carefully  re- 
checked neurologic  examinations  and  in  addition, 
a study  of  the  cerebrospinal  fluid.  In  those  cases 
where  localization  is  in  doubt,  a direct  puncture 
of  the  ventricle  with  insufflation  of  air  may  be- 
come necessary. 

The  fundus  in  brain  abscess  may  or  may  not 
reveal  findings  which  will  aid  us  in  the  diagnosis. 
Changes  in  the  fundus  oculi  may  be  conspicuous- 
Iv  absent  or  at  the  most  only  suggestive  of  in- 
creased intracranial  pressure.  In  many  instances 
changes  in  the  fundus  do  not  keep  pace  with  the 
state  of  increased  intracranial  pressure,  so  that 
definite  pathology  may  not  be  oliserved  until  late 
in  the  course  of  the  illness. 

An  abscess  of  the  frontal  lobe  may  produce 
delayed  and  then  only  a mild  swelling  of  the  optic 
nerve  head.  Cases  of  frontal  lobe  abscess  are 
commonly  observed  with  normal  eyegrounds. 
When  optic  neuritis  is  present  with  other  symp- 
toms it  is  a reassuring  sign. 

Abscess  of  the  cerebellum  usually  produces 
early  and  intense  fundal  changes.  This  statement 
must  be  modified  to  the  extent  that  there  are  cases 
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bellum  showing  the  common  sites  of  abscess. 

of  large  abscesses  of  the  cerebellum  which  exist 
with  no  evidence  of  fundal  pathology.  The  case 
of  a child  with  a large,  well  encapsulated  cere- 
bellar abscess  secondary  to  an  empyema  is  re- 
called. The  eyegrounds  were  examined  repeat- 
edly by  several  competent  men  but  failed  to  show 
any  changes  up  to  the  time  of  death  (fig.  1). 

When  we  consider  abscess  of  the  temporosphe- 
noidal  lobe,  we  must  again  admit  that  definite 
eyeground  changes  are  not  ordinarily  found.  Tem- 
porosphenoidal  lobe  abscess,  next  to  frontal  lobe 
abscess,  is  the  least  likely  to  give  fundal  signs. 
Choking  of  the  discs  in  abscess  only  appears  with 
obstruction  or  obliteration  of  the  cerebral  ven- 
tricles. More  constant  findings  are  confined  to 
fullness  of  the  ophthalmic  veins,  increased  tor- 
tuousity  and  engorgement  in  the  periphery  of  the 
vessels  with  obliteration  of  the  physiologic  cup- 
ping. It  is  only  by  repeated  examination  of  the 
eyegrounds  that  these  early  changes  may  be 
measurable. 

As  Lillie'^  has  stated,  the  condition  of  the  fund- 
us is  an  excellent  index  in  determining  the  time 
for  operation.  Developing  choked  discs  usu- 
ally indicate  a stage  of  cerebritis  before  walling 
off  of  the  abscess  has  taken  place.  Choked  discs 
which  remain  stationary  may  be  reliably  inter- 
preted as  indicative  of  quiescence  with  a probable 
subsidence  of  cerebritis  and  walling  off  the 
abscess. 

The  visual  fields  are  of  little  value  in  the  diag- 
nosis of  brain  abscess.  This  does  not  mean  that 
they  should  be  ignored.  Temporosphenoidal  lobe 
abscess,  when  it  reaches  sufficient  size  to  indent 
or  “cut”  the  field,  is  rather  large  and  diagnosis 

7.  Lillie,  W.  1.,  Clinical  Significance  of  Cnokecl 
Di.sc.s,  Produced  by  Absce.ss  of  the  Brain  Surg. 
Gynec.  Obst.  47:  405-40.6,  Sept.  1928. 


should  be  made  before  this  occurs.  Many  patients 
are  in  such  a mental  state  that  visual  fields  ob- 
tained under  such  conditions  are  unreliable. 

Coleman*  has  stated  that  perimetric  fields  are 
not  of  any  particular  value  in  this  class  of  patients 
(Drowsy).  A persistent  defect  in  the  field  is 
a highly  important  localizing  sign. 

Nmrologic  examination.  In  many  cases  of 
brain  abscess,  at  some  time  during  the  course  of 
the  illness  there  is  soreness  and  stiffness  of  the 
neck  muscles.  This  is  frequently  elicited  during 
a routine  examination.  When  present  it  is  a re- 
liable sign  of  an  inflamed  state  of  the  meninges. 
In  brain  abscess  the  deep  reflexes  are  either  de- 
creased or  totally  abolished.  The  abdominal  re- 
flexes may  be  reduced  or  abolished  on  the  side 
opposite  the  abscess.  In  the  stage  of  acute  cere- 
britis the  sign  of  Babinski  and  ankle  clonus  may 
be  prominent  signs,  but  as  the  suppuration  local- 
izes and  there  is  a subsidence  of  the  condition, 
these  signs  retreat  and  may  become  variable. 

Temporosphenoidal  and  frontal  lobe  abscesses 
oftentimes  produce  a weakness  of  the  lower  part 
of  the  face.  When  present  this  is  a reliable  in- 
dication of  mischief  implicating  the  lower  motor 
areas.  Impairment  of  the  grip  or  leg  power 
sometimes  occurs  during  the  illness.  This  may 
vary  from  day  to  day. 

Examination  of  the  cranial  nerves  may  give 
us  some  information  as  to  the  location  of  the 
suppuration.  Involvement  of  the  third  nerve, 
producing  ptosis,  dilation  and  fixation  of 
the  pupil,  is  occasionally  present.  When  a di- 
lated pupil  is  present,  in  the  presence  of  other 
symptoms,  it  is  a safe  guide  to  the  side  involved. 
Involvement  of  the  fourth  and  sixth  cranial 
nerves  may  also  occur  but  these  are  of  little  lo- 
calizing value  on  account  of  the  course  and  com- 
plexity of  these  structures. 

Nystagmus  will  be  found  in  the  great  major- 
ity of  posterior  fossa  abscesses  but  it  is  well  to 
remember  that  it  also  occurs  in  temporosphe- 
noidal lobe  abscess.  Occasionally  it  may  be  a 
difficult  matter  to  differentiate  between  abscess 
of  the  cerebellum  and  temporosphenoidal  lobe. 
Here  the  caloric  tests,  the  cerebellar  examination 
and  puncture  of  the  ventricles  will  be  of  as- 
sistance. 

TREATMENT 

The  successful  treatment  of  brain  abscess  de- 
pends upon  a number  of  factors.  First,  and 

8.  Coleman,  C.  C..  Brain  Abscess;  Review  of  28 
Cases  with  Comments  on  the  Opthalmologlc  Obser- 
vations. J.  A.  M.  A.  95:  568-572.  Aug.  23,  1930. 
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foremost,  is  the  time  of  operation.  The  average 
patient  with  a brain  abscess  does  not  present  a 
surgical  emergency.  The  auspicious  moment  for 
operation  is  a difficult  matter  to  decide.  It  is 
generally  agreed  that  drainage  of  an  abscess,  be- 
fore walling  off  has  occurred,  invites  disaster. 
Operation  during  the  stage  of  acute  cerebritis 
is  attended  by  spreading  infection,  increased  de- 
struction of  brain  tissue,  intensification  of  edema 
and  may  result  in  early  septic  encephalitis  or 
meningitis. 

Generally  speaking,  walling  off  and  quiescence 
of  an  abscess  occurs  in  from  four  to  six  weeks. 
The  longer  we  can  delay  drainage,  the  better  are 
the  chances  of  a successful  outcome.  There  are 
cases  admitted  to  the  hospital  in  an  extreme  state 
of  increased  intracranial  pressure,  in  which  the 
history  is  in  doubt  and  under  such  circumstances 
one  may  be  forced  to  operate  in  an  emergency. 
Where  the  patient  can  be  kept  under  observa- 
tion and  studied  from  day  to  day  the  chances  of 
success  are  much  greater®. 

Operation  for  brain  abscess  should  always  be 
performed  under  local  anesthesia.  There  are  two 
methods  in  use  for  the  exposure  of  the  abscess, 
the  single  burr  exploratory  opening  and  the 
osteoplastic  flap  operation. 

The  osteoplastic  flap  procedure  has  been  advo- 
cated by  Eagleton  but  not  generally  accepted.  It 
is  tedious,  time  consuming,  and  increases  the 
field  for  contamination.  It  moreover  increases 
the  dangers  of  a fungus  cerebri. 

There  are  several  methods  by  which  the  ab- 
scess may  be  drained ; first,  by  tapping,  as  de- 
scribed by  Dandy, followed  by  a tight  closure 
without  the  insertion  of  permanent  drainage* 
This  method  was  first  performed  by  McEwen 
with  apparent  successful  results.  King’s’^^  opera- 
tion of  decortication  or  marsupialization  may  be 
advantageous  in  relatively  superficial  abscesses, 
but  in  general  it  would  seem  to  increase  the  dan- 
ger of  septic  meningitis  and  fungus  cerebri.  His 
idea  is  to  open  the  abscess,  remove  the  over- 
lying  cortex  and  create  a herniation  with  an  ever- 
sion of  the  abscess. 


9.  McKenzie,  K.  G.  The  Treatment  of  Abscess  of 
the  Brain.  Arch.  Surg.  18;  1594-1620,  April  1929. 

10.  Dandy,  W.  E.,  Treatment  of  Chronic  Abs,cess 
of  Brain  by  Tapping.  J.  A.  M.  A.  87:  1477-1478,  Oct. 
1926. 

12.  King,  J.  E.  J.,  Treatment  of  Brain  Abscess  by 
Unroofing:  and  Temporary  Herniation  of  the  Abscess 
Cavity  with  Avoidance  of  Usual  Drainage  Methods. 
Surg.  Gynec.  Obst.  39:554-568,  Nov.,  1924. 

•This  method  described  by  Dr.  Walter  Dandy 
applies  to  thick  walled,  deeply  seated  abscesses,  in- 
accessible to  the  ordinary  continuous  type  of  drain- 
age. 


Fig.  2.  Diagram  of  operative  detail  showing  burr 
opening  with  cotton  pledget  against  cortex  and  illus- 
trating chemical  adhesions  between  dura  and  arach- 
noid. 

The  single  burr  exploratory  opening  over  the 
abscess  is  the  method  in  general  use.  This  pro- 
cedure may  be  divided  into  one  of  two  stages. 
The  two-stage  operation  is  the  one  of  choice. 
This  was  first  advocated  by  Dowman^^  and 
used  extensively  by  Grant  and  Frazier.  The 
calvarium  is  exposed  through  a scalp  incision 
two  or  three  inches  in  length  and  a single  burr 
opening  made ; the  dura  is  opened  through  a 
short  incision  and  a pledget  of  cotton  moistened 
with  some  antiseptic  solution  such  as  tincture 
of  iodine  is  inserted  against  the  arachnoid.  This 
is  left  in  place  for  twenty-four  to  forty-eight 
hours  and  results  in  the  formation  of  dural  ar- 
achnoidal adhesions  with  walling  off  of  the  sub- 
dural space  (fig.  2). 

The  best  method  of  drainage  is  the  one  most 
successful  in  the  hands  of  the  individual  operator. 
Some,  notably  CahilE^,  prefer  the  Mosher  drain.** 
Coleman^^  and  Grant  prefer  a small  drain  of 
soft  rubber  tubing ; others  prefer  the  rigid,  silver 
collar  drain.  The  latter  was  first  popularized 
by  the  British  Army  Medical  service^®  and  used 
extensively  during  the  World  War  for  trau- 
matic brain  abscess.  It  has  since  been  used  with 
considerable  success  by  a number  of  American 
surgeons,  principally  Naffziger  and  Fleming.t 

13.  Dowman,  C.  E.,  Treatment  of  Brain  Abscess  by 
Induction  of  Protective  Adhesions  between  Brain 
Cortex  and  Dura  before  Establishment  of  Drainage. 
Arch.  Surg.  6:  747-754,  May,  1923. 

14.  Cahill.  H.  P.  Twelve  Cases  of  Cerebral  and 
Cerebellar  Abscess  Drained  by  the  Mosher  Wire 
Gauze  Cone.  Trans.  Am.  Otolog.  Soc.  17:42-55,  1925. 

15.  Coleman.  C.  C.,  Drainage  of  Subcortical  Brain 
Abscess.  Arch.  Surg.  10:212-216,  Jan.,  1925. 

16.  Manual  of  Neurosurgery,  Med.  Dept.  U.  S. 
Army,  P.  173,  1919. 

••Wire  mesh  drain  used  by  Dr.  Mosher  of  Boston. 

.J-Personal  communication. 
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needle  used  in  this  series  of  .cases. 

The  insertion  of  the  exploring  needle  through 
the  area  of  adhesive  arachnoiditis  lessens  the 
danger  of  septic  meningitis.  Effort  should  be 
made  to  place  the  drain  with  the  least  possible 
trauma.  Awkwardness  or  fumbling  results  in 
undue  traumatism  and  decreases  the  chances  for 
a successful  outcome.  If  it  is  possible,  a single 
puncture  with  insertion  of  the  drain  in  the  same 
tract  of  the  needle  is  the  ideal  method.  For  this 
reason  the  silver  collar  carried  on  the  abscess 
needle  offers  a simple  and  practical  method  with 
the  least  infliction  of  trauma.  It  would  appear 
that  a rigid  drain  might  inflict  more  damage  to 
the  adjacent  brain  tissue.  However,  this  does 
not  seem  to  result  in  any  noticeable  damage.  This 
type  of  drainage  tube  has  been  successful  in  a 
number  of  instances.  It  can  be  removed  as  soon 
as  a tract  is  established  and  the  abscess  contents 
have  been  reasonably  evacuated.  A small,  soft, 
rubber  drainage  tube  can  then  be  substituted 
(fig.  3). 

In  a number  of  instances  the  silver  tube  was 
allowed  to  remain  in  place  for  as  long  as  three  or 
four  months  without  any  evidence  of  cerebral 
damage.  The  tube  is  slowly  extruded  by  a re- 
turn of  the  ventricle  to  its  normal  position. 

A method  occasionally  used  is  the  wide  open- 
ing of  the  abscess  with  insertion  of  retractors 
and  packing  of  the  pocket  with  gauze.  This 
seems  to  be  rather  a severe  form  of  treatment. 
It  is  only  in  an  extremely  large  abscess  cavity 
that  such  a method  would  appear  suitable. 


Exploration  for  a suspected  brain  abscess 
through  an  infected  mastoid  wound  or  through 
a frontal  sinus  is  a dangerous  procedure  unless 
we  are  certain  that  an  abscess  lies  beneath  the 
area  of  infection.  If  the  diagnosis  is  incorrect 
and  the  operation  has  been  performed  through  a 
dirty  field,  septic  meningitis  will  certainly  fol- 
low. 

Neurologic  surgeons,  as  a rule,  prefer  to  ap- 
proach a brain  abscess  through  a clean  field  re- 
mote from  the  mastoid  wound  or  the  frontal 
sinus.  The  wide  opening  and  exposure  of  the 
abscess  cavity,  placing  it  in  direct  communica- 
tion with  the  subdural-subarachnoid  spaces,  in- 
vites early  fungus  cerebri  and  septic  meningitis. 

The  aftercare  of  a brain  abscess  patient  is  an 
important  part  of  the  treatment.  Meticulous 
attention  to  the  wound  should  be  insisted  upon. 
Daily  cleansing  of  the  drainage  tube  is  necessary. 
For  this  iodized  glycerine  can  be  placed  in  the 
lumen  to  facilitate  liquifaction  and  drainage. 
The  effect  of  gravity  should  always  be  taken  to 
advantage.  By  placing  the  head  in  a dependent 
position  so  that  the  drainage  will  be  facilitated  is 
another  little  aid  at  times.  Glucose  intravenously 
and  the  use  of  subtemporal  decompression  may 
become  necessary  in  cases  associated  with  an  un- 
usual state  of  increased  intracranial  pressure. 

The  following  cases  are  instructive  chiefly 
from  the  standpoint  of  diagnosis : 

Case  1.  Sr.  C.  O.  S.  Age  forty-five  years,  a Sister 
of  Charity,  seen  in  consultation  with  Dr.  Raymond 
Zeck  at  Providence  Hospital,  July  1,  1930.  Very  little 
accurate  history  is  obtainable  other  than  that  this  pa- 
tient has  suffered  for  over  ten  years  from  severe  gen- 
eralized headaches,  worse  at  times,  and  interfering 
with  her  duties  as  technician  in  the  pathologic  labora- 
tory. She  has  consulted  numerous  physicians  for  head- 
ache. 

Six  years  ago  she  was  examined  for  a suspected 
intracranial  lesion  but  nothing  positive  was  found.  A 
year  ago  she  had  what  was  magnosied  as  a “stroke.” 
This  involved  the  left  side  of  the  body  but  she  promptly 
recovered  and,  except  for  headaches,  has  been  in  a fair 
state  of  health. 

About  three  weeks  ago  she  had  a series  of  Jackson- 
ian convulsions,  involving  principally  the  left  side  of  the 
face  but  extending  into  the  arm  and  leg.  Conscious- 
ness was  retained,  although  there  was  considerable 
mental  confusion.  Following  this  series  of  attacks 
there  was  weakness  which  gradually  improved.  For  the 
last  ten  days  she  has  been  more  drowsy  and  attendants 
have  noticed  a weakness  of  the  face  on  the  left  side. 

Examination.  Positive  findings.  There  is  some 
drowsiness  but  she  is  able  to  respond  to  questioning 
and  her  answers  are  relevant  and  coherent  but  speech 
is  thick  and  slow.  Tlie  eye-grounds  show  a slight  con- 
gestion and  fullness  of  the  ophthalmic  veins  with  shal- 
lowness of  the  physiologic  cupping.  Perimetric  ex- 
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Fig  4.  Case  1.  Ventriculogram  showing  dis- 
location of  ventricles. 

amination  by  Dr.  Walter  Hoffman  shows  generally 
contracted  fields  but  no  defect,  some  local  tenderness 
of  the  post  frontal  region  on  the  right  side. 

Lumbar  puncture  yielded  a pressure  of  forty  milli- 
meters of  mercury,  the  cell  count  thirty-five,  with  a 
predominance  of  lymphocytes. 

Conclusions.  An  expanding  intracranial  lesion  in  the 
right  hemisphere,  involving  principally  the  lower  Ro- 
landic  area,  either  a brain  tumor  or  brain  abscess.  The 
increased  lymphocyte  count  of  the  spinal  fluid  and  some 
rise  of  temperature  and  leukocytosis  might  indicate  a 
brain  abscess.  On  the  other  hand,  a ventricular  tumor 
involving  the  temporal  lobe  might  well  produce  the 
same  symptoms. 

Probable  diagnosis.  Frontal  lobe  abscess. 

A direct  puncture  was  first  performed.  This  was 
carried  out  under  novocaine,  one  per  cent,  the  left 
ventricle  being  tapped  and  twenty-five  cubic  centimet- 
ers of  fluid  removed  and  replaced  by  twenty-five 
centimeters  of  air. 

The  ventriculograms  showed  the  ventricles  displaced 
to  the  left  with  entire  obliteration  of  the  right  ventricle 
(fig.  4).  On  account  of  the  remote  possibility  of  a 
brain  tumor  in  this  case,  an  osteoplastic  flap  type  of 
operation  was  preferred  although  subsequent  events 
proved  that  a simple  puncture  over  the  postfrontal 
region  would  have  accomplished  the  same  results. 

A flap  was  laid  down  and  the  dura  found  stony  hard 
and  thin  except  over  the  postfrontal  region,  where  it 
was  thick  and  had  a peculiar  yellowish  appearance.  It 
was  evident  that  an  abscess  lay  beneath  this  region. 
A small  opening  was  made  in  the  dura  just  sufficiently 
large  to  accommodate  the  abscess  needle  and  a pledget 
of  cotton  moistened  in  Zenker’s  fluid  placed  against  the 
arachnoid  to  produce  adhesions.  At  a depth  of  three 
centimeters  below  the  cortex  a large  abscess  with  a 
very  tough  membrane  was  encountered.  Brownish,  foul 
pus  with  an  odor  of  colon  baccillus  flowed  from  the 
needle.  The  flap  was  replaced.  A silver  cannula  was 
fastened  into  the  wound  and  a burr  opening  made 
through  the  front  of  the  llap  establishing  drainage. 
Patient  left  the  surgery  very  much  improved. 

Culture  was  negative.  Direct  smear  showed  small 
cocci  of  dark  staining  qualities  but  no  positive  identi- 
fication. 


hor  the  ne.xt  two  months  there  was  a rapid  im- 
provement in  her  condition.  Mentally  she  became  norm- 
al, the  headaches  disappeared  but  a large  quantity  of 
foul,  browuish-green  pus  continued  to  drain.  The  os- 
tcoi)lastic  flap  wound  healed  without  infection.  Her 
condition  was  such  that  the  nurses  were  discharged. 

One  morning  she  became  dizzy  and  fell  from  her  bed. 
Within  the  next  twenty-four  hours  there  apparently 
developed  an  acute  ccrebritis.  She  became  mentally 
clouded,  dull  and  from  this  time  on  there  was  a rapid 
failure.  At  the  end  of  four  months  from  time  of 
operation,  in  spite  of  continuous  free  drainage  and 
the  usual  supportive  measures,  she  expired. 

Autopsy  by  Dr.  D.  H.  Nixon.  The  brain  was  re- 
moved by  the  usual  procedure  and  disclosed  the  fol- 
lowing : The  convolutions  were  flattened  over  the  en- 
tire brain.  At  the  posterior  part  of  the  frontal  lobe 
the  abscess  cavity  opened  through  to  the  external  sur- 
face. This  cavity  measured  three  centimeters  in  dia- 
meter and  was  surrounded  bj'  a dense  fibrous  wall. 
From  the  depths  of  the  cavity  it  extended  downward 
and  medially  and  opened  through  the  right  optic  thal- 
mus  into  the  third  ventricle.  The  brain  tissue  both 
posteriorly  and  anteriorly  was  in  a state  of  marked  ne- 
crosis in  situ.  The  necrotic  process  extended  within  two 
centimeters  of  the  occipital  tip  and  anteriorly  nearly 
to  the  frontal  tip.  There  were  several  smaller  abscess 
cavities  scattered  through  the  brain  substance  in  ad- 
dition to  the  larger  one  from  which  the  tubes  drained. 
The  frontal  sinuses  were  examined  carefully  and 
found  normal.  The  ethmoidal  cribiform  plate  was 
normal.  The  mastoids  were  normal.  From  the  char- 
acter of  the  lesion  it  was  probable  that  this  initial 
abscess  was  of  embolic  origin. 

Cause  of  Death.  Abscess  of  the  right  side  of  the 
brain,  involving  almost  the  entire  cerebral  hemisphere. 

Case  2.  R.  T.  The  second  case  was  a little  girl 
seven  years  of  age,  examined  with  Dr.  Frank  Maxson 
at  Swedish  Hospital,  June  21,  1930.  The  child  had  fal- 
len over  a bulkhead,  striking  on  her  head  and  extended 
hands. 

Examinoition.  She  was  conscious  and  able  to  give  a 
coherent  story.  There  was  a linear  incised  wound  in 
the  forehead  slightly  to  the  right  of  the  midline ; in 
the  depths  of  the  wound  a fine  linear  fracture  could  be 
seen,  radiating  through  the  frontal  bone  toward  the 
orbital  rim.  There  was  also  a double  Colies  fracture. 
Craniogram  showed  a linear  fracture  in  the  frontal 
region,  radiating  into  the  region  of  the  frontal  sinus. 

The  wound  healed  without  evidence  of  infection 
and  there  were  no  signs  of  increased  intracranial  pres- 
sure during  her  residence  in  the  hospital.  In  the  fall 
of  the  same  year  the  mother  brought  the  child  in  for 
a physical  examination  preliminary  to  entering  her  in 
the  fall  term  of  school.  There  was  no  history  ob- 
tainable of  headaches  or  symptoms  referable  to  an  in- 
tracranial condition  other  than  two  bouts  of  vomiting 
which  had  occurred  during  the  summer  and  were 
thought  to  be  due  to  some  gastric  upset. 

The  neurologic  examination  was  negative  in  every 
respect  except  for  bilateral  choked  discs  of  about  three 
diopters,  slightly  greater  on  the  right  side.  The  pulse 
rate  was  normal.  Blood  count  was  within  normal 
limits  and  the  temperature  slightly  subnormal. 

A diagnosis  of  intracranial  abscess  involving  the 
right  frontal  lobe  was  made  on  the  basis  of  the  choked 
discs  and  history  of  compound  fracture  of  the  skull. 
A lumbar  puncture  was  not  deemed  advisable  frem  a 
diagnostic  standpoint. 
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On  August  22,  1930,  under  general  anesthetic,  a 
frontal  lobe  abscess  was  tapped  and  a silver  collar 
drainage  tube  inserted.  After  a long  convalescence  and 
slow  drainage  of  purulent  material  there  was  a gradual 
recedence  in  intracranial  pressure,  the  choked  discs  re- 
ceding. After  a period  of  approximately  sixty  days 
the  tube  was  removed  and  the  wound  healed  without 
complications.  At  the  present  time  the  child  is  ap- 
parently in  normal  health. 

This  case  demonstrates  the  difficulty  of  diag- 
nosis and  had  it  not  been  for  the  history,  brain 
abscess  would  hardly  have  been  suspected.  The 
examination  of  the  fundus  was  the  only  positive 
finding  and  the  diagnosis  was  based  upon  this 
and  the  history.  The  simple  type  of  drainage 
used  in  this  case  probably  resulted  in  her  recov- 
ery (operation  by  Dr.  G.  W.  Swift). 


In  twenty-four  hours  the  wound  was  reopened  with- 
out anesthetic,  the  pledget  of  cotton  removed  from  its 
position  over  the  cortex  and,  using  an  abscess  needle 
with  attached  silver  collar,  exploration  of  the  frontal 
lobe  was  performed.  On  insertion  of  the  needle  in  the 
inward  and  forward  direction  at  a depth  of  four  centi- 
meters, pus  was  encountered  which  flowed  freely  from 
the  needle  under  considerable  pressure.  The  silver 
collar  was  slipped  into  the  pocket  of  the  abscess  along 
the  tract  of  the  needle  and  securely  fastened  to  the 
galea.  Glycerine  and  iodine  gauze  packing  was  placed 
about  the  collar  and  the  wound  closed  at  its  upper  and 
lower  angle  (fig.  5). 

The  condition  of  patient  showed  a rapid  improve- 
ment following  this  procedure.  The  wound  drained 
freely  and  the  silver  collar  was  removed  on  the  six- 
teenth of  February  and  replaced  by  a small,  soft  rub- 
ber tubing  with  multiple  perforations. 

Culture,  short  chain,  streptococci,  obtained  from  the 
abscess. 


Culture  from  this  abscess  produced  strepto- 
cocci, short  chain  type. 

Case  3.  F.  P.  The  third  case  is  a young  man  seen 
in  consultation  with  Dr.  Charles  Q.  North  in  the  sur- 
gery at  the  Medical  and  Dental  Building  on  December 
19.  1931.  He  is  twenty-two  years  of  age  and  a glazer 
by  occupation. 

During  September,  1931,  following  a “cold”  which 
had  been  present  for  a number  of  weeks,  he  developed 
a right  frontal  sinusitis. 

Chief  Complaints.  Headaches,  generalized  and  per- 
sistent, for  short  periods  followed  by  periods  of  rela- 
tive freedom  from  headache.  He  has  had  two  or  three 
bouts  of  projectile  vomiting.  The  nurses  and  his 
mother  state  that  he  has  been  drowsy,  w'ants  to  sleep 
and  is  irritable. 

Examination.  A well  developed  white  male.  Tliere 
is  a healed,  right  Killian  scar.  The  right  eyelid  droops. 
Slight  enlargement  of  the  right  pupil.  Light  reactions 
are  normal  on  both  sides.  Eyegrounds  show  nothing 
abnormal.  Suggestion  of  a left  sign  of  Babinski.  Dur- 
ing this  period  there  was  a relatively  high  leukocytosis, 
fourteen  thousand,  some  temperature,  slight  rise  fol- 
lowed by  subnormal  drops  of  temperature  and  a con- 
tinuation of  mental  hebetude.  The  neck  was  somewhat 
rigid  and  the  Kernig  sign  was  suggestive.  After  ob- 
servation for  about  four  days  it  was  decided  to  perform 
a lumbar  puncture  to  make  a differential  diagnosis  be- 
tween septic  meningitis  and  brain  abscess,  although  the 
latter  was  favored.  The  pressure  was  forty  milli- 
meters of  mercury.  About  two  drops  of  fluid  removed 
and  examined.  Cell  count  150,  lymphs.  84  per  cent; 
polys.  16  per  cent;  blood  count  12,300;  no  organisms. 

On  December  23,  on  account  of  severe  headache  and 
symptoms  of  marked  increased  intracranial  pressure, 
it  was  decided  to  explore  for  brain  abscess  and  violate 
the  rule  of  waiting  several  weeks  before  carrying  out 
this  procedure.  It  was  divided  into  a two-stage  opera- 
tion, the  first  being  performed  under  local  anesthesia, 
one  per  cent  novocaine  infiltration  over  the  right  fron- 
totemporal region.  Through  a small  curvilinear  in- 
cision about  three  inches  in  length,  a burr  opening  was 
made  and  the  dura  exposed.  This  was  tense,  .d*'v’ 
and  somewhat  yellowish.  A small  opening  was-  m6de  ’ 
just  sufficiently  large  to  accommodate  a small  pi'sdgtt 
of  cotton  the  size  of  a lentil.  This  was  sattirafed  with 
tincture  of  iodine  and  the  wound  closed  with  inter;- 
rupted  sutures.  1.’;. 


This  case  is  presented  for  two  reasons : 

1 One  can  never  be  certain  of  the  presence 
of  brain  abscess  or  septic  meningitis  in  a case  of 
this  kind  and,  inasmuch  as  septic  meningitis  car- 
ries with  it  a fatal  issue,  the  possibility  of  there 
being  a brain  abscess  should  always  be  consid- 
ered. In  this  case  there  was  some  doubt  as  to 
the  presence  of  a brain  abscess  until  the  lumbar 
puncture. 

2.  The  other  point  is  the  division  of  the  oper- 
ative procedure  into  two  stages.  It  is  believed 
that  this  materially  decreases  the  operative  and 
case  mortality.  The  placement  of  a pledget  of 
cotton  saturated  with  antiseptic  solution  against 
the  cortex  produces  protective  adhesions  and  se- 
curely walls  off  the  subdural  and  subarachnoidal 
spaces.  It  is  believed  that  some  of  the  fatal 
cases  can  also  be  traced  to  too  generous,  unneces- 
sarily long  dural  incisions  and  to  multiple,  mis- 
directed exploratory  punctures. 

Case  4.  J.  G.  Age  25  years,  laborer.  Seen  in  con- 
sultation with  Dr.  J,  H.  Mathews  at  Providence  Hospi- 
tal on  May  18,  1932.  There  is  a history  of  a discharging 
right  ear  for  a number  of  months,  running  through  the 
winter  months  of  1931  until  the  spring  of  1932.  He 
had  been  examined  by  several  nose  and  throat  men  but 
roentgen  examination  had  not  been  made.  Consul- 
tion  was  requested  because  of  the  development  of 
severe  headache  and  pain  in  the  right  side  of  the  head 
with  paresthesias  of  the  left  hand. 

Roentgen  examination  of  the  mastoid  region  showed 
marked  necrosis  of  the  right  mastoid  and  destruction 
of  practically  all  cellular  spaces. 

Mastoidectomy  was  performed  by  Dr.  Mathews  on 
May  10.  ,The  mastoid  was  filled  with  a thick,  greenish, 
tenacious'  pug, -and  .there  was  complete  destruction  of 
’ ,the  mastoid  Eells.-  The.du'ra  was  uncovered  but  nothing 
• 'pathologic  observed.  "S. 

On  tlie(- fourth  day  followap^’ 'thi,s  procedure  the  pa- 
tient det’dlcped  a sudden  paresis 'of 'the  face,  arm  and 
_lcg  on  the  right  side,^  accompanied,  by complete  motor 
laphas.’a.  " ’’  ’ 
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Fig-.  5.  Case  3.  iShowing  silver  collar  in  place 
in  abscess  pocket.  Note  flecks  of  lipiodol  injected 
to  outline  cavity. 

N eurologic  examination  disclosed  normal  eyegrounds, 
a slightly  enlarged  left  pupil,  normal  reactions,  com- 
plete motor  aphasia,  a flaccid  paralysis  of  the  right 
arm  and  leg  and  weakness  of  the  lower  half  of  the 
right  side  of  the  face. 

An  embolus  was  suspected,  involving  one  of  the 
branches  of  the  left  middle  cerebral  artery.  For  the 
next  two  or  three  days  his  condition  improved,  his 
right  side  became  useful  and  he  could  move  his  leg 
and  arm  and  the  aphasia  began  to  clear  up.  During  the 
next  ten  days  his  condition  was  quite  satisfactory  and 
then  he  slowly  developed  more  involvement  of  speech, 
some  fullness  of  the  discs  and  localized  headaches  on 
the  left  side.  A ventricular  puncture  was  recommended 
and  the  left  ventricle  was  tapped  under  novocaine. 
Fifteen  centimeters  of  fluid  removed  and  replaced  by 
fifteen  cubic  centimeters  of  air.  The  ventriculograms 
showed  the  right  ventricle  practically  obliterated  and 
the  left  dilated  (fig.  6). 

In  spite  of  the  neurologic  symptoms  indicating  local- 
ized lesion  on  the  left  side,  and  proceeding  on  the 
basis  of  the  obliterated  rignt  ventricle,  a two-stage 
puncture  was  performed.  Large  quantities  of  amber 
colored  cerebrospinal  fluid  escaped  from  the  wound  but 
there  was  no  evidence  of  suppuration.  His  condition 
improved  followung  this  and  he  returned  to  his  home; 
his  speech  was  clearer  and  the  weakness  of  the  right 
side  gradually  improved. 

About  July  25  he  returned  to  the  hospital  after  a 
series  of  Jacksonian  convulsions,  involving  the  right 
side  with  increased  headache  and  neurologic  symptoms 
indicative  of  an  expanding  lesion  in  the  left  motor  area. 

Again  a two-stage  procedure  was  carried  out  through 
a burr  opening  over  the  left  temporal  region.  At  a 
depth  of  three  centimeters  the  abscess  cavity  was  en- 
tered, allowing  escape  of  a large  Quantity  of  yellowish 
pus  without  noticeable  odor.  The  silver  collar  was  in- 
serted and  fixed  in  the  wound.  There  was  a rapid  im- 
provement and  he  was  discharged  from  the  hospital 
with  the  residuals  of  aphasia  but  marked  improvement 
in  the  right  side  of  the  body  and  no  complaints. 

Culture.  Some  small,  short  chain  streptococci  found 
on  direct  smear  but  no  growth  obtained;’; 

This  is  an  interesting  .case/lt  ’is  questionable 
the  condition  could  haye  been  handled  otherwise. 
Had  the  neurologic  symptoms  been 'carefully 
evaluated  and  less  attention -paid  to  the  ventricu- 


Fig. G.  Case  4.  Ventriculogram. 

lograms,  an  earlier  discovery  of  the  abscess 
would  in  all  probability  have  been  made. 

These  cases  were  selected  to  illustrate  the 
difficulties  of  diagnosis  confronting  us  in  brain 
abscess  and,  contrary  to  some  of  the  statements 
which  have  appeared  in  the  literature  that  ab- 
scess is  easy  of  diagnosis  and  localization,  one  is 
impressed  by  the  difficulties  when  the  cases  are 
thoroughly  analyzed. 

SUMMARY 

1.  The  diagnosis  of  brain  abscess  briefly 
presented. 

2.  Current  methods  of  treatment  discussed. 

3.  Four  cases  of  brain  abscess  presented. 
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INTRACTABLE  FACIAL  PAIN 

RELIEF  BY  deep  injections  OF  ALCOHOL’*' 

A.  J.  McLean,  M.D., 

PORTLAND,  ORE. 

The  deep  injection  of  alcohol  into  cranial  nerve 
trunks  or  into  sympathetic  ganglia  mediating  deep 
sensation  to  the  face  participates  importantly  in 
relief  of  intractable  facial  pain.  Such  injections 
of  alcohol  by  no  means  supplant  either  radical  in- 
tracranial section  of  these  pathways  or  the  extir- 
pation of  proper  automatic  ganglia,  but  they  do 
invaluably  supplant  diagnostic  injections  of  pro- 
caine, and  often  may  afford  considerable  periods 
of  relief  beyond  the  time  when  sensation  has  re- 
turned to  the  area  of  therapeuticically  induced  an- 
esthesia. 

’ iJntil  recent  years  major  trigeminal  neuralgia 
Fas , c^om.inated  in  the  surgical  conquest  of  cranial 

•Redd  before  the  Fifty-eighth  Annual  Meeting  of 
Qregon  State  Medical  Society  at  Klamath  Falls.  Ore., 
-Sv2-i)tember  ■’33-24,  1932. 
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pain.  With  a history  extending  back  into  nied  - 
eval  times,  basis  for  rational  attack  on  this  male- 
volent disease  was  not  laid  until  Bell’s  anatomic 
studies^  about  1820  and  by  Rynd’s^  introduction 
of  the  hollow  needle  and  Wood’s  employment  of 
the  syringe  a quarter  of  a century  later  (not  in- 
troduced originally  for  hypodermic  medication, 
but  devised  to  enable  the  injection  of  morphia  into 
the  sciatic  nerve).  It  was  Bartholow  who  in  1874 
successfully  injected  chloroform  into  branches  of 
the  trigeminus.  Ten  years  later  Billroth  and  Neit- 
her introduced  osmic  acid  solutions,  but  these  so 
often  produced  extensive  necroses  of  bone  that 
they  were  shortly  abandoned.  Schloesser’s  fun- 
damental work,  started  twelve  years  later  m Mu- 
nich and  reported  in  1903^,  developed  the  use  of 
alcohol.* *  IMeanwhile  Pitres  and  Verger^,  and 
Levy  and  Baudouin^  presented  in  France  detailed 
clinical  work  on  deep  injections  of  alcohol  into 
trigeminal  trunks,  and  from  this  source  the  pro- 
cedure was  introduced  into  the  United  States  by 
Patrick®  in  1907.  W’ilfred  Harris  has  reported' 
1100  cases  of  deep  alcoholic  injection  in  trigemin- 
al neuralgia  over  a period  of  twenty-three  years. 

With  tic  douloureux  as  a pivotal  point  in  thera- 
peusis,  a considerable  and  useful  differential  di- 
agnosis has  been  accumulated  by  hard-won  clinical 
experience,  but  this  differentiation  has  served  for 
many  years  only  as  warning  to  prevent  unneces- 
sary trigeminal  operations  and  injections,  which 
augment  misery  by  permanent  cutaneous  anes- 
thesias without  effecting  the  sought-for  relief  oi 


1.  Bell,  C.,  The  Nervous  System  of  the  Human 
Body;  Embracing  the  Papers  B’elivered  to  the  Royal 
Society  on  the  Subject  of  Nerves.  London,  1830. 

2.  Rynd,  P.,  Dublin  Med.  Press,  8:  165,  1845. 

3.  Schloesser,  Heilung  peripherer  Reizzustaende 
sensibler  und  motorischer  Nerven.  Ber.  31  vers.  d. 
Ophthal.  Geschellsch.  z.  Heidelburg,  84-90,  1903. 

4.  Pitres.  A.  and  Vergei',  Nervalgie  faciale  traitee 
par  les  injections  modificatices  d’alcool.  Soc.  de  med. 
et  chir.  de  Bordeaux,  July  25,  1902. 

5.  Levy,  F.  and  Baudouin,  A.  Les  injections  pro- 
fondes  dans  el  traitment  de  la  nervalgie  faciale  re- 
belle.  Presse  med..  Par.,  14:  108-109,  1906. 

6.  Patrick.  H.  T.,  The  Treatment  of  Trifacial  Neur- 
ralgia  by  Means  of  Deep  Injections  of  Alcohol.  J.  A.  M. 
A.,  49:  1567-1574,  Nov.  9,  1907. 

7.  Harris.  W..  Trigeminal  Neuralgia  and  its  Treat- 
ment. Lancet,  1:  567-569,  March  14,  1931. 

*The  experience  which  led  to  this  is  thus  engag- 
ingly described;  “M.H.!  Vor  7 Jahren  bekam  ich 
einem  veralteten,  schweren  Fall  von  Tic  convulsif  zur 
B'ehandlung  und  habe  bei  demselben,  wie  die  meisten 
Kollegen,  mit  meiner  Therapie  glaenzend  Fiasko 
gemacht,  so  dass  mir  die  Patientin,  mit  welcher  ich 
auch  jetzt  noch  in  guter  Beziehung  stehe,  sagte:  Sde 
Sind  Nr.  36  als  behandelndei'  Arzt  gegen  meinen  Tic 
und  leider  haben  iSie  mir  auch  nicht  helfen  koennen. 
Ich  musste  beschaemt  zustimmen,  und  das  gab  mir  den 
Anstoss  zu  einer  grossen  Versuchreibe  an  Tieren  und 
dann  an  kranken,  deren  Endergebnis  ich  Ihnen  jetzt 
bringe.  Nach  Anwendung  der  differentesten  Dinge 
kam  ich  vor  3 Jahren  an  den  Alkohol  als  besonderen 
Nervenschaedling  und  fand  in  demselben  ein  gut 
brauchbares  Medikament  ...” 


pain.  In  1930,  however.  White®  introduced,  for 
the  control  of  certain  types  of  cranial  pain,  the 
blocking  of  the  thoracic  sympathetic  ganglia  by 
paravertebral  injections  of  procaine,  later  supple- 
mented by  therapeutic  injections  of  alcohol®  ; he 
demonstrated  that  the  pain  of  many  persistent 
facial  neuralgias  is  mediated  through  the  stellate 
and  second  dorsal  sympathetic  ganglia.  Not  only 
was  a valuable  diagnostic  procedure  thus  ushered 
in,  but  fruitful  hope  of  relief  for  a further  con- 
siderable group  of  these  pitiful  sufferers  became 
possible.  There  still  remains  a small,  though  inter- 
esting, group  of  persistent  facial  pain  syndromes 
which  are  at  present  capable  of  attack  only  by 
general  means. 

TYPES  OP  FACIAL  PAIN 

1.  Infection  in  teeth^®  or  accessory  nasal  si- 
nuses may  give  rise  to  more  or  less  constant  throb- 
bing pain,  accompanied  by  local  tenderness  but  not 
always  by  a constitutional  reaction.  In  infections 
of  the  antra  there  may  be  waves  of  superficial 
burning,  smarting  pain  in  the  second  division  of 
the  trigeminus,  even  accompanied  by  lightning- 
like  stabs,  but  the  undercurrent  of  continuous 
pain  is  always  present.  The  maxillary  nerve  is 
separated  from  the  antral  roof  by  a parchment- 
thin  layer  of  bone ; the  cause  of  this  paroxysmal 
pain  is  a true  neuritis.  If  the  neural  process  has 
not  attained  to  chronicity  and  interstitial  scar  tis- 
sue, relief  is  obtained  by  removal  of  the  casual 
infection  (cases  1,  2,  3). 

2.  In  trigeminal  neuralgia,  or  tic  douloureux, 
there  are  sudden  intense  paroxysms  of  flashing, 
burning  knife-like  stabs  of  pain  located  superfi- 
cially in  skin  or  mucous  membranes,  and  confined 
solely  and  sharply  to  the  distribution  of  one  or 
more  branches  of  the  trigeminus;  there  is  com- 
plete freedom  from  pain  in  the  intervals,  and  usu- 
ally no  objective  alteration  of  cutaneous  sensibil- 
ity. Movements  or  contact  in  trigger  areas  liber- 
ates paroxysms,  light  stimuli  being  far  more  ef- 
fective than  rough  ones.  Scar,  trauma,  infection, 
arteriosclerotic  ischemia,  or  any  source  of  chronic 
irritation  along  the  course  of  the  trunk  comprises 
the  usual  etiology.  Relief  is  attained  by  blocking 
the  access  of  all  stimuli  along  these  pathways  to 

8.  White,  J.  C..  Diagnostic  Blocking  of  Sympathetic 
Nerves  to  Extremities  with  Procaine;  Test  to  Evaluate 
Benefit  of  Sympathetic  Ganglionectomy.  J.  A.  M A., 
94:  1382-1388,  May  3,  1930. 

9.  Mixter,  W.  J.  and.  White,  J.  C.,  Pain  Pathways  in 
Sympathetic  Nervous  System;  Clinical  Evidence. 
Arch.  Neurol.  & Psychiat.,  25;  986-997,  May,  loH. 

10.  Cahn,  L.  R.,  Dental  Origin  of  Reflex  Facial 
Pain.  J.  Dent.  Research,  11:  599-609,  Aug'.  1931. 
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the  brain-stem,  either  by  deep  injections  of  alco- 
hol into  trigeminal  branches  as  they  leave  the  un- 
der surface  of  the  skull,  or  by  surgical  section  of 
the  sensory  root  of  the  gasserian  ganglion  intra- 
cranially.  The  noxa  may  be  in  the  ganglion  itself, 
in  which  case  only  sensory  root  section  is  effec- 
tive (cases  4,  5,  6,  7,  8,  9,  10,  12). 

3.  Postherpetic  neuralgia’s  pain  if  often  iden- 
tical with  trigeminal  neuralgia,  though  it  not  in- 
frequently is  an  almost  continuous  burning ; there 
is  a history  of  a herpetic  rash  involving  the  distri- 
bution complained  of,  and  not  infrequently  a lo- 
calized cutaneous  alteration  of  sensibility  can  also 
be  demonstrated.  Although  the  sequellae  of  the 
specific  inflammation  are  usually  in  the  gasserian 
ganglion,  and  hence  available  to  surgical  relief, 
this  variety  of  neuralgia  may  not  infrequently 
arise  also  from  residuals  of  encephalitic  processes 
within  the  brain  stem  itself,  and  hence  remain 
unaffected  by  any  present  type  of  relief  devised. 
Alcoholic  block  or  posterior  root  section  may  oc- 
casionally produce  minor  amelioration  by  elimina- 
tion of  trigger  sensory  perceptions^^,  but  this  ef- 
fect is  not  invariable. 

4.  Gasserian  tumors  may  also  produce  typical 
major  trigeminal  neuralgia,  but  the  process,  be- 
ing destructive,  is  accompanied  by  readily  demon- 
strable peripheral  hypesthesia  or  anesthesia.  The 
growths  may  be  meningiomata  of  the  dural  sheath 
of  the  ganglion  (several  of  which  have  been  suc- 
cessfully removed^-),  or  neurosarcomata  or  fi- 
brosarcomata of  the  interstitial  tissue  of  the  gan- 
glion itself^^.  Since  the  lesion  is  intracranial,  the 
only  relief  possible  is  either  by  surgical  removal 
of  the  tumor,  or  by  palliative  section  of  the  pos- 
terior root. 

5.  Atypical  neuralgia  is  deep,  constant,  boring, 
grinding,  expansile  aching,  whose  distribution  is 
not  that  of  trigeminal  divisions;  it  often  spreads 
incompletely  over  several  of  these  latter  (case 
11),  and  extends  into  the  postauricular  region  or 
into  the  neck  or  shoulder.  Long  suspected  of 
having  autonomic  origin,  and  subjected  to  a 
hopeful  and  discouraging  host  of  ineffective  sym- 
pathetic nervous  system  operations,  White  has 
found  in  his  series  that  such  pains  can  be  relieved 

11.  Peet,  M.  M..  Postherapetic  Trigeminal  Neural- 
.gia:  Persistence  of  Pain  after  Section  of  Sensory  Root 
of  Gasserian  Ganglion.  J.  A.  M.  A.,  92.  1503-1505,  May 
4,  1929. 

12.  Frazier,  C.  H..  An  Operable  Tumor  Involving 
tlu,  Gasserion  Ganglion.  Am.  J.  M.  Sc.,  156:  483-490, 
Oct.  1918. 

13.  Hellsten,  M.  Fin  Fall  von  Ganglion  Gasseri- 
Tumor.  Deutsche  Ztschr.  f.  Nervenh.,  Leipz.,  52:  290- 
305,  1914. 


by  alcoholic  block  of  the  stellate  and  second  dorsal 
sympathetic  ganglia,  or  by  cervicodorsal  sympa- 
thetic ganglionectomy. 

6.  Sphenopalatine  neuralgia.  -A.s  originially 
described  by  Sluder^^,  this  neuralgia  (“lower 
half”  headache)  included  the  foregoing  atypical 
facial  neuralgia;  many  operators^®-  have  been 
unable  to  confirm  or  duplicate  Sluder’s  reported 
therapeutic  results,  either  by  cocainization  of  the 
sphenopalatine  (Meckel’s)  ganglion  or  by  its  ex- 
tirpation. Even  though  Sluder’s  full  syndrome 
cannot  be  attached  to  the  ganglion,  it  is,  neverthe- 
less, well  established  clinically  and  anatomically^’^ 
that  persistent  postauricular  reflex  pain  (deep, 
steady,  expansile,  boring  ache)  is  mediated 
through  the  sphenopalatine  ganglion,  is  relieved 
temporarily  by  its  cocainization,  and  that  the  pri- 
mary source  of  irritation  for  the  referred  pain  is 
not  infrequently  a diseased  condition  in  the  sphe- 
noid sinus  or  the  posterior  ethmoidal  sinuses.  In 
its  present  form  treatment  is  primarily  otorhin- 
ologic. 

7.  Geniculate  neuralgia.  This  oftenest  arises 
as  postzosteral  pain,  in  sudden  paroxysms  of 
burning,  tearing  agony  within  the  external  audi- 
tory canal.  The  cutaneous  distribution  ascribed 
to  the  geniculate  ganglion^*  is  the  posterior  third 
of  the  wall  of  the  external  auditory  meatus,  in- 
cluding also  at  least  a portion  of  the  sensitivity  of 
the  tympanic  membrane  (though  the  auriculotem- 
poral branch  of  the  mandibular  nerve  has  been 
shown  conclusively  to  innervate  primarily  the  lat- 
ter structure  ).  Treatment  is  largely  symptomatic, 
though  intracranial  section  of  the  nervus  inter- 
medins (with  concomittant  sacrifice  of  acoustic) 
has  been  rationally  advocated  (case  13). 

8.  Psychalgia  paresthetica  consists  of  vaguely 
localized  agonizing  indescribable  discomforts 
about  the  face^®,  present  either  steadily  or  coming 
in  paroxysms.  It  occurs  as  defense  or  fixation 
mechanisms  after  various  types  of  psychic  tra- 
uma, and  not  infrequently  is  relieved  by  adequate 

14.  Sluder,  G.,  Headaches  and  Eye  Disorders  of 
Nasal  Origin.  C.  V.  Mosby  Co.,  St.  Louis,  1918. 

15.  Cushing,  H.,  Major  Trigeminal  Neuralgias  and 
their  Surgical  Treatment  Based  on  Experiences  with 
332  Gasserian  Operations.  Am.  J.  M.  Sc.,  160:  157-185, 
Aug.,  1920. 

16.  Frazier,  C.  H.,  Problems  in  Diagnosis  and 
Treatment  of  Trigeminal  Neuralgia.  New  York  State  J. 
Med.,  31:  1137-1140,  Sept.  15.  1931. 

17.  Fenton,  R.  A.,  and  Larsell,  O.,  Mechanism  of 
Pain  Transmission  in  Certain  Types  of  Otalgia.  -\nn. 
Otol.  Rhin.  & Laryn.,  37:  739-761.  Sept.,  1028. 

18.  Hunt,  J.  R.,  Herpetic  Inflammation.s  of  the 
Geniculate  Ganglion:  a new  Syndrome  and  its  aural 
Complications.  .1.  Nerv.  and  Jlent.  Dis.,  34,  73-96,  1907. 

19.  Wilson.  D.  C..  Atypical  Facial  Neuralgia.  .1.  A. 
M.  A.,  99:  813-817,  Sept.  3.  1932. 


January,  1933 


FACIAL  PAIN — MC  LEAN 


19 


psychotherapeutics.  It  is  in  this  group  that  perma- 
nent sensory  mutilating  procedures  should  be 
avoided,  that  diagnostic  procaine  injections  should 
be  used  for  differential  diagnosis  (ca.se.  11). 

DIAGNOSIS 

Diagnosis  can  usually  be  readily  made  by  type, 
character  and  distribution  of  the  pain,  when  com- 
bined with  a neurologic  examination.  It  is  im- 
portant to  recognize  that  all  facial  pains  are  not 
necessarily  trigeminal.  If  an  obvious  peripheral 
etiology  is  present  (cases  1,  2,  3),  it  should  be  re- 
moved, and  ol)servation  of  its  effect  be  noted  over 
a period  of  time.  The  indiscriminate  removal  of 
healthy  teeth  is  to  be  deplored ; many  of  these 
pitiable  edentulous  patients  might  have  had  teeth 
saved  if  the  effect  of  simple  peripheral  nerve 
block  alone,  done  by  their  dentist,  had  been  ob- 
served. If  the  type  of  pain  remain  obscure  or 
its  actuality  be  questioned,  diagnostic  deep  blocks 
with  procaine  should  he  done  before  the  patient  is 
subjected  to  an  alcoholic  injection  (case  11). 

methods  of  INJECTION 

It  should  be  emphasized  that  a few  drops  of 
alcohol  accurately  placed  within  a nerve  trunk  are 
far  more  effective  than  are  several  cubic  centi- 
meters in  tissues  immediately  surrounding  tlie 
nerve.  Injection  of  destructive  substances  should 
never  be  done  until  the  warned  patent  has  com- 
plained of  violent  pain  in  the  cutaneous  distriliu- 
tion  of  tlie  nerve,  and  the  interstitial  injection 
should  always  then  afford  the  operator  a sense 
of  strong  resistance  against  the  piston  of  the 
syringe.  If  either  of  these  requisites  are  absent, 
the  injection  should  not  lie  done.  The  hlithe  and 
showy  method  of  introducing  the  needle  witli  a 
sweep,  or  by  a single  route  after  trustfullv  setting- 
up various  glistening  protractors  and  angulated 
guides,  followed  by  the  brash  deposit  of  several 
cubic  centimeters  of  alcohol  in  the  general  region 
of  the  jiterygoid  fos.sa,  is  not  only  ineffective,  l)ui 
.should  lie  vigorously  decried;  such  injections  not 
only  produce  augmented  paresthesia  hy  bathing 
the  nerve  in  dilute  alcohol,  but  also  produce  a late 
fibrosis  in  pterygoid  and  jaw  muscles  preventing- 
proper  opening  of  the  mouth.  They  furthermore 
render  subsequent  painstaking  injections  extra- 
ordinarily difficult  by  reason  of  the  leathery  fib- 
rosed tissue  which  must  be  traversed  (cases  4, 
6). 

The  type  of  needle  used  for  injection  is  impor- 
tant, various  .special  needles  have  been  devised. 


Fig'.  1.  Locking  needle  and  syringe  used  in  injection. 
The  .canula  is  a 9 cm,  lumbar  puncture  needle  of  22 
gauge,  with  a very  short  bevel;  it  bears  a sliding 
marker  of  rubber  to  predetermine  depth  accurately. 

and  usually  abandoned ; an  ordinary  9 cm.  lumbar 
puncture  needle  of  22  gauge,  with  its  tip  specially 
ground  to  a short  oblique  bevel,  is  satisfactory.  A 
minute  .square  of  black  rubber  ( tubing)  is  pierced 
upon  the  shaft  and  set  as  a marker  to  prevent 
penetration  beyond  desired  depth  (fig.  1).  The 
short  bevel  is  for  obvious  reasons  necessary  to  in- 
sure the  placement  of  the  alcohol  interstitially, 
since  the  needle  is  not  allowed  to  stir  after  the 
patient  has  complained  of  the  sought  characteris- 
tic pain.  The  stylet  is  then  withdrawn,  the  syringe 
attached,  and  the  injection  slowly  accomplished. 
The  syringe  should  lock  infallibly  to  the  needle, 
since  accidental  loosening  of  this  joint  might 
spray  alcohol  into  the  patient’s  eyes.  The  solution 
used  is  ethyl  alcohol  95  per  cent,  100  cc,  and  co- 
caine hydrochloride  0.4  gm. ; 0.4-1. 2 cc.  of  this  is 
sufficient  for  interstitial  injection.  No  academic 
written  de.scription  of  technic  can  replace  re- 
peated and  prolonged  practice  upon  cadaver  and 
upon  prepared  dried  skulls.  A dried  skull  should 
always  be  present  before  the  operator  (but  out  of 
sight  of  the  patient)  at  the  time  injection  is  un- 
dertaken ; because  of  the  considerable  variation  ot 
the  skull  with  age,  it  is  best  to  have  one  of  a young 
adult  and  one  of  an  elderly  person  for  compari- 
son. 

Mamiibular  nerve:  Injection  is  accomplished  at  the 
foramen  ovale.  This  may  be  reached  by  three  routes; 
the  first  given  is  the  method  of  choice.  (1)  Palpate  the 
lower  border  of  the  zygoma ; about  2-3  cm.  in  front  of 
the  ear  a small  bony  tubercle  is  felt;  a few  millimeters 
posterior  to  this,  about  2.5  cm.  in  front  of  the  ex- 
ternal auditory  meatus,  the  tip  of  the  needle  is  intro- 
duced and  will  pass  without  obstruction  through  the 
coronoid  notch  of  the  mandible.  The  needle  is  directed 
about  250  backward  from  a coronal  plane,  and  about 
150  upward;  at  44-46  mm.  depth  the  mandibular  nerve 
is  encountered  at  the  foramen  ovale,  and  the  patient 
complains  of  violent  pain  in  the  lower  gums  and  about 
the  mental  foramen.  If  the  needle  is  too  far  anterior, 
pain  may  be  induced  in  the  deep  temporal  nerves  (temple 
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and  vertex)  ; if  too  far  posterior,  pain  is  in  the  ear,  due 
to  contact  with  the  eustachian  tube;  if  too  deep,  pain 
is  again  in  the  car,  for  the  eustachian  tube  runs  ob- 
liquely forward  l)chind  the  foramen  ovale. 

(2)  Palpate  the  lower  border  of  the  zygoma  under- 
neath the  orbit  anteriorly;  approximately  underneath 
the  lateral  border  of  the  orbit,  a tubercle  is  usually 
found  where  the  zygoma  bends  backward.  The  needle 
is  inserted  here  and  directed  upward  at  an  angle  of  300, 
and  medialward  so  that  its  plane  is  along  a line  drawn 
from  the  pupil  of  the  patient’s  eye  to  the  point  of  in- 
sertion ; the  lateral  border  of  the  pterygoid  plate  is 
skirted,  and  at  55-58  mm.  depth  the  foramen  ovale  is 
encountered.  If  the  needle  be  entered  too  far  by  this 
route,  it  penetrates  intracranially  into  the  gasserian 
ganglion;  injection  of  alcohol  is  then  highly  hazardous; 
deliberate  attempts  to  inject  the  ganglion  should  be 
condemned  because  of  the  fearful  sequellae  reported 
incident  to  the  extravasation  of  alcohol  beyond  the 
ganglion  20_  21. 

(3)  An  intrabuccal  route,  largely  used  by  operating 
dentists,  substantially  similar  to  the  above  except  that 
the  needle  is  introduced  about  3 cm.  above  and  back 
of  the  labial  commissure. 

Maxillary  nerve:  Injection  accomplished  at  foramen 

rotundum ; here  again  three  routes  are  available,  two 
being  of  coeval  utility,  and  one  being  hazardous  to 
the  extraocular  nerves.  (1)  Palpate  the  lower  border 
of  the  zygoma  about  one  centimeter  in  front  of  the 
ascending  ramus  of  the  mandible ; this  point  is  about 
one-half  centimeter  posterior  to  a line  extended  ver- 
tically downward  from  the  lateral  border  of  the  orbit. 
The  needle  is  introduced  here,  and  directed  upward  at 
an  angle  of  15^,  and  also  30®  posterior  to  coronal  plane 
through  the  point  of  insertion;  at  a depth  of  48-50  mm. 
the  foramen  rotundum  is  encountered,  with  shooting 
pains  in  the  upper  lip  and  ala  nasi.  If  the  needle  is 
entered  too  far  anteriorly  the  posterior  promontory  of 
the  maxilla  is  encountered;  the  posterior  alveolar 
nerves  course  over  this  surface  and  pain  in  the  molars 
may  be  produced.  If  the  needle  enters  the  pterygopala- 
tine fossa  too  far  anteriorly,  it  penetrates  the  spheno- 
palatin  foramen  into  the  middle  meatus  of  lhe  nasal 
cavity.  If  the  needle  be  too  far  posterior  (45®  from 
coronal  plane),  it  encounters  the  bony  resistance  of  in- 
fratemporal fossa  at  about  42-44  mm.  depth;  as  the 
direction  is  corrected  in  anterior  direction,  the  pterygo- 
palatine fossa  is  entered  with  increasing  depth  to  about 
48  mm;  if  one  progresses  superiorly  here,  the  needle 
sinks  home  in  the  foramen  rotundum  at  50  mm.  Deep 
hematomas  from  the  pterygoid  venous  plexus  or  from 
wound  of  the  internal  maxillary  artery  are  evidenced  by 
immediate  slight  swelling  in  the  temporal  fossa  just 
above  the  zygoma.  It  is  practically  impossible  to  in- 
jure the  extraocular  nerves  by  this  route,  but  individual 
variation  in  contour  of  the  posterior  promontory  of  the 
maxilla  may  occasionally  make  it  impossible  to  reach 
the  nerve. 

(2)  Palpate  the  lateral  inferior  angle  of  the  bony 
orbit.  Introduce  the  needle  through  the  skin  almost 
vertically  downward  into  the  orbit ; remain  lateral ; once 
through  the  skin  change  the  direction  of  the  needle  to 
about  401*  medial  to  a sagittal  plane  and  in  exact  hori- 

20.  Kiliani.  O.  G.  T..  Schloeaer  .a  Alcohol  In.iection 
into  the  Foramen  Ovale  for  Recurrent  Trigeminal 
Neuralgia,  after  Extirpation  of  the  Gasserian  Gang- 
lion. J.  Nerv.  & yient.  Dis.,  34:  777-779,  1907. 

21.  Cushing,  H.,  Role  of  Peep  Alcohol  Injections 
in  Treatment  of  Trigeminal  Neuralgia.  J.  A.  M.  A.,  75: 
441-443,  Aug.  14,  1920, 


zontal ; at  a depth  of  1,5  cm,  the  resistance  of  the  fascia 
bridging  the  inferior  orbital  fissure  is  encountered; 
when  this  is  penetrated,  the  needle  is  directed  about  50 
below  horizontal ; at  50  mm,  depth  the  nerve  is  en- 
countered at  the  foramen  rotundum.  If  the  needle  be 
not  depressed  after  traversing  the  fascia,  the  point  may 
come  to  rest  within  the  lower  part  of  the  annulus  of 
Zinn  and  extraocular  palsies  are  possible.  If  the  fascia 
be  not  engaged  and  the  angle  of  the  needle  be  25-30® 
upward,  the  optic  nerve  might  be  inexcusably  en- 
countered. If  bony  resistance  be  encountered  at  46-47 
mm.  without  pain,  the  needle  should  be  directed  farther 
lateralward  and  downward.  After  injection  the  needle 
should  be  left  in  place  for  5-6  minutes,  and  when  with- 
drawn a moistened  pad  should  be  placed  at  once  over 
the  eye  and  gentle  pressure  on  entire  orbital  contents 
exerted  for  several  moments,  just  short  of  the  creation 
of  phosphenes. 

(3)  Insert  the  needle  as  in  first  procedure  of  man- 
dibular injection;  direct  the  needle  about  4Q0  forward 
of  a coronal  plane  and  150  upward,  hugging  the  base 
of  the  skull  in  the  depths;  at  45-48  mm.  the  nerve  is 
encountered  as  it  crosses  the  pterygopalatine  fossa ; it 
would  seem  impossible  to  injure  the  extraocular  nerves 
by  this  route,  but  the  sole  transient  abducens  paresis  I 
produced  was  by  this  route  (case  9). 

Ophthalmic  nerve : Since  this  nerve  divides  into  three 
branches  just  before  entering  the  orbit,  its  injection  as 
a trunk  is  impossible.  As  for  the  supraorbital  nerve 
(traversing  the  supraorbital  notch  with  the  supraorbital 
artery),  the  frontal  nerve  (slightly  medial  to  the  notch) 
and  the  supratrochlear  nerve  (near  the  superior  mesial 
angle  of  the  orbit),  these  branches  may  be  reached  near 
the  orbital  margin  and  successful  injections  accomp- 
lished. The  peripheral  procedure  of  choice  for  this 
nerve,  however,  is  not  injection  but  neurectomy  by 
avulsion  under  local  anesthesia. 

Sphenopalatine  ganglion : Insert  the  needle  as  under 
the  first  procedure  for  injection  of  the  maxillary  nerve. 
Direct  the  needle  about  15®  back  of  a coronal  plane, 
and  exactly  horizontally  inward;  at  50  mm.  the  spheno- 
palatine ganglion  is  encountered.  If  bony  resistance  be 
encountered  at  46-47  mm.,  direct  the  needle  2-5®  up- 
ward ; the  needle  should  never  be  introduced  farther 
than  50  mm.,  or  its  point  will  pierce  the  mucous  mem- 
brane of  the  choanae. 

Cervicodorsal  sympathetic  block:  Palpate  the  lower 
borders  of  the  spinous  processes  of  the  seventh  cervical 
and  first  dorsal  vertebrae.  Four  cm.  lateral  to  these 
points  insert  needles  for  a distance  of  about  2.5-3.0  cm. 
to  encounter  the  bony  resistance  of  the  first  and  second 
ribs ; seek  and  note  the  lower  borders  of  these  ribs. 
Withdraw  the  needles  to  subcutaneous  fat;  redirect 
them  horizontally  forward,  and  at  the  same  time  medi- 
ally at  about  25®  toward  the  vertebral  column,  to  pass 
under  the  lower  borders  of  the  ribs ; at  a depth  of  7 
cm.  the  vertebral  bodies  are  encountered.  Withdraw 
the  needle  about  half  or  two-thirds  way  and  redirect 
slightly  farther  forward ; if  bony  resistance  is  not  en- 
countered by  7.5-8.0  cm.,  redirect  the  needle  farther 
medialward ; the  pleura  should  not  be  entered.  When 
the  needle  is  lightly  in  contact  with  the  vertebral  body 
at  7.5  cm.  depth,  inject  5 cc.  of  2 per  cent  procaine 
(without  adrenalin)  through  each  needle;  in  10-15  min- 
utes a Hoerner  syndrome  should  be  present  (enoph- 
thalmos,  constricted  pupil,  narrowed  palpebral  fissure, 
absent  sweating,  conjunctival-sclcral-mucosal  injection, 
etc,)  and  sympathetic  discomforts  alleviated.  Leave  the 


January,  1933 


FACIAL  PAIN — MC  LEAN 


21 


needles  undisturbed;  after  45-60  minutes  injeet  through 
each  5 cc.  of  95  per  cent  alcohol,  if  permanent  effect 
is  desired.  A localized  dry  pleurisy  may  be  present  for 
24-36  hours  after  the  injection.  Paresthetic  collie  resi- 
duals may  not  infrequently  be  alleviated  by  a second 
injection  days  later. 

DURATION  OF  EFFECT 

It  is  known  clinically  that,  after  suture  of  sev- 
ered nerves,  regeneration  toward  the  periphery 
takes  place  in  healthy  adults  at  the  rate  of  about 
one-half  millimeter  a day.  Applying  this  gener- 
ality to  the  mandibular  and  maxillary  nerves,  one 
would  expect  return  of  sensation  in  the  periphery 
in  eight  to  nine  months  and  six  to  seven  months 
respectively,  after  blocking  at  the  foramina  of 
e.xit.  Trigeminal  neuralgia,  however,  usually  oc- 
curs in  elderly  people,  where  regeneration  of  tis- 
sues may  reasonably  be  slower,  and  as  a matter 
of  clinical  fact  a successful  interstitial  injection 
gives  a considerably  longer  period  of  relief  than 
indicated  by  the  above  figures. 

Since  the  paroxysms  often  do  not  recur  even 
when  sensation  has  returned  to  the  anesthetic 
area  (and  this  condition  may  at  times  exist  for 
months  or  years),  and  it  is  known  that  pain  pro- 
duces vasoconstriction,  some  have  postulated  a 
critical  reflex  ischemia  to  the  nerve  trunk  or  to 
the  ganglion  (superimposed  on  a primary  local 
arteriosclerosis,  this  being  the  origin  of  a vicious 
circle  capable  of  interruption  by  temporary  block 
of  pain  impulses.  On  the  other  hand,  typical  neu- 
ralgic pain  may  sometimes  recur  even  before  cu- 
taneous sensation  has  returned ; in  this  case  it  rs 
necessary  to  postulate  a persistently  active  irrita- 
tion somewhere  between  the  foramen  and  the  jiei- 
iphery,  the  painful  impulses  being  again  initiated 
as  soon  as  the  regenerating  fibres  reach  this  in- 
termediate area.  The  return  of  pain  and  of  sen- 
sation a few  days  after  an  injection  indicates  that 
interstitial  placement  has  not  been  accomplished ; 
in  this  case  only  the  seepage  of  dilute  alcohol  to 
the  region  of  the  trunk  has  afforded  transient 
anesthetization,  not  destruction ; parethesiae  are 
usually  augmented  in  such  instances.  Older  liter- 
ature concerning  alcoholic  injection  ( e.g.  ??)  car- 
ries in  several  places  the  statement  that  after  re- 
turn of  sensation  “one  or  two  further  injections 
completes  the  cure” ; this,  of  course,  is  inaccu- 
rate; only  the  inordinately  dangerous  direct  injec- 
tion of  the  gasserian  ganglion  with  alcohol  or  sec- 


tion of  the  sensory  (posterior  ) root  of  the  gang- 
lion can  effect  permanent  cure  of  tic  douloureux. 

REPORT  OF  CASES* 

Case  1.  W.  C.  T.,  a divorced  gambler  of  65,  had  had 
a severe  head  cold  for  eight  to  nine  weeks  when  first 
seen,  with  aching  of  the  right  side  of  his  face;  for 
three  weeks  he  had  had  spells  of  excruciating  burning 
pain  about  the  angle  of  his  nose  on  the  right,  extending 
into  his  upper  lip.  An  otorhinologist  obtained  clear  wash- 
ings from  his  antra,  and  had  sent  him  to  the  psychiatrist 
who  referred  him  to  me.  Hot  lightning-like  pain  in 
paroxysms  lasting  10-30  seconds,  occurred  every  few 
minutes  in  his  gums,  and  about  his  right  ala  nasi  and 
and  upper  lip;  he  was  unable  to  chew.  Heat  ameliorated 
the  pain,  and  he  was  also  able  sometimes  to  “rub  it  out” 
by  moderately  deep  pressure  on  the  skin  of  the  right 
cheek. 

P.  E.  showed  buccal  leucoplakia;  hemic  cardiac  mur- 
mur; ateriosclerotic  optic  fundi;  marked  tenderness  over 
the  right  antrum ; hyperesthesia  of  upper  lip  and  of 
superior  gingivae  on  the  right.  Roentgenogram  of  the 
sinuses  showed  considerable  cloudiness  of  both  antra, 
especially  on  the  right.  He  was  referred  back  to  the 
original  otorhinologist,  with  recommendations  of  radical 
drainage  of  the  right  antrum ; the  operation,  however, 
was  not  done. 

Three  months  later  he  was  referred  again  to  me  by 
anoth''r  otorhinologist  for  the  same  symptoms;  the  pa- 
tient had  continued  to  have  his  paroxysms,  had  been  un- 
able to  work,  and  was  living  with  his  son.  He  would 
bolt  his  food  in  misery,  and  be  reduced  to  tears  when  a 
paroxysm  was  present.  A dentist  had  attempted  an  al- 
coholic injection  without  giving  him  any  relief.  Phy- 
sical and  roentgenographic  examination  showed  the 
same  findings  as  before. 

A radical  drainage  (Caldwell-Luc)  ■ of  the  right 
antrum  was  done  by  Dr,  Lester  Jones ; the  mucous  mem- 
brane of  the  antrum  was  greatly  thickened,  particularly 
about  the  posterior  superior  angle  of  the  antrum.  The 
patient  had  immediate  complete  relief  from  his  antral 
soreness  and  from  his  paroxysms  of  pain ; he  was  able 
to  wear  his  dentures  and  resume  normal  activity.  Until 
the  time  of  his  death  two  months  later,  from  a ful- 
minating carcinoma  of  the  common  bile  duct,  he  had 
no  return  of  facial  pain. 

Case  4.  A.  W.  C.,  a married  journalist  of  65,  had 
had  stabbing  burning  flashes  of  pain  in  his  lower  jaw 
on  the  left  for  fourteen  years;  six  years  later  oral 
medication  no  longer  affected  them,  and  he  began  his 
therapeutic  course  of  ten  various  alcoholic  injections  in 
seven  years,  only  one  of  which  effected  actual  cutan- 
eous anesthesia.  Several  of  these  were  dental  injections 
of  the  inferior  alveolar  nerve  at  the  mandibular  fora- 
men, several  were  transbuccal  attempts  at  injection  at 
the  foramen  rotundum,  and  once  a mandibular  nerve 
cxeresis  at  the  mental  foramen  was  done  without  relief. 
In  all  of  these,  except  the  one  resulting  in  immediate 
cutaneous  anesthesia,  the  relief  arrived  several  weeks 
or  months  after  the  injection,  and  probably  therefore 
may  have  had  no  direct  association  with  the  injection 
administered.  All  his  teeth  had  been  removed  in  the 
lower  jaw  on  the  left.  The  pain  was  maximal  at  the 
mental  foramen ; there  were  a few  seconds  of  itching 
tingling  before  a paroxysm  would  strike ; it  radiated 
along  the  alveolar  margin  into  the  preauricular  region. 
I'or  the  previous  two  years  there  had  been  definite 

•Cases  2.  3.  5.  9,  10  and  12  are  omitted  but  appear 
in  full  in  author’s  reprints. 
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Fis:.  2.  Case  4.  Showing  zone  of  cutaneous  anes- 
thesia resulting  after  injection  of  mandibular  nerve 
just  beyond  foramen  ovale. 

overflow  into  the  second  division,  but  no  trigger  zone 
here ; the  pain  never  radiated  to  occiput,  neck,  shoulder 
or  arm.  Attacks  were  set  off  by  talking,  eating,  wash' 
ing  his  face,  rubbing  his  cheek  with  tongue,  sneezing, 
cold  drafts  or  shaving:  he  had  found  he  was  able  to 
perform  any  facial  movement  safely  without  pain  for  a 
few  moments  after  a paroxysm ; the  paroxysms  lasted 
15-20  seconds,  and  at  present  recurred  every  few  mO' 
ments. 

P.  E.  showed  a recent  mustard  plaster  burn,  weeping 
scrum  over  the  left  side  of  face;  edema  of  buccal  muc- 
ous membrane  on  left,  arterial  hypertension  (which  sub- 
sided after  relief  of  pain),  and  a moderately  enlarged 
prostate.  There  was  hypesthesia  to  light  touch  with 
cotton  in  the  distribution  of  the  mandibular  division  on 
the  left.  Trichlorethylene  being  ineffective,  an  in- 
jection at  the  foramen  ovale  was  done,  considerable 
leathery  scar  tissue  being  found,  but  the  nerve  being 
successfully  encountered  4-5  mm.  anterior  to  the  fora- 
men and  1.2  cc.  of  alcohol  placed  interstitially.  Im- 
mediate complete  relief  resulted,  with  cutaneous  an- 
esthesia as  shown  (fig.  2)  ; the  relief  has  persisted  for 
eight  months,  as  also  has  a mild  paresis  of  the  right 
masseter  (motor  root  of  the  third  division). 

Case  6.  A.  A.,  a retired  contractor  of  89,  had  had 
twelve  years  of  agony  with  trigeminal  neuralgia  in  his 
lower  jaw  on  the  right  side;  it  had  for  several  years 
spread  to  the  upper  jaw.  His  sound  teeth  had  been 
removed  several  at  a time,  on  advice  of  dentists  and 
doctors,  and  he  was  now  edentulous;  no  relief  had  been 
obtained.  He  had  been  refused  operative  section  of 
the  sensory  root  at  several  eastern  and  midwestern 
clinics,  and  had  had  repeated  deposits  of  alcohol  in 
pterygopalatine  fossa  with  success  varying  from  two 
days  to  si.x  weeks  only.  Following  one  of  these,  tris- 
mus developed,  and  his  relief  vanished  with  the  trismus ; 
injections  of  the  infraorbital  and  mental  foramina  had 
been  done,  transbuccal  and  coronoid  notch  injections. 
Aconite,  strychnia,  nitroglycerine,  and  trichlorethylene 
had  been  tried.  He  had  been  able  to  sleep  only  a few 
moments  at  a time  for  months. 

Burning,  knife-like  throbbing  flashes  of  pain  in  his 
upper  and  lower  gums  recurred  everj'  few  seconds; 


Fig.  3.  Case  6.  Zone  of  persistent  cutaneous  anes- 
thesia resulting  from  interstitial  injection  of  alcohol 
into  gasserian  ganglion  through  foramen  ovale  by 
coronoid  notch  route. 

these  radiated  along  the  lower  jaw  and  to  the  ala  nasi 
and  along  the  inner  side  of  the  nostril ; he  could  not 
shave,  ate  only  liquid  food ; he  would  only  indicate  the 
painful  areas  by  pointing  and  could  not  be  induced  to 
touch  the  left  side  of  his  face.  He  believed  that  severe 
pressure  with  his  thumb  on  his  hard  palate  amelior- 
ated the  pain  slightly;  he  also  believed  that  facial  gesti- 
culation gave  some  relief,  and  was  constantly  smack- 
ing, chewing,  pursing  his  lips,  drawing  his  mouth  from 
one  side  to  the  other,  mumbling,  squinting  or  yawning. 

P.  E.  showed  arcus  senilis,  arteriosclerosis,  mild  pul- 
monary emphysema,  moderate  arterial  hypertension  and 
some  signs  of  tegmental  lacunar  sclerosis.  No  sensory 
changes  were  present  in  the  cutaneous  or  buccal  dis- 
tribution of  the  trigeminus ; the  left  pterygoid  and  mas- 
ster  muscles  were  partially  fibrosed  and  it  was  possible 
to  open  the  mouth  only  about  2.5-3.0  cm.  Despite  the 
patient’s  poor  cooperation,  the  formen  ovale  was  located 
and  a successful  injection  effected;  at  3.5  cm.  depth 
such  dense  leathery  fibrosis  was  encountered  that  both 
hands  were  necessary  to  force  the  needle  cautiously 
into  place;  0.9  cc.  of  alcohol  was  injected;  the  needle 
was  then  advanced  0.5-1.0  mm.  and  a further  0.4  cc. 
placed. 

To  my  happy  chagrin  I found  on  testing  skin  fields 
that  complete  anesthesia  was  present  in  all  division  of 
the  left  trigeminus,  that  the  needle  must  have  passed 
through  the  foramen  ovale  into  the  eavum  meckelii, 
and  that  the  gasserian  ganglion  had  been  injected  (fig. 
3).  In  the  succeeding  two  weeks  the  complete  analgesia 
in  the  ophthalmic  division  fortunately  subsided  to  a 
moderately  marked  hypesthesia,  with  return  of  corneal 
sensitivity,  and  this  has  persisted.  This  unintentional 
injection  of  the  gasserian  ganglion  itself  had  accom- 
plished the  same  permanent  result  that  a differential 
section  of  the  sensory  root  would  have  done,  an  opera- 
tive procedure  contraindicated  by  the  patient’s  age. 

Case  7.  I.  M.,  a married  laborer  of  35,  had  a crow- 
bar spring  backward  and  strike  his  infraorbital  region, 
deforming  the  right  side  of  his  face,  thirteen  months 
before  first  seen;  he  had  been  given  first  aid  surgical 
attention.  Three  weeks  afterward  an  apparent  hematoma 
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Fig.  4.  Case  7.  Anesthesia  resulting  from  injection 
of  mandibular  and  maxilary  nerves. 

was  evacuated  f rom  the  wound.  He  complained  con- 
stantly of  pain  in  forehead,  right  eye  and  right  upper 
teeth,  worse  in  cold  weather,  augmented  by  the  weight 
of  eye-glasses  on  his  nose,  and  ameliorated  somewhat 
by  heat  or  by  warm  weather.  Twelve  months  after  the 
accident  a plastic  operation  was  done  by  Dr.  H.  M. 
Bouvy,  restoring  the  patient’s  face  substantially  to 
normal  contours;  the  maxillary  nerve  was  freed  from 
the  depressed  fracture  involving  the  roof  of  the  antrum ; 
the  wound  healed  well.  The  patient’s  complaints  of 
pain  remained ; deep  aching  behind  his  eye  and  in  his 
upper  teeth;  his  teeth  felt  swollen  to  size  of  corncobs; 
his  upper  lip  felt  swollen  and  dragged  downward ; there 
was  a sensation  of  emery  in  his  lower  palpebral  con- 
junctiva; he  had  twinges  of  sharp  pain  about  the  ala 
nasi,  and  flashing  pain  if  the  infraorbital  scar  were 
manipulated;  swallowing  gave  him  twinges  in  his  ear. 

P.  E.  was  negative  except  for  roentgen  evidence  of 
the  trauma;  depression  of  tactile  sense  in  the  second 
division  of  the  right  trigeminus;  some  tenderness  at 
Sluder’s  point  on  the  right;  some  conjunctival  injection 
on  the  right.  Deep  roentgen  therapy  over  the  somewhat 
cloudy  right  antrum  gave  him  relief  until  six  weeks  later 
he  contracted  a coryza  with  nasal  discharge;  needle-like 
stabbing  then  appeared  about  the  infraorbital  scar,  and 
extended  into  his  upper  and  lower  teeth  badly  enough 
to  cause  outcry  when  he  tried  to  eat. 

Deep  alcoholic  injection  of  the  mandibular  and  maxil- 
lary divisions  on  the  right  was  done  with  relief  from 
all  his  pain ; this  was  undertaken  not  only  for  symp- 
tomatic relief  but  also  to  observe  what  effect  could 
be  expected  from  posterior  root  section.  Three  weeks 
later  he  began  to  complain  of  steady  sore  aching  in 
his  right  ear,  and  of  aural  avulsion  pains  when  he 
swallowed;  examination  showed  some  return  of  sensa- 
tion in  the  posterior  superior  gingiva  and  about  the 
right  nostril.  After  an  attempt  by  subzygomatic  route,  in 
which  disorganization  of  usual  bony  landmarks  proved 
baffling,  a transorbital  injection  of  the  maxillary  nerv'e 
was  accomplished  through  the  inferior  orbital  fissure 
with  total  relief  (fig.  4). 

He  still,  however,  complained  of  minor  reciprocal 
pain  between  liis  ear  and  the  tip  of  his  tongue  (third 


Fig.  5.  Case  8.  Anesthesia  of  right  second  division, 
following  injection  at  foramen  rotundum.  The  naso- 
.ciliary  anesthesia  (first  division),  and  duration  of 
over  a year,  make  it  possible  that  part  of  the  ganglion 
was  injected. 

division),  and  made  much  of  this  for  compensation  pur- 
poses. Recently  he  has  complained  of  deep  expansile 
aching  in  the  right  zygoma  also,  but  diagnostic  procaine 
injection  of  the  stellate  and  first  dorsal  ganglia  has 
been  withheld  because  of  dubiety  concerning  the  sever- 
ity of  his  actual  discomfort. 

Case  8.  B.  L.  P.,  a married  broker  of  68,  had  had 
right  second  division  neuralgia,  with  a trigger  zone  at 
the  ala  nasi,  for  eight  years;  he  would  be  free  of  pain 
for  weeks  or  months  at  a time,  and  then  showers  of 
attacks  would  appear.  They  were  severe  enough  to 
“waken  him  with  a scream  and  knock  him  out  of  bed’’ ; 
daytimes  they  would  start  as  a series  of  small  flashes, 
working  up  to  a climax;  the  attacks  were  not  affected 
by  season,  habits,  occupation,  diet,  heat  or  cold;  despite 
lacrimation,  he  dared  not  wipe  his  nose  for  fear  of  set- 
ting off  an  attack.  The  pain  was  at  the  infraorbital 
foramen  and  about  the  inner  canthus  of  the  right  eye, 
with  radiation  to  the  outer  canthus  and  anterior  tem- 
poral fossa ; there  was  no  intranasal  burning.  He  could 
tell  when  a series  was  about  to  abate,  but  not  when  it 
would  start. 

He  had  initially  deferred  injection  because  of  mis- 
understanding concerning  facial  paralysis,  and  later  be- 
cause the  relief  would  be  only  temporary.  Several 
diagnostic  surveys  elsewhere  had  been  done,  and  minor 
ailments  corrected,  without  relief ; trichlorethylene  had 
been  ineffective.  His  antra  had  been  radically  drained, 
with  relief  from  pain  for  six  to  seven  months.  Peri- 
pheral injection  of  alcohol  at  tlie  supraorbital  notch 
had  given  about  eight  months  of  relief ; a subsequent 
peripheral  injection  at  the  intraorbital  foramen  had  been 
ineffective. 

P.  E.  showed  a well  preserved  wliite-haired  command- 
ing man,  cringing  as  rapid  successions  of  attacks  struck 
him,  grunting  at  onset,  face  twitching  slightly,  wiping 
away  tears  gingerly.  Beyond  a slightly  depressed  corneal 
reflex  on  the  right,  and  moderate  tactile  hypesthesia 
in  the  right  forehead,  physical  and  neurologic  examin- 
ations were  negative.  .An  initial  injection  succeeded 
only  in  reaching  the  trunk  deeply  anteriorly,  with  an- 
esthesia of  gingivae  and  hard  palate,  but  the  placement 
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Fig-.  6.  Case  11.  Complete  second  division  anes- 
thesia. 

of  0.9  cc.  interstitially  in  the  nerve  at  the  foramen 
rotnndum  three  days  later  gave  the  anesthesia  charted 
in  fig  5,  which  has  persisted  for  one  year. 

Case  11.  J.  M.,  a houswife  of  43,  had  had  all  her 
teeth  extracted  nine  months  previously  because  of  ill- 
defined  myalgia  and  arthralgia;  the  extraction  was  dif- 
ficult and  several  roots  had  to  be  chisled  out;  the  sockets 
healed  poorly,  and  several  sequestrae  were  removed  to 
alleviate  crawling  and  aching  paresthesiae;  subsequent 
curettage  was  done  for  “dry  sockets”  as  well,  and  she 
began  to  experience  piercing  steady  pain  in  her  upper 
and  lower  jaws,  "worse  than  childbirth.”  Although  a 
novocaine  block  of  the  inferior  dental  nerve  gave  her 
transient  relief,  she  was  assured  the  pain  was  func- 
tional only  and  that  it  would  subside  spontaneously 
with  conscious  effort. 

She  was  given  a rest  cure,  and  had  a pelvic  operation, 
had  her  eyes  fitted  with  glasses,  had  long  courses  of 
hypnotics  and  sedatives,  and  an  unwanted  further  al- 
veolar curettage  which  removed  a small  sequestrum; 
heliotherapy,  psychotherapj%  and  a transcontinental 
journey  gave  no  alleviation;  she  was  constantly  as- 
sured she  had  no  pain.  In  final  desperation  she  sought 
relief  in  this  city.  Her  complaint  was  of  constant 
throbbing  spontaneous  soreness  in  both  upper  and  lower 
jaws  along  the  alveolar  margins,  and  of  confused  burn- 
ing flashing  and  aching  about  the  right  and  left  upper 
canines  and  premolars,  more  marked  on  the  left  side. 

P.  E.  showed  dermatatis  venenata,  minor  tenderness 
over  Sluder’s  point  on  the  left,  tremor  of  eyelids,  lips, 
tongue  and  fingers,  psychoneurotic  reactions,  universally 
hyperactive  reflexes.  Local  and  roentgen  examination 
of  the  alveolar  processes  showed  no  active  pathologic 
process.  No  objective  alterations  of  sensation  were 
present. 

Diagnostic  procaine  (without  adrenalin)  block  of  the 
left  stellate  and  second  dorsal  sympathetic  ganglia  was 
done  with  development  of  a complete  Hoerner  syndrome 
within  twelve  minutes,  which  lasted  for  a little  over 
an  hour;  during  this  period  the  aching  and  throbbing 
discomforts  and  the  crawling  paresthesiae  in  her  left 
upper  and  lower  jaws  disappeared,  but  the  flashing 
piercing  pain  in  the  region  of  the  upper  premolars 
seemed  greatly  augmented.  After  subsidence  of  the 


sympathetic  block,  a deep  procaine  block  of  the  left 
maxillary  nerve  caused  the  disappearance  of  the  pain 
in  the  premolar  region ; a similar  block  on  the  right 
also  caused  the  disappearance  of  the  most  wearisome 
pains  about  the  right  canine.  The  patient  agreed  that, 
if  the  most  pronounced  discomforts  about  the  middle  of 
the  left  upper  alveolar  margin  could  be  banished  as  an 
initial  onslaught  on  her  pain,  she  would  be  willing  to 
try  to  face  delay  on  the  rest,  and  to  allow  vis  inedicatrix 
naturae  reasonable  opportunity  on  pain  of  sympathetic 
origin. 

Singularly  dogged  difficulty  was  encountered  in  ef- 
fecting an  interstitial  injection  of  the  left  second  divi- 
sion of  the  foramen  rotundum,  though  all  routes  were 
repeatedly  tried ; at  a fifth  session,  however,  the  nerve 
was  struck,  by  the  inferior  orbital  fissure  route,  at  43 
mm.  depth  (customary^  50  mm.)  and  0.4  ec.  aleohol 
placed,  with  resultant  anesthesia  of  entire  seeond  divi- 
sion except  lateral  side  of  nose  and  that  part  of  the 
gingiva  about  the  incisors.  A subsequent  subzygomatic 
approach  reached  the  foramen  rotundum  squarely  and 
1.2  cc.  of  alcohol  interstitially  completed  the  full  an- 
esthesia of  the  second  division  (fig.  6).  As  is  often  the 
case,  the  patient  promptly  forgot  her  relief,  and  con- 
centrated on  the  residual  discomforts,  for  a time  de- 
veloping some  distinct  psychoneurotic  pains  (lingual 
avulsion,  esophageal  globus),  crying,  talking  with  pant- 
ing breath,  and  toying  impressively  with  ideas  of  self- 
destruction,  of  abandonment,  etc.  With  the  aid  of 
sedatives,  psychotherapy,  and  assurances  that  further 
procedures  could  be  undertaken  if  proven  absolutely 
necessary,  she  has  been  successfully  returning  to  in- 
creasing activity  and  household  responsibility. 

Case  13.  L.  M.  G.,  a housewife  of  58,  had  had  at- 
tacks of  aching  pain  under  her  right  eye  for  five  years, 
worse  at  night  or  when  exposed  to  cold  air,  and  re- 
lieved by  radiant  heat;  certain  odors,  moreover,  caused 
dull  pressing  aches  in  the  right  nostril  and  right  malar 
eminence.  Two  years  after  this  onset,  she  had  had  herpes 
zoster,  involving  two  dermatomes  in  the  right  upper 
abdomen.  The  following  year  she  had  an  attack  of 
violent  pain  in  her  right  ear  about  tragus  and  lobule, 
and  in  a small  area  about  the  tip  of  the  right  mastoid. 
An  otolaryngologist  found  a number  of  small  "ab- 
scesses” in  the  external  meatus  at  this  time ; these  healed 
normally.  Subsequently  to  this,  there  rvas  onset  of 
sudden  attacks  of  blinding  pain,  like  the  sudden  jam- 
ming of  a red  hot  iron  into  her  ear,  or  like  a saw'  being 
whirled  violently  back  and  forth ; these  occurred  out 
of  clear  skies;  the  pain  was  in  right  auditor^'  canal, 
under  right  eye,  and  on  pinna  just  back  of  external 
meatus.  It  had  instantaneous  onset  and  cessation,  and 
its  duration  was  30-50  seconds ; she  would  slide  to  the 
floor  screaming  with  pain,  her  bow'els  would  move,  she 
would  feel  nauseated,  and  bring  up  quantities  of  mucus 
and  saliva;  she  became  afraid  to  leave  her  home. 

During  an  attack  her  heart  rate  slowed  considerabh', 
and  the  root  of  her  tongue  would  feed  numb  on  the 
right  side.  After  an  attack  she  would  sway  in  walking, 
and  felt  as  if  drawn  toward  the  right,  would  bump  into 
doors  on  the  right  side,  and  into  the  range  in  the 
kitchen.  The  attacks  occurred  one  to  six  times  a day, 
but  there  were  some  periods  when  she  would  be  free 
of  them.  They  were  worse  in  hot  weather,  worse  when 
she  lay  on  her  left  side,  and  w'orse  when  her  head  was 
tilted  backward;  they  were  relieved  by  pouring  cold 
water  into  the  external  canal ; trichlorethylene  was  inef- 
ficacious. An  injection  of  the  sphenopalatine  ganglion 
by  an  otolaryngologist  gave  her  no  relief,  and  had  re- 


25 


January,  1933 


VERTIGO — MURPHY 


Fig.  7.  Case  13.  Diagram  of  cutaneous  zones  of  pro- 
found hypesthesia  in  a case  of  probable  geniculate 
ganglion  neuralgia. 

suited  in  transient  diplopia.  There  had  never  been  any 
degree  of  Bell’s  palsy. 

P.  E.  showed  mild  hypertension  without  arteriosclero- 
sis; normal  sense  of  taste  in  all  glossal  divisions;  fre- 
quent severe  unproductive  cough ; hyperactive  vestibu- 
lar responses  on  right  when  tested  with  warm  douching. 
There  was  hypesthesia  of  the  concha  of  the  ear,  and  in 
an  area  about  2 cm.  in  diameter  just  inferior  to  the 
mastoid  tip  (fig.  7);  right  gag  reflex  diminished;  and 
right  velum  palatini  hung  low,  but  rose  symmetrically 
on  movement.  Hearing  normal;  Weber  not  referred. 
Hypesthesia  of  tenth  dorsal  dermatome  on  the  right. 
Initial  examination  of  right  tyrcipanum  showed  a num- 
ber of  scars  below  the  malleus.  Two  days  after  the 
first  examination  eight  or  ten  delicate  herpetic  vesicles 
had  formed  on  the  drum ; these  dried  after  several 
days,  and  some  flaky  crusts  desquammated.  A diph- 
theritic plaque  over  a small  area  separated  after  about 
ten  days,  leaving  a few  faint  scars  w'hich  disappeared 
in  the  course  of  several  months. 

A working  diagnosis  of  probable  postherpetic  geni- 
culate- and  oticganglion  neuralgia  was  made.  Expectant 
treatment.  Patient  sought  other  advice,  is  now  under 
care  of  a dietician,  and  is  receiving  some  vaccinial 
therapy. 

SUMMARY 

1.  Some  of  the  etiologies  of  the  several  syn- 
dromes of  facial  pain  are  capable  of  relatively 
durable  palliation  by  deep  injections  of  alcohol 
into  nerve  trunks  or  ganglia;  similar  injections  of 
procaine  may  be  used  as  diagnostic  procedures  in 
obscure  cases  where  etiology  may  be  in  doubt. 

2.  Conscientious  effort  should  be  made  to 
place  the  injected  alcohol  interstitially  within 
nervous  tissue,  and  injection  should  usually  be 
withheld  unless  this  surety  exists. 

3.  Deep  injections  of  alcohol  efficaciously 
supplement,  Init  by  no  means  replace,  operative 
interruption  of  the  tracts  by  which  painful  stimuli 
reach  the  brain.  Such  injections  are  indicated  in 
elderly  or  debilitated  patients,  and  should  usually 
be  done  in  all  cases  in  order  to  aquaint  the  pa- 
tient with  the  residual  phenomena  incident  to  per- 
manent anesthesia. 
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EVALUATION  OF  VERTIGO  FOLLOW- 
ING HEAD  INJURIES* 

Albert  B.  Murphy,  M.D.,  F.A.C.S. 

EVERETT,  WASH. 

A sincere  effort  is  being  made  to  establish  the 
evaluation  of  vertigo  following  head  injuries  on 
a more  stable  working  basis.  Many  excellent 
studies  of  these  cases  are  to  be  found  in  the  liter- 
ature. Shemeley^  reported  a case  and  emphasizes 
the  cooperation  necessary  between  the  otologist 
and  other  consultants.  Grove^  presented  his  neu- 
rootologic findings  on  a group  of  head  injuries 
with  an  excellent  review  of  the  pathology  and  a 
comprehensive  bibliography.  Linthicum  and 
Rand^  have  reported  very  fully  their  findings  on 
a group  of  concussional  cases.  Swift^  has  giv- 
en his  findings,  including  ventriculographic  stud- 
ies on  one  hundred  head  injuries  of  moderate 
degree.  Howe®  has  reported  his  experience  in 
twenty-eight  cases  and  stresses  the  value  of  laby- 
rinthine tests.  Glaser  and  Shafer®  have  reported 
a clinical  review  of  the  sequelae  of  skull  and  brain 
traumas  in  two  hundred  and  fifty-five  cases. 

The  enthusiasm  that  is  being  shown  in  the  ap- 
plication of  the  various  labyrinthine  tests  to  the 
evaluation  of  vertigo  in  concussional  cases  is 
growing  rapidly,  particularly  the  caloric  tests  of 
Barany  and  more  recently  Kobrak’s  modification. 
I believe  that  we  should  be  conservative  in  inter- 
preting the  findings  of  our  labyrinthine  tests  in- 
to percentage  loss  of  function.  Likewise  we 
should  sound  a warning  against  the  findings  re- 
ported at  various  meetings,  aften  given  as  a pre- 
liminary report,  lieing  taken  home  and  preached 
as  gospel. 

There  is  a tendency  to  become  overenthusiastic 
in  regard  to  new  tests  and  procedures.  In  a 
paper  read  before  our  county  society  in  1926  on 
the  value  of  the  Barany  test  in  skull  fractures  in- 
volving the  temporal  bone,  I left  the  impression 
that  the  problem  was  pretty  well  solved,  stating 
that,  if  the  responses  to  the  turning  and  caloric 

‘Read  before  a meeting  of  Snohomish  County  Medi- 
cal Society,  Everett,  Wash.,  May  2,  1932. 
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tests  were  within  normal  limits  in  a patient  com- 
plaining of  vertigo,  we  were  dealing  with  a func- 
tional condition  which  fell  into  the  classifications 
of  traumatic  psychosis  or  malingering.  Fortun- 
ately. due  to  my  negligence  the  paper  was  never 
prepared  for  publication,  for  in  1929  in  a pub- 
lished paper'^  I stated  that  there  could  be  true 
turning  vertigo  with  normal  Barany  findings. 

Likewise,  Grove^  in  1928,  reporting  a group  of 
thirty  cases  of  vertigo  including  both  the  turning 
and  tactile  types  of  vertigo  following  head  injur- 
ies, states  that  of  the  thirty  cases,  the  irritability 
of  the  labyrinths,  whether  normal,  hyperirritable 
or  hypoirri table,  were  of  unequal  intensity  in 
eighteen  and  of  equal  intensity  in  twelve  cases. 
He  stated  also  that  some  of  the  twelve  negative 
cases  would  have  shown  positive  findings,  had 
all  the  tests  been  performed  by  Kobrak’s  method. 
He  concluded  at  that  time  that  a difference  in 
the  irritability  of  the  two  sides  was  of  far  more 
importance  in  the  production  of  vertigo  than  hy- 
perirritability or  hypoirritability.  However,  in 
1931®,  after  having  examined  three  hundred  pa- 
tients suffering  from  injuries  of  the  head,  he 
states  positively  that  true  turning  vertigo  accom- 
panied by  spontaneous  nystagmus  is  present  in  a 
fairly  considerable  number  of  cases,  in  which  the 
most  thorough  and  exacting  examination  of  the 
peripheral  vestibular  mechanism  revealed  it  to  be 
functioning  in  a normal  manner. 

An  understanding  of  the  cases  which  are  to  be 
considered  as  suffering  from  vertigo  is  necessar}' 
in  any  comparative  study  for,  if  we  include  only 
those  patients  who  experience  an  actual  turning 
vertigo,  we  will  find  a higher  percentage  of  or- 
ganic lesions.  I have  included  both  of  those  with 
turning  and  tactile  vertigo.  Included  under  turn- 
ing vertigo  are  all  who  had  errors  of  sensation 
or  location  in  space,  due  to  turning  either  of 
themselves  or  surrounding  objects.  The  principal 
point  was  that  something  turned  and  moved  in 
a circle.  Included  in  tactile  vertigo  are  those  who 
had  sensations  of  tilting  of  the  surface  that  they 
were  resting  on,  such  as  the  floor,  bed  or  chair 
and  those  who  had  a sensation  of  movement 
through  space  in  a horizontal  plane.  Also  we 
find  those  in  whom  there  were  spells  during 
which  everything  became  hazy  or  black  before 
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the  eyes  but  not  momentary  spells  of  lighthead- 
edness following  sudden  changes  in  position. 

I am  reporting  the  results  found  in  fifty-six 
patients  complaining  of  vertigo  in  from  six  weeks 
to  three  and  one-half  years  after  their  head  in- 
jury. A strenuous  effort  was  made  in  all  cases 
not  to  suggest  symptoms  and  to  allow  the  patient 
to  develop  his  own  story.  Considerable  stress  has 
always  been  placed  on  the  influence  of  the  com- 
pensation involved  in  these  cases  on  the  history 
and  findings.  In  thirty-six  of  my  cases  there 
was  a compensation  factor  and  in  twenty  none. 
So  we  are  able  to  compare  the  two  groups. 

There  was  impairment  of  hearing  in  twenty- 
eight  cases,  in  sixteen  of  those  having  compensa- 
tion and  in  twelve  having  no  compensation.  There 
was  total  loss  of  hearing  on  one  side  in  seven 
cases  and  in  others  a loss  in  the  upper  range 
predominated. 

The  roentgenograms  showed  fractures  of  the 
cranium  in  twenty-four  cases,  but  as  I have  em- 
phasized before,  positive  findings  are  in  direct 
relation  to  the  effort  expended.  In  many  in- 
stances the  fracture  was  found  only  after  repeat- 
ing the  exposures  at  various  angles,  feeling  cer- 
tain that  there  must  be  a fracture  because  there 
was  spinal  fluid  drainage  from  the  ear  or  some 
equally  positive  sign  of  fracture  of  the  temporal 
bone. 

Spontaneous  nystagmus  was  present  in  nine 
of  those  having  compensation  and  in  seven  of 
those  having  none.  Unsustained  nystagmoid 
movements  on  extreme  rotation  was  not  consid- 
ered a true  nystagmus  and  is  not  included.  Fall- 
ing or  positive  Rhomberg  sign  was  present  in 
eight  cases,  six  in  the  compensation  and  two  of 
the  noncompensation  group.  Spontaneous  past- 
pointing was  present  in  six  without  and  eight  with 
compensation,  but  here  it  is  difficult  to  rule  out 
normal  deviation,  and  considerable  error  would 
have  to  be  allowed  for.  Only  twenty  or  thirty- 
five  per  cent  of  the  entire  group  showed  any  evi- 
dence of  spontaneous  manifestations  of  nystag- 
mus, falling  or  abnormal  pastpointing. 

The  turning  test  was  carried  out  on  thirty  of 
the  fifty-six  patients.  In  this  test  the  correspond- 
ing semicircular  canals  on  either  side  are  stimu- 
lated simultaneously  by  rotating  the  patient  in  a 
chair  with  the  head  so  inclined  that  the  canals  to 
be  tested  are  in  a horizontal  plane.  The  patient 
was  revolved  ten  times  in  twenty  seconds,  im- 
mediately stopped  and  the  duration  of  the  nys- 
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tagmus  timed.  Other  than  the  shortened  time 
found  in  the  seven  cases  of  completely  destroyed 
labyrinths  with  established  compensation  on  the 
opposite  side,  the  variations  found  were  not  con- 
stant or  great  enough  to  be  of  clinical  value. 

The  response  to  caloric  stimulation  was  tested 
in  thirty-six  patients  by  the  mass  douching  meth- 
od of  Barany.  Water  was  used  at  fifteen  de- 
grees C.  as  an  irrigation  in  the  ear  to  be  tested, 
allowing  it  to  run  until  the  nystagmus  appeared 
and  then  continuing  for  thirty  seconds.  There 
was  a total  absence  of  response  from  one  side  in 
seven  cases  and  the  responses  were  within  normal 
limits  in  sixteen.  There  was  a hypoirritability  in 
eight,  a hyperirritability  in  two  and  abnormalitie.s 
in  pointing  reaction  in  three  instances  on  the  first 
examination.  On  repeating  the  tests  within  a 
week,  three  of  the  patients  who  showed  a hypoir- 
ritability now  showed  hyperirritability.  One  of 
those  who  was  hyperirritable  now  showed  a h)’^- 
poirritability  and  abnormal  pastpointing  was  sus- 
tained in  one  case. 

Forty-six  patients  were  tested  by  Kobrak’s 
minimal  stimulation  method,  using  five  cc.  of 
water  at  fifteen  degrees  C.  A blunt  lacrymal 
needle  was  used  on  the  syringe,  the  end  of  which 
was  inserted  as  far  as  the  isthmus  and  the  water 
injected  rapidly.  If  nystagmus  was  not  produced 
with  five  cc.  of  water,  larger  amounts  were  used. 
The  labyrinth  was  considered  to  be  hyperirritable, 
if  the  nystagmus  appeared  in  less  than  fifteen 
seconds  or  lasted  longer  than  one  hundred  and 
twenty  seconds.  It  was  considered  hypoirntable, 
if  the  nystagmus  did  not  appear  in  twenty-five 
seconds  or  did  not  last  sixty  seconds.  Twenty-two 
of  those  who  were  examined  were  within  normal 
limits.  Including  the  seven  who  did  not  react 
to  mass  douching,  there  were  si.xteen  who  showed 
evidence  of  hypoirritability  and  eight  showed  hy- 
perirritability. However,  these  findings  were 
not  constant  on  repeated  examinations.  Alto- 
gether, thirty  of  the  forty-six  patients  were  with- 
in normal  limits  during  one  or  more  examina- 
tions, and  of  the  remaining  sixteen,  excluding  the 
seven  nonresponsive  labyrinths,  only  five  con- 
stantly showed  either  hyi)er-  or  hypoirritability. 

It  is  evident,  then,  that  we  may  have  normal  re- 
actions to  turning  and  caloric  stimulation  of  the 
labyrinth  in  patients  suffering  from  attacks  of 
vertigo  following  head  injuries.  Further,  when 
the  findings  are  abnormal,  they  do  not  constantly 


show  a diminished  or  increased  irritability.  Of 
course,  it  can  lie  argued,  some  of  the  findings 
can  be  influenced  by  supratentorial  and  subten- 
torial lesions  independent  of  the  vestibular  sys- 
tem, but  admitting  this  only  adds  to  the  present 
chaos  in  evaluating  the  vertigo.  • 

The  head  movement  test  was  done  with  the 
patient  seated  upright.  The  head  was  grasped  be- 
tween the  hands  of  the  examiner  and  moved 
about  to  insure  relaxation  of  the  neck  muscles. 
It  was  then  held  forward  sixty  degrees  for  one 
minute  and  quickly  dropped  back  so  that  the  face 
is  directed  toward  the  ceiling.  The  patient  was 
instructed  to  look  to  one  side  as  the  head  was 
dropped  backward,  and  nsytagmus  and  vertigo 
were  noted.  The  test  is  repeated  while  the  pa- 
tients looks  toward  the  other  side.  This  method 
of  inducing  vertigo  was  called  to  my  attention 
about  seven  years  ago  by  a patient  who  volun- 
teered that  he  could  produce  the  vertigo  that  I 
was  questioning  him  about,  if  I wished.  I make 
no  claim  to  be  following  anyone’s  technic  in  per- 
forming this  test,  and  I have  been  doing  uni- 
formly as  described  above  since  that  time.  Nys- 
tagmus and  vertigo  were  produced  or  the  test 
was  positive  in  eighteen  of  my  cases.  This  test 
when  positive  is  very  valuable,  for  as  far  as  I 
know  it  is  never  positive  in  normal  individuals, 
leaving  no  question  of  normal  limits  to  be  con- 
sidered. However,  it  too  will  vary  on  repeated 
examinations.  One  patient  showed  the  test  to  be 
positive  on  nine  of  seventeen  trials,  all  being  on 
different  days. 

We  have,  then,  a group  of  fifty-six  patients  out 
of  one  hundred  and  twenty-six  concussional  cases 
examined  in  a period  of  six  years  who  were  still 
complaining  of  vertigo  in  periods  varying  from 
three  to  thirty-six  months  from  the  date  of  their 
injury.  It  is  very  significant  to  note  that  vertigo, 
which  is  a symptom  that  leads  to  feigning,  is 
complained  of  by  thirty-six  patients  or  forty- 
three  per  cent  of  those  having  compensation. 
Twenty  patients,  or  forty-five  per  cent  of  those 
having  no  compensation,  have  the  same  com- 
plaint. Reviewing  the  elements  in  our  test  that 
could  be  exaggerated  or  falsified  by  a too  well 
informed  patient  who  had  a desire  to  malinger, 
we  do  not  find  a great  preponderance  in  the  group 
having  compensation  over  the  group  having  no 
compensation.  I consider  a comparison  of  these 
findings  in  the  two  groups  of  more  value  than 
that  of  the  actual  time  loss  from  work. 
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Much  of  the  compensation  is  so  arranged  that, 
if  a man  does  any  work  after  an  injury,  it  def- 
initely damages  his  case  or  may  entirely  cancel 
his  compensation.  It  should  be  remembered  that 
these  patients  are  not  dizzy  all  of  the  time  and 
they  are  able  to  do  some  work  between  attacks. 
I have  had  two  patients  who  were  working  and 
free  from  symptoms  for  months  who  were  in- 
capacitated for  several  days  after  an  overexpos- 
ure to  sunlight.  Naturally  these  patients  are 
going  to  extend  their  time-loss  to  cover  these 
periodic  exacerbations,  so  that  I consider  any 
comparison  based  on  the  length  of  time  from 
the  accident  until  the  patient  is  able  to  do  any 
work  of  little  value. 

We  must,  then,  evaluate  the  vertigo  following 
head  injuries,  first,  from  the  history.  Consider 
carefully  the  type  of  injury,  the  presence  and 
extent  of  a fracture  and  the  period  of  uncon- 
sciousness following  the  injury.  While  it  is  true 
that  occasionally  a slight  injury  will  cause  an 
extensive  fracture  or  a severe  concussion,  in  gen- 
eral the  more  severe  the  injury  the  greater  chance 
there  is  of  having  aftereffects.  The  after- 
effects are  generally  of  more  consequence  in 
those  who  had  a long  period  of  unconsciousness 
following  their  injury.  The  treatment  received 
at  the  time  of  injury  is  important.  Those  pa- 
tients, who  were  kept  in  bed,  dehydrated  and 
pressure  relieved  by  spinal  puncture,  will  have 
fewer  aftereffects,  as  will  those  who  avoided 
alcohol,  heat  exposure  and  constipation  during 
their  convalescence.  I consider  the  patient’s  own 
description  of  the  vertigo  of  inestimable  value. 
If  he  describes  without  the  aid  of  leading  ques- 
tions attacks  of  vertigo  of  the  turning  or  tactile 
types,  there  will  be  little  doubt  as  to  the  presence 
of  a true  vertigo,  for  from  my  experience  there 
are  very  few  malingerers  who  can  describe  these 
typical  phenomena. 

The  tests  for  irritability  of  the  labyrinth  are 
valuable  in  determining  its  viability.  In  those 
with  a dead  labyrinth  or  interrupted  tracts  from 
it,  there  is  considerable  disability  even  though 
the  other  labyrinth  does  compensate  in  time.  They 
have  errors  of  sense  of  location  in  space  in  the 
dark  and  sudden  changes  of  position  may  bring 
on  attacks  of  vertigo.  The  head-movement  test, 
as  I have  emphasized,  is  very  valuable,  because 
there  is  not  the  element  of  normal  variation  to 
be  considered.  It  is  of  value  only  when  posi- 
tive. 


Deafness,  if  it  is  of  sufficient  magnitude,  de- 
notes a definite  disturbance  closely  related  to  ver- 
tigo, but  slight  degrees  of  the  boiler-maker  type, 
present  in  so  many  industrial  workmen,  should 
not  be  confused.  A period  of  waiting  with  close 
observation  of  from  six  to  twelve  months  gives 
a much  better  chance  to  evaluate  the  severity  of 
the  symptoms  in  these  cases.  It  would  be  advan- 
tageous to  have  the  compensation  so  arranged 
that  they  could  return  to  light  work  and  be  al- 
lowed to  lay  off  during  the  exacerbations.  The 
vertigo  may  become  altered  in  severity  during 
the  first  eighteen  months  after  the  injury  regard- 
less of  the  type  or  cause,  but  it  will  be  practically 
unchanged  after  this  time. 

I do  not  feel  that  my  series  is  large  enough  to 
elaim  that  the  vestibular  tests  are  of  value  only 
in  determining  the  viability  of  the  labyrinths,  but 
I do  feel  they  should  be  limited  to  this  as  far 
as  compensation  is  concerned  in  evaluating  ver- 
tigo following  head  injuries. 

CONCLUSIONS 

1.  A group  of  fifty-six  patients  complaining 
of  vertigo  following  head  injuries  were  exam- 
ined. 

2.  X'either  hyperirritability  nor  hvpoirritabil- 
ity  of  the  vestibular  apparatus  was  found  to  be 
characteristic  of  the  group. 

3.  The  preponderance  of  symptoms  that  lent 
themselves  to  exaggeration  was  not  great  in  the 
group  having  compensation  over  those  having  no 
compensation. 

4.  A thorough  neurootologic  examination  did 
not  disclose  any  abnormal  responses  in  eighteen 
of  fifty-six  cases. 

5.  We  should  be  conservative  in  interpreting 
our  neurootologic  findings  into  percentage-loss 
of  funetion. 

LYMPHOSARCOMA* 

A CASE  REPORT 
Cn.\RLEs  V.  Rugh,  M.D. 

KLAM.\TH  FALLS,  ORE. 

Even  a very  superficial  review  of  the  literature 
will  immediately  reveal  that  the  question  of 
lymphosarcoma,  Hodgkin’s  disease  and  the  leu- 
kemias, typical  and  atypical,  is  a very  mueh  mixed 
up  affair.  At  times  these  diseases  so  closely  re- 
semble each  other  that  they  are  impossible  of  ac- 
curate differentiation. 

♦Read  before  the  Fifty-eighth  Annual  Meeting  of 
Oregon  State  Jledical  Society,  Klamath  Falls,  Ore., 
Sept.  22-24,  l!i32. 
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I would  like  to  quote  from  one  of  our  own 
coast  medical  colleagues,  Dr.  LeRoy  H.  Briggs, 
whom  no  doubt  a considerable  number  of  you 
know.  He  says ; “For  some  years  I have  been 
very  loath  to  commit  myself  as  to  whether  a given 
case  was  a Hodgkin’s,  a lymphosarcoma  or  an 
aleukemic  leukemia  and  I have  much  preferred 
to  speak  of  them  as  lymphoblastomata.  All  these 
conditions  belong  in  the  same  group  and  are 
very  much  alike  clinically,  in  fact,  so  much  alike 
that  I feel  they  are  impossible  of  differentiation. 
Furthermore,  this  feeling  is  borne  out  when  one 
listens  to  the  pathologists  debating  over  a given 
bit  of  tissue,  one  saying  lymphosarcoma,  another 
Hodgkin’s  and  another  atypical  leukemia.” 

However,  after  examination  of  the  clinical  and 
pathologic  findings  of  the  following  case,  I hope 
you  will  agree  with  the  diagnosis  given.  Dr. 
Ewing,  quoting  the  work  of  Kundrat  along  with 
his  own,  pretty  definitely  places  this  case  in  the 
category  of  lymphosarcoma. 

Nearly  all  of  the  literature  reviewed  points  out 
a few  definite  facts  concerning  lymphosarcoma, 
namely,  it  is  as  a rule  a disease  of  robust  males 
between  the  ages  of  twenty-five  and  sixty-five, 
in  which  the  history  of  tuberculosis  is  rare.  The 
spleen,  bone  marrow  and  liver  are  rarely  involved, 
although  it  is  destructive  in  its  growth,  and  pro- 
duces true  metastasis  in  other  distant  organs,  as 
it  did  in  this  case. 


It  is  interesting  to  note  that  here  in  Klamath 
Falls  we  have  seen  a case  which  puts  itself  so 
clearly  into  the  diagnostic  category  of  lympho- 
sarcoma with  metastasis,  and  with  the  help  of  my 
colleagues  here,  in  Portland  and  in  San  Francisco, 
I am  glad  to  have  the  privilege  of  giving  this  fol- 
lowing case  report. 

A man  at  the  age  of  sixty,  who  had  been  a farmer 
until  the  age  of  thirty,  a saloon  keeper  for  the  next 
twenty  years,  and  since  that  time  a hotel  keeper,  was 
first  seen  on  May  6 of  this  year.  He  gave  as  his  chief 
complaints  a bilateral  swelling  of  the  neck,  a trouble- 
some cough,  night  sweats  and  a great  deal  of  loss  of 
weight,  the  duration  of  these  symptoms  having  been 
about  three  weeks. 


There  was  nothing  of  importance  in  his  family  history 
except  that  all  members  of  his  immediate  family  were 
very  large  people.  His  past  history  revealed  that  he  had 
suffered  from  inflammatory  rheumatism  at  the  age  of 
twenty-seven,  not  associated  with  sore  throat.  He  had 
another  definite  attack  at  the  age  of  thirty-seven  and 
still  again  at  forty-five.  About  three  weeks  previous 
to  being  first  seen  he  had  another  attack  with  pain  in 
most  of  his  joints,  associated  with  fever  and  some 
cough.  About  six  months  previous  to  this  he  had 
noticed  some  enlargement  of  his  neck  but  was  sure  this 
had  again  gone  away  until,  with  this  attack  of  rheuma- 


tism, he  noticed  his  neck  had  commenced  to  swell  on 
both  sides. 

He  had  had  smallpox  as  a child,  no  other  serious  ill- 
ness, no  operations  or  serious  accidents.  He  slept  and 
ate  well,  his  bowels  were  normal,  as  was  his  urine. 
There  had  never  been  any  nocturia.  He  drank  about 
four  cups  of  coffee,  and  smoked  twenty  cigarettes  a 
day,  used  liquor  moderately  and  was  not  using  any 
drugs.  His  central  nervous  system  revealed  a consider- 
able loss  of  the  sense  of  taste  and  smell.  His  vision 
was  normal  in  the  iright  eye.  He  was  blind  in  his  left 
eye  because  of  a congenital  coloboma.  His  hearing 
was  normal  and  he  was  not  overly  nervous.  He  did  not 
have  headaches  or  dizziness.  His  cardiorespiratory  tract 
revealed  a moderate  cough.  His  gastrointestinal  tract 
was  normal.  His  genitourinary  tract  was  normal,  al- 
though he  had  had  gonorrhea  at  the  age  of  twenty 
without  sequelae.  There  was  no  history  of  chancre  or 
skin  rash. 

He  had  always  been  normally  strong  till  about  three 
weeks  ago  when  his  present  illness  started.  He  had 
lost  forty-five  pounds  in  the  last  three  weeks  and 
weighed  215  pounds  when  first  seen.  He  may  have  had 
some  endocrine  imbalance  because  of  size,  although 
this  was  a family  characteristic.  His  hair  was  normal 
in  texture  and  distribution.  His  present  illness  started, 
as  I have  stated,  about  three  weeks  previous  to  his  first 
visit  to  the  office,  with  an  attack  of  rheumatism  and 
with  definite  beginning  swelling  on  both  sides  of  his 
neck. 

His  physical  examination  revealed  the  following:  The 
left  eye  was  blind  because  of  a congenital  coloboma. 
His  right  eye  was  normal.  The  ears,  nose  and  throat 
apparently  all  normal.  The  teeth  were  in  bad  condition 
and  he  had  attributed  the  present  complaint  to  them. 

There  was  a large  bilateral  swelling  in  the  neck,  hard 
to  palpation  and  seemingly  involving  the  isthmus  of 
the  thyroid.  There  was  no  pain  even  on  deep  pressure. 
The  tumor  on  each  side  appeared  very  much  as  though 
one  had  placed  a fair  sized  rough  potato  under  the 
skin. 

His  chest  was  large  and  the  physical  signs  normal 
except  for  dullness  in  the  central  portion.  The  heart 
was  normal,  as  was  the  abdomen.  Neither  the  spleen 
nor  liver  could  be  felt.  The  extremities  were  normal 
except  that  there  were  definitely  palpable  epitrochlear 
glands.  There  was  at  this  time  no  swelling  of  the  ankles 
or  legs. 

The  reflexes  were  normal,  no  pathologic  ones  being 
found.  His  blood  pressure  was  40-31,  which  was  re- 
peated several  times  in  both  arms. 

His  blood  count  was  4,100,000  red,  8,200  white,  with 
a normal  differential.  The  smear  was  quite  normal 
throughout,  no  embryonic  cells  being  found  and  no  in- 
crease in  lymphocytes. 

The  urine  was  negative,  Wassermann  and  Kahn  tests 
negative.  Primary  malignancy  of  the  nasopharynx  was 
carefully  ruled  out  by  Dr.  Ralph  W.  Stearns. 

Photographs  of  the  patient  were  taken  one  week  prior 
to  death,  (fig.  1).  Roentgenograms  of  chest  were  taken 
by  Dr.  J.  M.  Hilton,  who  reports  as  follows : “The  ap- 
pearance of  the  lungs  conforms  best  to  that  seen  in  the 
infiltrative  type  of  metatasis,  although  the  same  find- 
ings may  obtain  in  pulmonary  congestion  due  to  medi- 
astinal pressure.  Pulmonary  metastasis  (Hodgkins?)” 
Fluoroscope  by  Dr.  Hilton:  “The  patient  is  able  to 
swallow  a fairly  thick  barium  mixture  without  difficul- 
ty. The  esophagus  appears  normal  throughout  its  ex- 
tent and  there  is  no  evidence  of  extrinsic  pressure.” 
Biopsy  of  piece  of  gland  removed  from  right  side  of 
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Fig.  1.  Appearance  of  patient  a week  before  <leath. 

neck  reported  on  by  Dr.  Warren  C.  Hunter.  Summary: 
“Although  it  is  impossible  in  the  case  at  hand  to  make 
an  absolute  diagnosis,  it  is  my  opinion,  for  reasons  al- 
ready given,  that  the  tumor  is  in  all  probability  a lym- 
phosarcoma originating  from  reticulum  cells.  Patho- 
logic diagnosis:  Lymphosarcoma  invading  skeletal 

muscle  of  neck.” 

Dr.  G.  Y.  Rusk  of  San  Francisco  gave  the  following 
diagnosis  on  the  same  piece  of  biopsy  material : “Large 
cell  type  of  lymphosarcoma  (reticulum — cell  type).” 

It  is  interesting  to  note  that  these  two  pathologists 
have  made  an  almost  identical  diagnosis  and  report  on 
the  biopsy  material. 

Course.  From  the  time  the  man  was  first  seen  he 
went  rapidly  down  hill,  losing  weight,  appetite  and  even 
desire  for  fluids.  He  became  progressively  weaker  each 
day.  He  ran  a moderate  fever  and  had  many  drench- 
ing night  sweats.  During  the  last  week  of  life  he  sat 
up  in  a chair  day  and  night  because  of  orthopnea.  He 
was  finally  taken  to  the  hospital  the  day  before  death, 
having  flatly  refused  hospitalization  previously. 

He  received  from  May  5 to  May  20,  almost  daily, 
some  roentgen  therapy  either  to  his  chest  or  neck,  re- 
ceiving in  all  approximately  1 ED  dose  to  both  sides 
of  his  chest,  1 1-3  ED  dose  to  the  right  cervical  mass 
and  about  1 ED  dose  to  the  left  cervical  mass. 

Dr,  Hilton  did  not  believe  that  there  had  been  enough 
dosage  nor  time  to  cause  any  decrease  in  size  of  the 
tumor  masses,  but  I am  convinced  the  left  side  de- 
creased noticeably.  From  a standpoint  of  clinical  im- 
provement, however,  the  roentgen  therapy  did  not  bene- 
fit him  in  any  way  and  his  blood  count  was  watched 
very  carefully  to  see  if  there  would  be  any  change  from 
the  normal  in  his  w.b.c.  differential,  which  never  hap- 
pened except  the  day  prior  to  death,  when  his  tempera- 
ture went  up  to  103  degrees  and  no  doubt  he  had  some 
respiratory  infection.  His  blood  count  that  day  showed 
13,200  w.b  c with  91  per  cent  polys  4 s.  1.  1 1 m.,  3 
myelocytes,  4,200,000  r.b.c.,  Hgb.  70  per  cent,  giving  a 


color  index  of  .8.  No  eosinophiles  were  ever  seen  in 
stained  smears  of  his  blood. 

In  spite  of  any  therapy  the  patient  sank  rapidly  and 
died  May  27,  three  weeks  after  he  was  first  seen,  and 
six  weeks  after  the  onset  of  his  illness. 

Autopsy.  The  striking  things  found  were  a complete- 
ly collapsed  right  lung,  the  pleural  sac  being  filled  with 
greenish  brown  clear  pleural  fluid.  The  left  lung  and 
pleura  were  normal. 

The  mediastinal  glands  found  were  not  much  en- 
larged, the  largest  one  being  the  size  of  an  ordinary 
almond.  These  glands  were  soft  and  grossly  did  not 
show  any  evidence  of  enlargement  or  new  growth,  al- 
though the  consistency  of  them  was  very  similar  to  the 
biopsy  material  taken  from  the  tumor  mass  of  the  neck. 

The  heart  was  normal  throughout,  as  was  the  arch 
of  the  aorta.  The  liver  was  not  enlarged.  There  was 
one  small  area  on  the  anterior  surface  of  the  right 
lobe  about  the  size  of  a pea  which  was  pearly  white, 
raised  and  proved  to  be  a metastasis. 

The  spleen  was  normal ; no  metastases  were  found 
Both  kidneys  showed  marked  metastasis  and  I '^^^uote 
from  the  report  of  Dr.  Hunter  who  examined  one 
entire  kidney,  grossly  and  microscopically.  “The  kidney 
weighs  320  grams  and  measures  7.0  by  8.0  by  15.0  cm  in 
its  various  diameters.  Much  of  the  capsule  has  been 
stripped,  revealing  the  barren  cortical  surface  which 
is  studded  with  raised,  rounded  and  irregular-shaped, 
nonumbilicated  whitish  nodules,  varying  in  size  from 
barely  visible  to  as  much  as  2.0  cm.  The  intervening 
cortex  is  unchanged.  On  sectioning  the  larger  nodules 
are  found  to  extend  at  times  entirely  through  the 
cortex  and  into  the  pyramids.  All  are  obviously  of 
the  same  structure,  having  a whitish  homogeneous  ap- 
pearance and  a soft  consistency.  Between  the  differ- 
ent masses  the  cortical  markings,  labyrinths  and  medul- 
lary rays  are  plainly  outlined,  and  there  is  no  thinning 
or  distortion  except  where  the  substance  has  been  re- 
placed by  new  growth.  Only  the  cortex  is  well  fixed 
by  the  formalin  solution  in  which  the  organ  is  received, 
the  remainder  being  rather  soft  and  pinkish.  Nothing 
of  importance  is  noted  in  the  pelvis  or  vessels  enter- 
ing the  organ. 

There  were  no  marked  enlargements  of  any  other 
glands. 

“Summar}- : Although  lymphosarcoma  usually  ex- 
tends bj-  wav  of  the  lymphatics  from  one  group  of 
nodes  to  another  and,  therefore,  is  a more  or  less  con- 
tinuous form  of  extension,  it  may  nevertheless  extend, 
as  in  this  case,  irregularly.  In  the  absence  of  any  evi- 
dence of  a leukemic  blood  picture  during  life  it  is  felt 
that  the  deposits  in  the  kidney  are  metastases  rather 
than  lymphatic  leukemia  infiltrations. 

“Pathologic  diagnosis : Metastatic  lymphosarcoma  of 
kidney.” 

Microscopic  by  Dr.  G.  Y.  Rusk.  “Microscopic  ex- 
amination of  sections  from  mass  from  neck  shows  a 
new'  grow'th  extensively  invading  and  separating  bundles 
of  voluntary  muscle.  The  growth  consists  of  a fairly 
uniform  type  of  cell,  roundish  or  oval,  apparently  de- 
pending upon  pressure  relations.  The  nuclei  also  are 
round  to  oval,  clearly  staining,  without  much  chromatin 
material.  Nucleoli  are  frequently  seen.  Cells  in  mitotic 
division  are  quite  numerous.  The  cytoplasm  varies 
somewhat  in  amount,  and  the  cells  are  poorly  outlined ; 
frequently  no  line  of  division  can  be  made  out.  Pep- 
pered more  or  less  sparsely  between  the  cells  of  the 
growth  are  lymphocytes  and  small  groups  containing 
pycnotic  and  fragmented  nuclei. 

“Diagnosis:  Large  cell  type  of  lymphosarcoma  (Reti- 
culum cell  type).” 
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FURTHER  STUDIES  AND  EXPERIENCES 
WITH  THE  TRANSFIXION  SUTURE 
TECHNIC  (TECHNIC  3)  FOR  TRANS- 
PLANTATION OF  THE  URETERS  INTO 
THE  LARGE  INTESTINE. 

Robert  C.  Coffey,  M.D., 

PORTLAND,  ORE. 

In  the  application  of  this  simple  technic,  a 
number  of  queries  and  problems  have  arisen  from 
various  sources. 

In  the  British  Journal  of  Urology,  December, 
1931,  my  first  clinical  case  was  mentioned  briefly. 
In  The  Journal  of  the  American  Medical  Associa- 
tion, October,  15,  1932,  three  cases  were  reported 
in  some  detail,  one  of  which  was  borrowed  from 
Dr.  Harold  Brunn  of  San  Francisco.  On  Sep- 
tember 22,  1932,  I performed  another  operation 
in  Dr.  Nesbit’s  clinic  in  the  University  of  Michi- 
gan Hospital,  transplanting  one  ureter.  A few 
days  later.  Dr.  Nisbett  did  the  operation  on  an- 
other patient,  transplanting  one  ureter.  In  a per- 
sonal communication  Dr.  Nisbett  reports  that  in 
each  case  a fistula  was  established  from  the  trans- 
planted ureter  in  three  days  and  the  patients  made 
uneventful  recoveries.  Dr.  A.  B.  Helper  of  Se- 
attle reported  a case  at  the  meeting  of  North 
Pacific  Surgical  Association  December  3,  1932,  in 
which  he  had  transplanted  the  ureters  at  two 
operations.  He  showed  roentgenograms  of  the 
kidneys  and  ureters  which  had  been  taken  by  in- 
travenous urography.  The  result  was  perfect. 

Thus,  we  are  able  to  report  at  this  time  six 
cases  in  which  the  operation  has  been  done  for 
exstrophy  of  the  bladder.  In  the  six  cases  ten 
ureters  have  been  transplanted  to  date.  In  all 
cases  the  fistula  has  been  established  within  three 
days  and  in  no  case  has  there  been  any  untoward 
symptoms  following  the  operation.  However, 
there  have  been  some  other  reports  which  have 
been  disquieting. 

Dr.  Gonzalo  Pedroso  of  Havana,  Cuba,  in  a 
personal  communication  dated  September  2,  1932, 
reports  three  cases  in  adults  in  which  he  used  the 
transfixion  suture  technic  as  follows; 

Case  1.  Carcinoma  of  the  bladder.  Right  ureteral 
transplantation  by  the  transfixion  technic  January  30, 
1931.  Ureter  began  to  drain  thirty-six  hours  after 
operation.  Patient  died  from  pneumonia  on  February 
6. 

Case  2.  Carcinoma  of  the  bladder,  two  years  history 
of  hematuria.  On  February  20,  1931,  right  ureteral 
transplantation  by  the  transfixion  technic  through  a 
right  pararectal  incision.  Multiple  malignant  metastases 
of  small  intestine  were  noticed  at  operation.  Ureter  be- 
gan to  drain  forty-eight  hours  after  operation.  On 


March  13,  through  a median  incision  transplantation  of 
the  left  ureter  by  the  same  technic;  then,  after  closing 
the  peritoneum,  a total  cystovesiculoprostatectomy  was 
performed.  Patient  recovered  and  the  wound  healed 
entirely,  voiding  every  three  hours  at  the  time  he  left 
the  hospital.  The  man  died  eight  months  after  opera- 
tion from  recurrence.  Pathologic  report  was;  Solid 
carcinoma  of  the  bladder. 

Case  3.  Woman  operated  on  three  times  before  by 
other  surgeons  for  a vesicovaginal  fistula.  Examination 
proved  entire  loss  of  urether  and  floor  of  the  bladder. 
December  8,  1931,  transplantation  through  right  para- 
rectal incision  of  right  ureter  by  transfixion  technic. 
Ureter  broke  open  six  days  after  operation.  January 
20,  1932,  same  operation  on  the  left  ureter  through  a 
left  pararectal  incision.  This  patient  is  in  a very  good 
condition  and  holds  the  urine  from  four  to  five  hours. 

In  commenting  he  says : “This  third  case  really 
upset  me  on  account  of  the  long  time  it  took  the 
ureter  to  start  draining,  and  I would  greatly  ap>- 
preciate  any  observations  made  by  you  or  other 
surgeons  on  this  matter.” 

In  a recent  personal  communication  Mr.  Cyril 
A.  R.  Nitch,  senior  surgeon  to  St.  Thomas’  hos- 
pital, London,  states  that  he  has  done  the  opera- 
tion twice  for  advanced  carcinoma  of  the  blad- 
der, presumably  palliative  operations.  In  one  case 
the  suture  had  not  cut  through  twelve  days  after 
operation.  In  the  other  case  the  results  were 
not  entirely  satisfactory,  so  Mr.  Nitch  in  his  letter 
says : “This  experience,  though  admittedly  very 
limited,  makes  me  think  that  the  transfixion  su- 
ture operation  is  unsuitable  for  adults.”  I have 
had  no  experience  with  this  method  in  adults  but 
I cannot  see  why  the  results  in  them  should  be 
very  different  from  the  results  in  children  with 
exstrophy  of  the  bladder  or  animals  in  which  the 
operation  has  been  so  universally  successful. 

]\Ir.  Nitch^  illustrated  my  technic  for  doing  the 
transfixion  suture  operation  in  the  Proceedings 
of  the  Royal  Society  of  Medicine,  July,  1932.  His 
pictures  are  splendid  Init  unfortunately  his  ar- 
tist left  out  one  of  the  very  vital  points  of  the 
operation,  namely,  the  stitch  which  anchors  the 
ligated  end  of  the  ureter  into  the  caudal  angle 
of  the  intestinal  wound  to  the  muscular  and  peri- 
toneal coats  (fig.  1,  A).  According  to  his  pic- 
tures, the  stub  end  of  the  ligated  ureter  is  left  un- 
attached in  the  interlamellar  space  (fig.  1,  B). 
The  transfixion  suture  which  passes  through  the 
mucosa  constitutes  the  only  anchor  holding  the 
ureter  in  place.  This  is  a very  insecure  support 
both  because  the  mucosa  is  an  exceedingly  fragile 
structure  and  because  the  suture  passes  through 
an  infected  field. 

1.  Nitch,  A.  H..  Tran.'iplantation  of  Ureters  into 
I. arse  Inte.stine.  Droc.  Hoy.  Soc.  Med.  25:  1413-H.30, 
.July,  U)30. 
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Fig-.  1.  A.  Correct  method.  Anchor  suture  of  chronic 
catgut  fastening  the  ligated  end  of  ureter  to  muscular 
and  peritoneal  coats.  Transfixion  suture  of  linen  is 
separate. 

B.  Incorrect  method.  Ligated  stub  of  ureter  unat- 
tached in  interlamellar  space.  Transfixion  suture 


through  mucous  membrane  being  a fragile  support 
may  permit  the  ureter  to  slip  backward  in  the  canal. 

C.  Transfixion  of  the  mucosa  with  the  anchor 
stitch  in  an  experimental  operation  which  was  a fail- 
ure because  the  ureter  sliijped  in  its  new  canal. 


It  is  very  interesting  and  appropriate  to  call  at- 
tention to  the  fact  that  in  my  first  operation  of 
this  kind  on  the  dog,  the  suture  which  ligated  the 
end  of  the  ureter  was  also  used  for  the  trans- 
fixion suture  (fig.  1,  C).  The  fistula  was  estab- 
lished in  thirty-six  hours.  The  dog  did  well  for 
ten  days  when  the  flow  of  urine  into  the  rectum 
ceased  and  the  dog  became  ill.  Postmortem  ex- 
amination showed  that  the  fistula  had  closed, 
owing  to  the  fact  that  the  ureter  had  slipped 
backward  in  its  newly  made  canal.  Because  of 
the  result  in  this  case,  the  catgut  ligature  closing 
the  end  of  the  ureter  in  later  cases  was  used  as  a 
suture  to  anchor  the  end  of  the  ureter  to  the  mus- 
cular and  peritoneal  coats  of  the  bowel  in  a sterile 
field.  The  transfixion  suture  of  linen  is  a sep- 
arate suture  and  passes  through  a septic  field. 

If  Mr.  Nitch  performed  the  operation  accord- 
ing to  his  picture  (fig.  1,  B),  his  unsatisfactory 
results  could  be  accounted  for  by  his  not  having 
used  the  anchor  stitch.  If  he  used  the  anchor 
stitch  in  his  unsatisfactory  operation  and  if  Dr. 
Pedroso  used  it  in  his  unsatisfactory  case,  we 
must  then  look  for  another  reason  for  these  fail- 
ures. 

During  the  course  of  my  early  experiments,  one 
of  the  points  studied  was  the  degree  of  tightness 
that  should  be  used  in  tying  the  transfixion  su- 
ture. In  two  instances  the  stitch  was  purposely 
tied  loosely  so  that  it  would  not  completely  cut 
through  but  would  act  as  a seton.  This  was  an 
entire  failure.  The  kidneys  in  the  dogs  in  which 
the  suture  was  tied  thus  loosely  were  destroyed. 
In  Dr.  Pedroso’s  case,  in  which  the  suture  did 
not  cut  through  until  the  sixth  day,  it  is  possible 
the  result  might  have  been  due  to  this  cause. 

It  is  possible,  however,  that  adults’  ureters  may 


present  another  problem  as  Mr.  Nitch  has  sur- 
mised. If  this  be  true,  a suggestion  made  by  Mr. 
Walker-Taylor  at  the  meeting  of  the  Royal  So- 
ciety of  Medicine,  February  25,  1932,  is  very 
timely.  His  statement  is  as  follows: 

“In  reference  to  Coffey’s  transfixion  suture 
technic,  iMr.  Nitch  has  suggested  that  with  a 
thickened  ureter,  such  as  is  often  encountered  in 
these  cases,  the  rectal  mucosa  would  cut  through 
long  before  the  ureter.  To  avoid  this  I suggest  a 
modification : Include  in  the  transfixion  stitch  a 
small  metal  ring  in  the  rectum,  on  which  traction 
could  be  made  to  ensure  cutting  through  the  ure- 
ter.” I am  very  grateful  to  Mr.  Walker-Taylor 
for  this  suggestion. 

I have  found  it  rather  difficult  at  times  to  de- 
termine whether  the  needle  had  actually  pene- 
trated the  intestinal  lumen.  The  application  of 
the  suggestion  of  Mr.  Walker-Taylor  to  include 
an  intraintestinal  object  in  the  bite  of  the  stitch 
would  remove  all  doubt.  The  metalic  ring  seems 
to  be  a good  arrangement  but  Mr.  Walker-Taylor 
did  not  give  a method  of  introducing  it  to  the  site 
of  operation.  An  ordinary  long-handled  dressing 
forceps  will  carry  the  ring  into  the  dog’s  rectum 
which  is  straight. 

In  the  human  rectum  there  are  valves  and  mem- 
branous folds  which  make  it  difficult  and  danger- 
ous to  introduce  an  ordinary  forceps.  In  order 
to  overcome  this  difficulty  it  has  been  necessary 
to  construct  a globe-  or  olive-tipped  forceps  which 
when  closed  simulates  the  end  of  a proctoscope. 
To  make  the  instrument  easy  of  introduction,  the 
handles  of  the  forceps  are  curved.  In  order  to 
make  the  metal  ring  unobtrusive  as  it  is  held  in 
the  forceps,  a groove  is  filed  near  the  end  of  the 
instrument  to  let  the  needle  pass  inside  the  ring. 
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Fig.  2.  Mechanism. 

A.  Olive-tipped,  curved  forceps,  more  than  twelve 
inches  long  with  a groove  across  its  tip. 

B.  Intraintestinal  thread  with  loop  of  thread  or 
metalic  ring  at  its  end. 

C.  Open  forceps  showing  ball  of  thread  in  the  con- 
cavity on  the  face  of  the  forceps  jaw,  a loop  of  which 
crosses  the  groove.  Prior  to  the  operation,  the  thread 
has  been  rolled  into  a tight  ball  which  is  starched  and 
flattened  into  a disk-shape  and  dried. 

D Closed  forceps  which  includes  the  ball  of  thread. 

A loop  of  thread  or  a ring  is  seen  crossing  the  groove 
in  the  forceps. 

E.  Before  the  instrument  is  introduced,  it  is  cov- 
ered with  a thick  coating  of  vaseline  for  the  purpose  _ 

In  the  course  of  experimentation,  in  order  to  per- 
mit of  traction  on  the  metal  ring,  a thread  was 
attached  which  would  reach  through  the  anal 
opening.  In  another  experiment  a wick  of  gauze 
held  in  the  forceps  was  used  instead  of  the  metal 
ring.  In  withdrawing  the  forceps,  it  was  found 
that  the  thread  or  wick  of  gauze  was  almost  in- 
variably caught  in  the  grasp  of  the  forceps  as  it 
passed  through  the  sphincteric  ring.  It  was, 
therefore,  necessary  to  roll  the  thread  into  a tight 
ball  which  was  starched  and  dried,  after  which 
it  was  placed  in  a cavity  hollowed  out  of  the  face 
of  the  forceps  jaw.  As  a result  of  the  experimen- 
tation, it  was  found  that  the  olive  tip,  which  is 
slightly  less  than  an  inch  in  diameter  and  one  and 
a half  inches  in  length,  serves  as  a very  valuable 
aid  in  making  the  incision  in  the  intestinal  wall  as 
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of  filling  the  crack  between  the  closed  blades  and 
thereby  keeping  the  baii  of  thread  dry.  The  ligated 
end  of  ureter  is  anchored  to  the  muscular  and  peri- 
toneal coat  by  a chromic  catgut  suture.  A transfix- 
ion suture  of  iinen  passes  through  the  loop  of  thread 
or  ring  which  crosses  the  groove  near  the  end  of  the 
instrument.  After  placing  the  transfixion  suture,  the 
forceps  is  opened  and  withdrawn,  leaving  the  starched 
bali  of  thread  hanging  in  the  intestinal  lumen.  The 
fluid  of  the  intestine  dissolves  the  starch  and  the  ball 
automatically  unrolls. 

F.  The  transfixion  suture  to  which  the  loop  of 
thread  was  attached  is  seen  cutting  through  the  tis- 
sues. 


well  as  placing  the  stitch.  For  small  children  the 
olive  tip  should  not  exceed  three-fourths  of  an 
inch  in  diameter. 

The  mechanism  of  the  instrument  and  its  ap- 
plication is  given  in  fig.  2.  The  technic  of  per- 
forming the  operation  with  the  olive-tipped  for- 
ceps is  shown  in  detail  in  fig.  3.  After  the  im- 
plantation of  the  ureter  into  the  bowel  is  com- 
pleted, the  ureter  as  it  crosses  from  the  retroperi- 
toneal space  to  the  intestine  is  covered  by  bring- 
ing the  outer  edge  of  the  cut  parietal  peritoneum 
across  to  be  sutured  to  the  intestine.  The  ques- 
tion as  to  which  ureter  is  to  be  transplanted  at 
the  first  operation,  as  well  as  the  point  of  the 
intestine  into  which  the  transplantation  is  to  be 
made,  is  left  to  the  judgment  of  the  operator  in 
a given  case. 
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Fig.  3.  Technic  of  operation. 

A.  The  metalic  olive  within  the  intestine  is  held 
with  the  left  hand.  An  incision  is  made  through  the 
peritoneum,  after  which  the  muscle  fibers  which  have 
been  put  on  tension  over  the  instrument  separate  by 
the  slightest  touch  of  the  point  of  the  fiat  side  of  the 
lance-pointed  knife  blade  without  injuring  the  sub- 
mucosal vessels. 

B The  end  of  the  flat  handle  of  the  knife  pushes 
the  mu.scle  back,  leaving  the  mucous  membrane  and 
submucosal  vessels  exposed. 

SUMMARY 

1.  Ten  ureters  have  been  transplanted  by  the 
transfixion  suture  technic  in  six  children  for  ex- 
strophy of  the  bladder  without  failure  or  serious 
consequence  of  any  kind. 

2.  The  question  has  been  raised  as  to  whether 
the  more  resistant  structure  of  the  ureter  of  the 
adult  as  contrasted  with  the  fragile  mucous  mem- 
brane included  in  the  same  suture  would  militate 
against  the  success  of  the  operation. 

3.  The  suggestion  of  Walker-Taylor  to  in- 
clude an  intraintestinal  object  in  the  bite  of  the 
transfixion  suture  when  taken  with  the  technic 
described  above  for  carrying  out  this  suggestion 
at  once  answers  the  question  and  overcomes  the 
obstacle. 

4.  Whether  the  metalic  ring  suggested  by 
Walker-Taylor  or  a simple  loop  in  the  thread 
described  above  is  used  is  not  material,  although 
the  loop  of  thread,  being  less  resistant  to  the 
transfixion  suture,  seems  to  be  slightly  preferable. 

5.  Inasmuch  as  a large  proportion  of  the 
ureters  in  children  with  exstrophy  of  the  bladder 
are  too  small  to  admit  No.  10  or  12  catheters 
(Charriere  scale),  it  may  be  said  that  the  trans- 
fixion suture  (technic  3)  is  the  method  of  choice 
in  all  such  cases. 

6.  Now  that  it  is  possible  to  perform  the 
operation  with  the  instrument  just  described  with 
more  ease  and  simplicity  and  at  the  same  time 
make  certain  of  the  result  by  including  an  m- 
traintestinal  object  in  the  transfixion  suture,  this 
latter  feature  should  be  used  in  all  cases. 


C.  The  end  of  the  ureter  is  anchored  to  the  muscle 
and  peritoneum  in  the  caudal  end  of  the  incision  with 
a chromic  catgut  suture.  The  double  linen  trans- 
fixion suture  has  passed  through  the  ureter  and  the 
needle  is  carrying  it  along  the  groove  in  the  instru- 
ment beneath  the  loop  of  thread  or  ring  which  it 
holds. 

D.  The  ureter  is  being  covered  by  drawing  the 
muscular  and  peritoneal  coats  across  it  where  it  is 
left  lying  loosely  beneath  the  mucosa. 

7.  It  must  be  remembered  that,  while  this 
operation  is  seemingly  simple,  there  are  certain 
points  which  are  vital  to  the  success  of  the  opera- 
tion: 

(a)  The  transfixion  suture  must  penetrate 
the  lumen  of  the  ureter. 

(b)  The  transfixion  suture  must  penetrate 
the  intestinal  mucous  membrane. 

(c)  The  transfixion  suture  must  be  tied  suf- 
ficiently tight  to  finally  cut  through  all 
the  tissues  in  its  bite. 

(d)  The  ligated  stub  end  of  the  ureter  should 
be  anchored  by  a separate  catgut  suture 
to  the  muscular  and  peritoneal  coats  of 
bowel. 

8.  Nothwithstanding  the  simplicity  and  ap- 
parent freedom  from  danger  of  the  transfixion 
suture  operation  as  applied  in  children  with  ex- 
strophy of  the  bladder,  I still  favor  the  operation 
of  transplantation  of  the  ureters  by  the  tube 
technic  in  all  cases  of  cancer  of  the  bladder, 
vesicovaginal  fistula  and  other  indications  found 
in  adults  for  the  reason  that  the  transplantation 
operation  is  completed  at  a single  sitting.  More- 
over, in  men  with  cancer  of  the  bladder  it  is  pos- 
sible  to  do  the  cystectomy  at  the  same  operation 
also.  I have  had  no  deaths  in  adults  following 
this  operation  except  in  cases  of  advanced  cancer 
of  the  bladder,  all  of  which  deaths  have  been 
reported  in  the  British  Journal  of  Urology? 

2.  Coffey,  R.  C.,  Tran.splantation  of  Ureters  into 
Large  Intestine.  Submucous  Implantation  Method, 
Brit.  J.  Urol..  3:  353-428,  Dec.,  1931. 
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THE  NEW  YEAR  OUTLOOK 

No  physician  of  the  present  generation  has  ever 
approached  the  beginning  of  the  new  year  with 
the  misgivings  which  prevail  at  this  time.  Wdiile 
the  world-wide  financial  depression  has  serious- 
ly affected  all  classes  of  our  people,  the  medical 
profession  is  confronted  with  an  especially  em- 
barrassing situation.  The  decrease  in  the  volume 
of  practice  is  the  cause  of  universal  complaint. 
Whatever  may  be  the  explanation  which  one  as- 
signs to  this  condition,  it  is  a fact  which  every 
one  encounters.  The  traditional  custom  of  de- 
laying payment  of  the  doctor’s  bill  until  every- 
thing else  has  been  provided  for  has  become  ac- 
centuated in  these  troublesome  times.  Frequent- 
ly it  seems  as  if  one  able  to  meet  his  medical 
bills  seizes  this  as  an  excuse  for  delay  or  failure 
to  meet  his  obligations.  Whatever  may  be  the 
condition  of  the  doctor’s  bank  account,  his  posi- 
tion before  the  community  demands  an  appear- 
ance of  prosperity  that  may  not  exist  in  fact. 
Let  him  appear  shabby  in  his  person  or  neglect- 
ful of  his  office  surroundings  and  the  inevitable 
reflection  on  his  dependability  becomes  unfavor- 
able. He  must  always  put  up  a good  front,  re- 
gardless of  the  condition  of  his  practice. 

The  exigencies  of  the  situation  try  the  soul  and 
patience  of  the  doctor  more  than  any  other  class 
of  professional  men  or  those  engaged  in  the  or- 
dinary lines  of  business.  When  one  contemplates 
these  conditions,  he  feels  that  there  should  be 
some  remedy,  but  under  existing  circumstances 
nothing  of  this  sort  appears  available.  The  older 
generation  of  physicians  have  experienced  other 
financial  depressions  and  they  are  able  to  con- 
template the  present  trying  circumstances  with  a 
slight  degree  of  equanimity,  knowing  that  in  time 
a normal  situation  will  result.  We  know  that  fin- 
ancial and  business  affairs  proceed  in  cycles  with 
periodical  inflations  and  depressions.  This  has 
been  the  history  of  all  nations  in  the  past  and 
probably  can  be  anticipated  in  the  future.  If  this 


offers  any  consolation,  it  must  be  accompanied  by 
patience  and  such  a degree  of  serenity  as  is  pos- 
sible to  maintain  under  these  conditions. 

It  is  not  fitting  at  this  time  to  enter  into  a dis- 
cussion of  the  problems  aroused  by  publication 
of  the  final  report  of  the  Committee  on  the  Costs 
of  Medical  Care.  The  conclusions  of  the  com- 
mittee have  met  with  a decidedly  chilly  response 
on  the  part  of  the  profession  at  large.  There  is 
a repulsion  against  the  thought  of  a general  adop- 
tion of  the  control  of  medical  practitioners  by 
groups,  clinics,  hospitals  and  the  like,  as  is  recom- 
mended in  this  report.  At  the  same  time  one 
must  consider  that  a work  carried  on  for  a period 
of  years  by  men  of  distinction  in  medicine  and 
the  sciences  demands  careful  consideration.  While 
the  average  physician  rebels  at  the  thought  of  re- 
linquishing anything  of  his  individuality  and 
while  he  will  reluctantly  surrender  his  experience 
as  a family  practitioner  with  the  accompanying 
intimate  relationships  with  his  patients,  it  may  be 
that  future  developments  will  demand  a change  in 
these  long  established  conditions.  One  must  be 
open  minded  in  the  presence  of  the  situation 
which  is  developing  before  him. 

It  is  interesting  to  note  the  reception  of  the  re- 
port from  this  committee  which  is  accorded  to 
it  by  lay  magazines  and  newspapers.  While  the 
proposal  to  decrease  the  excessive  cost  of  sickness 
to  the  average  citizen  is  thoroughly  appreciated 
and  meets  with  universal  sympathy,  yet  one  no- 
tices a feeling  of  skepticism  as  to  the  practical 
application  of  the  recommendations  and  their 
ultimate  solution  of  the  problem.  One  observes 
the  sentiment  that  the  report  is  likely  to  cause 
much  discussion  and  the  expressions  of  many 
view  points,  but  in  the  end  it  may  be  pigeoned- 
holed,  with  little  permanent  solution  of  the  prob- 
lem. Perhaps  this  latter  opinion  is  premature  and 
not  based  on  a thorough  appreciation  of  existing 
conditions. 

One  hears  the  query  as  to  why  medical  prac- 
tice has  been  selected  for  an  intense  study  as  the 
outstanding  cause  of  excessive  cost  to  the  average 
individual,  with  revolutionary  changes  suggested 
for  the  future  of  medical  practice.  Why  should 
not  a similar  investigation  be  conducted  with  re- 
ference to  the  cost  of  legal  practice,  the  expense  of 
providing  food  and  raiment  and  many  other  lines 
of  outlay  for  the  average  citizen.  Some  com- 
mentators wonder  if  all  of  this  is  leading  up  to 
state  medicine  and  socialistic  development.  It  is 
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claimed  that  the  recommendations  of  the  com- 
mittee have  aimed  to  avoid  the  pitfalls  which  have 
been  encountered  by  the  various  forms  of  pra«„- 
tice  developed  in  European  countries.  Students' 
of  these  methods  of  practice  universally  protest 
against  their  establishment  in  this  country,  with 
their  debasement  of  the  medical  profession  and 
questionable  results  in  treatment  of  the  sick.  It 
is  evident  that  this  whole  problem  is  in  a condi- 
tion of  uncertainty  so  far  as  the  future  practice 
in  our  land  is  concerned.  That  some  changes  in 
methods  of  practice  are  inevitable  seems  a con- 
clusion. Physicians  should  study  the  problem  as 
thoroughly  as  possible  and  by  united  cooperation 
hope  to  accomplish  best  results  for  the  public 
welfare  and  the  effective  preservation  of  the 
practice  of  medicine. 


CERTIFICATION  OF  SPECIALISTS 

Today  any  physician  may  label  himself  a spe- 
cialist over  night.  Feeling  dissatisfied  with  his 
practice  or  income  and  desiring  to  improve  his 
station  and  his  bank  account,  one  may  look  about 
the  field  to  see  which  specialty  offers  the  greatest 
opportunities  and  then,  without  any  special  train- 
ing whatever,  may  announce  himself  as  a special- 
ist. A physician,  engaged  in  general  practice 
in  a logging  community  for  twenty  years,  during 
which  time  he  has  never  been  away,  moves  to 
the  city  to  place  his  children  in  the  University 
and  suddenly  decides  he  will  be  an  otolaryngolo- 
gist. He  may  or  may  not  spend  some  time  in 
special  training  before  announcing  his  specialty. 

At  present  there  is  very  little  supervision  over 
this  matter,  yet  it  is  obvious  that  some  control 
should  be  instituted  in  the  interests  of  both  the 
public  and  the  profession.  There  can  be  no  ar- 
gument against  the  fact  that,  if  a man  sets  him- 
self up  as  a specialist,  the  public  must  be  justi- 
fied in  its  assumption  that  he  is  more  familiar 
with  his  chosen  subject  than  is  the  general  prac- 
titioner. Any  deception  of  the  public  in  this 
regard  brings  a degree  of  disrepute  on  the  whole 
profession.  Physicians  also  are  interested  in  this 
question  because  of  the  desire  to  place  referred 
cases  in  competent  hands  and  the  natural  inter- 
est in  maintaining  a high  standard  of  attainment 
in  all  branches  of  medicine. 

The  prospective  specialist  himself  would  be 
most  benefited  by  some  plan  of  control  for  sev- 
eral reasons.  The  established  requirements 


would  tend  to  standardize  all  specialists  in  a giv- 
en branch.  It  would  eliminate,  so  far  as  recogni- 
tion by  the  profession  is  concerned,  the  uncerti- 
fied specialist.  It  would  insure  the  prospective 
specialist  of  certain  definite  specialized  training 
which  otherwise  he  might  not  get  and  which 
would  be  helpful  to  him  as  long  as  he  practices. 
Something  has  already  been  accomplished  in  this 
direction.  Through  the  efforts  of  Shambaugh  of 
Chicago,  in  1925,  a board  was  organized  by  the 
five  national  societies  pertaining  to  otology  and 
laryngology,  providing  ten  men  to  examine  appli- 
cants who  wished  to  be  certified  as  specialists. 
Other  specialties  followed  and  were  covered  by 
the  national  examining  boards.  In  other  parts 
of  the  world  the  state  has  taken  control.  Several 
European  countries  and  the  Province  of  Alberta, 
Canada,  have  passed  legislative  acts  to  super- 
vise specialists.  Legislation  has  been  proposed 
in  Michigan,  New  York  and  New  Jersey.  It  is 
recognized  by  most  medical  men  that  it  would  be 
far  better  to  establish  this  certification  of  spe- 
cialists ourselves  than  to  permit  it  to  be  done  by 
legislation.  The  American  Board  of  Otolary- 
ology  in  its  seven  years  of  organization  has  exam- 
ined about  two  thousand  applicants  and  issued 
that  many  certificates  of  proficiency,  these  com- 
prising about  one-half  of  the  men  practicing  this 
specialty. 

It  is  thought  by  some  that  the  various  national 
boards  should  certify  all  types  of  specialists. 
Waters^  of  Jersey  City  has  worked  out  a plan  for 
state  medical  society  control  of  specialism.  This 
plan  provides  for  the  formation  of  a standing 
committee  of  credentials  for  accrediting  mem- 
bers for  special  practice,  supervising  the  forma- 
tion of  state  and  county  committees  and  the  spe- 
cialists which  each  shall  control.  Requirements 
are  detailed  for  acceptance  as  specialists,  specify- 
ing national  organizations  to  which  one  must 
belong  and  including  a consideration  of  one’s 
years  of  practice  and  experience  in  a given  spe- 
cialty. Requirements  are  presented  for  approved 
hospitals  which  may  offer  opportunities  for  in- 
ternship and  postgraduate  work  leading  to  par- 
ticular specialties.  Approved  methods  are  offered 
for  ethical  means  of  announcing  to  the  public 
and  one’s  fellow  practitioners  that  the  specialist 
is  qualified  in  the  particular  line  in  which  he  will 

1.  Waters.  E.  G..  Specialist.^  and  Specialism.  A Plan 
for  Proper  Control  by  State  Societies.  J.  M.  Soc.  New 
Jersey,  29:252-263,  March,  1932. 
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be  engaged  for  future  practice.  It  is  to  be  noted 
that  there  is  no  desire  to  restrict  an  individual’s 
practice,  provided  he  possesses  the  required  abili- 
ty. This  procedure  prevents  a member  of  a medi- 
cal society  announcing  himself  as  a specialist  un- 
less he  is  such  in  fact.  The  public  is  thus  given 
the  opportunity  of  intelligently  selecting  a spe- 
cialist and  is  protected  against  the  advertised, 
incompetent  and  poorly  trained  specialists.  A 
plan  of  this  sort  seems  deserving  of  the  attention 
and  thought  of  the  medical  profession. 


ARTERIOGRAPHY 

For  some  years  there  has  been  felt  the  need  of 
a direct  method  of  studying  the  peripheral  ar- 
teries of  the  living  subject.  This  is  important 
for  adding  to  our  knowledge  of  the  various  phy- 
siologic and  pathologic  processes  which  are  tak- 
ing place.  Heretofore,  the  diagnosis  of  periph- 
eral vascular  disease  depended  largely  on  the 
use  of  indirect  examining  methods,  such  as  pal- 
pating arteries  of  the  extremities,  temperature 
responses  in  peripheral  parts  and  the  effects  of 
postural  changes. 

In  the  past  various  solutions  of  iodides  have 
been  injected  into  the  arterial  lumina  in  order  to 
secure  roentgenologic  visualization  of  them. 
However,  some  of  these  injections  have  led  to 
increase  in  pain  and  gangrene,  to  poisoning  and 
oil  embolism  when  iodized  oils  were  used.  Re- 
cently Allen  and  Camp^  reported  their  experience 
with  a substance  bearing  the  trade  name  of  thoro- 
trast  which  is  25  per  cent  of  thorium  dioxide  in 
the  colloidal  state.  It  is  picked  up  by  the  cells 
of  the  reticuloendothelial  system  after  being  in- 
jected into  the  blood  stream  and  is  excreted  very 
slowly  in  bile  and  urine,  and  by  way  of  the  lungs. 
Many  hundreds  of  injections  have  been  given, 
particularly  in  Germany,  for  visualization  of  the 
livers  and  spleens  of  human  .beings.  In  only 
two  instances  have  serious  reactions  followed  in- 
jections. Harmful  radioactivity  of  the  substance 
has  not  been  noted.  Animals  and  human  beings 
observed  over  a period  of  one  and  a half  years 
following  the  original  injection  have  remained 
well. 

So  far  thorotrast  has  proved  to  be  an  ideal 
medium  to  inject  for  the  visualization  of  the  peri- 
pheral arteries.  It  has  not  produced  immediate 
or  delayed  harmful  effects,  is  painless  and  has 

I.  Allen,  E.  V.  and  Camp,  J.  D.,  Roentgenography 
of  the  Arteries  of  the  Extremities.  Proc.  Staff  Meet. 
Mayo  Clinic,  7:657-662,  Nov.  16,  1932. 


sufficient  radiopacity  to  allow  sharp  visualiza- 
tion of  the  peripheral  arteries.  Even  when  it  is 
injected  accidently  into  the  periarterial  tissue, 
only  slight  pain  and  inflammatory  signs  result, 
which  disappear  in  from  twenty-four  to  forty- 
eight  hours.  Technic  of  injection  for  visualiza- 
tion of  arteries  of  the  extremities  is  comparatively 
simple  and  requires  only  the  use  of  1 per  cent 
solution  of  procaine,  a number  19  needle  attached 
to  a syringe  containing  from  10  to  25  cc.  of 
thorotrast  and  a sphygmomanometer  cuff.  Three 
roentgenograms  are  taken  with  the  extremity  in 
different  positions.  Following  this,  pressure  is 
made  for  five  minutes  over  the  site  of  injection. 

In  the  interpretation  of  the  roentgenograms 
one  is  concerned  chiefly  with  the  following : ( 1 ) 
congenital  variations  in  the  usual  formation  of  the 
vascular  system,  (2)  alterations  in  the  lumina  of 
arteries,  such  as  irregularities  in  contour,  diminu- 
tion of  caliber  and  complete  occlusion  and  (3) 
the  presence  or  absence  of  collateral  circulation 
and  its  situation  and  extent.  Care  should  be 
taken  to  study  the  three  roentgenograms  together 
so  as  to  rule  out  pseudodefects. 


COPIES  OF  JOURNAL  WANTED 
If  readers  of  this  journal  have  copies  of  February 
and  March,  1932,  issues  which  they  are  not  preserving, 
it  will  confer  a favor  to  mail  them  to  the  Journal 
office.  Postage  for  the  same  will  be  returned.  A 
supply  of  these  copies  is  much  desired. 


NEW  ADVERTISEMENTS 

Attention  is  called  to  the  following  new  advertise- 
ments that  appear  in  this  issue : McKesson  & Robbins 
(page  2)  present  cod  liver  oil.  Ener-g  (page  9)  is  a 
new  whole  wheat  cereal.  Kafo  (page  9)  is  a coffee 
substitute  of  grains  and  alfalfa.  “Doc”  Briggs  (page 
11)  builds  wheel  chairs. 

MEDICAL  NOTES 
OREGON 

Health  Budget.  M.  T.  MacEachern  of  Chicago,  di- 
rector of  the  hospital  activities  for  the  American  Col- 
lege of  Surgeons,  made  three  addresses  in  Portland, 
November  28.  He  believes  that  many  of  the  financial 
difficulties  of  the  ordinary  citizen,  as  well  as  of  doc- 
tors and  hospitals,  could  be  avoided,  if  each  family  or 
individual  would  establish  an  accumulative  health  bud- 
get, or  take  out  health  insurance.  Tlius  would  the 
cost  of  sickness  be  distributed  over  a period  of  time. 
Analysis  of  the  dollar  shows  that  32  cents  of  each  dollar 
is  si>ent  for  luxuries,  24  cents  for  essential  living  needs^ 
2 cents  for  hospitalization  and  2 cents  for  medical  ser- 
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vice.  It  is  quite  evident  from  this  that  the  people  do  not 
budget  for  health  and  that,  while  it  costs  on  an  average 
approximately  $1.40  a year  per  family  for  all  kinds  of 
medical  service,  this  is  not  evenly  distributed  and,  when 
sickness  comes  to  the  individual,  the  cost  may  be  much 
greater  than  the  average.  Every  hospital  has  a much 
greater  load  of  charity  work  than  it  had  a year  ago 
and  hospitals  and  doctors  are  obliged  to  carry  a great 
part  of  this  burden  without  compensation.  The  tax 
supported  hospitals  all  over  the  country  are  filled  to  the 
limit  and  cannot  take  care  of  the  excessive  numbers 
of  patients  unable  to  pay  for  care.  This  burden  falls 
back  on  the  so-called  private  or  non  tax-supported  insti- 
tutions. The  economic  condition  has  become  so  serious 
to  hospitals  that  150  to  200  institutions  were  forced  to 
close  last  year  in  the  United  States. 

Dedicate  Nurses  Home.  Trustees  and  workers  of 
Salem  Deaconess  Hospital  saw  the  fulfillment  of  a long 
cherished  dream  November  17,  when  they  dedicated  the 
nurses  home  established  in  the  John  Albert  house.  The 
program  was  attended  by  the  trustees,  members  of  the 
advisory  board  and  thirty-six  members  of  the  hospital 
staff. 

Sanatorium  Reorganizes.  Hot  Lake  Sanatorium 
has  not  been  sold  as  reported,  but  will  be  refinanced 
and  reorganized  under  the  supervision  of  Mark  T.  Phy 
who  will  be  medical  and  surgical  supervisor.  He  has 
been  in  charge  of  this  well  known  institution  since  the 
death  of  his  father,  W.  T.  Phy,  about  two  years  ago. 

Wins  Rank.  K.  J.  Swenson  of  Portland  received 
word  November  17  from  the  War  Department,  that  he 
had  been  promoted  to  colonel  in  the  United  States 
army,  medical  corps  reserve.  His  military  career  be- 
gan in  1898  when  he  joined  the  Kansas  National  Guard. 
He  has  also  served  in  the  Pennsylvania  National  Guard. 
He  entered  the  World  War  as  a second  lieutenant  and 
was  made  major  while  his  division  was  fighting  in  Flan- 
ders. He  has  practiced  in  Portland  since  1910. 

Rare  Bite.  V.  A.  Douglas,  county  health  officer,  and 
Ray  Waltz  of  Salem  were  recently  presented  with  the 
problem  of  combating  the  effects  of  a bite  of  the  Gila 
monster.  The  patient,  who  had  been  using  the  pet  mon- 
ster for  demonstration  purposes,  was  bitten  when  he 
permitted  the  animal  to  crawl  up  inside  his  coat  sleeve 
to  get  warm.  Dr  Douglas  applied  a tourniquet  and 
slashed  the  fang  wounds,  after  getting  the  animal  loose 
with  some  difficulty. 

E.  D.  Taylor  has  located  for  practice  at  Williamette. 
After  graduating  from  University  of  Oregon  Medical 
School  he  served  his  internship  at  Good  Samaritan- 
Hospital. 

Eastern  Oregon  Medical  Society  held  its  annual 
meeting  at  St.  Elizabeth’s  Hospital,  Baker,  Aug.  20.  The 
following  officers  were  elected  for  the  ensuing  year: 
President,  S.  L.  Biggers,  La  Grande;  vice-president,  W. 
J.  Neese,  Ontario;  secretary-treasurer,  J.  J.  D.  Hann, 
La  Grande. 

Jackson  County  Medical  Society  held  a meeting 
at  Ashland,  November  16.  It  was  attended  by  twentj-- 
one  members,  including  D.  M.  Brower,  G.  MacCracken, 


F.  G.  Swedenburg,  C.  A.  Haines,  E.  A.  Woods,  H.  A. 
Woods,  B G.  Barkwill,  G.  W.  Gregg,  M.  Shaw  and  FI. 
M.  Shaw.  E.  D.  Durno  gave  a talk  on  Trichinosis. 

Klamath  and  Lake  Counties  Medical  Society  held 
its  meeting  in  Lakeview  on  November  15.  G.  A.  Massey, 
of  Klamath  Falls  presented  a paper  on  “Hernias  of  the 
Diaphragm”. 


WASHINGTON 

Meeting  of  County  Presidents  and  Secretaries.  A 
meeting  of  presidents  and  secretaries  of  county  soc- 
ieties and  trustees  of  Washington  State  Medical  As- 
sociation was  held  in  Seattle,  December  15.  C.  J. 
Johannesson  of  Walla  Walla  gave  an  address  on  the 
ideal  county  society  program.  H.  G.  Wright  of  Seat- 
tle discussed  the  finances  of  the  county  society.  C.  H. 
Thomson,  secretary  of  the  state  association,  stated  that 
he  would  carry  on  the  roll  of  the  state  association  only 
those  certified  by  the  county  secretaries.  He  emphasized 
the  necessity  of  forwarding  all  changes  of  officers  of 
county  societies.  Fred.  Slyfield  of  Seattle  delivered  an 
address  on  certification  of  specialists  by  the  state  medi- 
cal association.  A.  H.  Peacock  of  Seattle,  president  of 
the  state  association,  gave  a report  on  the  annual  con- 
ference of  secretaries  and  editors  in  Chicago  in  Nov- 
ember. 

White  House  Conference.  To  promote  child  health 
and  protection,  a conference  was  held  in  the  Jason  Lee 
intermediate  school  auditorium,  Tacoma,  December  2. 
The  session  was  the  Pierce  County  Medical  Society 
section  of  the  Wliite  House  Conference  held  in  Wash- 
ington, D.  C.,  November,  1930.  Speakers  on  the  pro- 
gra  mincluded  H.  E.  Coe,  ‘‘Medical  Care  of  Children”; 
E.  T.  Hanley,  “Public  Health  for  the  Child”  and  C.  J. 
Rohwer,  “The  Mentally  Handicapped  Child”. 

Civilian  Man.vgement  of  Hospital.  Pierce  County 
Medical  Society  and  North  26th  and  Proctor  Street 
Business  Men’s  Association  have  requested  the  county 
commissioners  to  appoint  a civilian  board  to  administer 
the  affairs  of  Pierce  County  Hospital.  State  law  re- 
quires such  management  of  hospitals  having  200  beds 
or  more,  but  this  hospital  does  not  come  under  the 
jurisdiction  of  this  law. 

Clinic  for  Nervous  Diseases.  In  accordance  with 
a desire  which  has  long  been  considered,  the  trustees  of 
St.  Luke’s  Hospital  of  Spokane  have  prepared  plans 
for  a new  building  which  will  house  a clinic  for  the 
treatment  of  nervous  diseases.  It  will  be  a separate 
unit,  isolated  from  the  rest  of  the  hospital  Modern 
equipment  will  be  installed  with  provision  for  handling 
all  forms  of  nervous  diseases. 

A.  C.  Taylor  of  Spokane  sailed  in  December  on  the 
steamer  Deutschland  for  Europe.  Recently  he  received 
a fellowship  to  the  London  hospital  in  recognition  of 
his  work  while  associated  with  the  St.  Louise  Child- 
ren’s Hospital.  At  the  termination  of  his  London  ap- 
pointment he  expects  to  visit  several  of  the  European 
clinics  and  attend  the  International  pediatric  conference 
which  will  be  held  in  London  in  July.  He  expects  to 
return  to  Spokane  for  the  practice  of  pediatrics. 
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Dr.  Frank  Lahey,  of  Boston,  as  guest  of  Puget 
Sound  Surgical  Society,  delivered  an  address  on  "Dis- 
eases of  the  Biliary  Tract”,  Dec.  13  before  King  Coun- 
ty Medical  Society  at  Seattle. 

H.  C.  Fulton,  who  has  located  in  Asotin  since  1883, 
recently  celebrated  his  eightieth  birthday  anniversary. 
He  has  been  confined  to  his  room  and  bed  for  the  past 
three  months  but  is  now  able  to  sit  up  some  and  en- 
joyed his  pipe  on  his  birthday. 

V.  E.  Bellinger  has  located  for  practice  at  Belling- 
ham, where  he  will  specialize  in  diseases  of  heart  and 
lungs.  Several  years  ago  he  served  as  clinic  director 
of  the  Washington  Tuberculosis  League. 

E.  P.  Murdock,  who  has  practiced  in  Seattle  during 
the  past  six  years,  has  located  for  practice  at  Newport. 

Weddings.  J.  F.  Ramsay,  chief  resident  physician 
Harborview  Hospital,  Seattle,  was  recently  married  to 
Miss  Lydia  Gair  Bushell.  L.  D.  P.  Collins  of  Belling- 
ham and  Miss  Vera  May  Graham  were  recently  married. 


IDAHO 

T.  O.  Boyd,  pioneer  Twin  Falls  physician,  at  present 
of  Los  Angeles,  was  involved  in  an  automobile  acci- 
dent near  Declo,  November  17.  He  was  forced  off  the 
road  in  order  to  avoid  striking  a stray  steer.  The  car 
turned  over  several  times,  resulting  in  only  minor  in- 
juries. 

D.  W.  Palmer,  formerly  intern  at  St.  Luke’s  Hospi- 
tal at  Spokane,  who  recently  practiced  at  Grangeville, 
Ida.,  has  been  appointed  Indian  physician  at  Menomonee 
Falls,  Wis. 

A.  A.  Newberry,  who  has  practiced  at  Filer  for  many 
years,  has  located  in  Caldwell,  where  he  will  be  asso- 
dated  with  G.  W.  Montgomery. 


Dr.  Frank  Culp  of  Wenatchee,  Wash.,  died  Decem- 
ber 6,  aged  58  years,  after  a short  illness.  He  was 
born  in  Quincy,  Ohio,  in  1874.  In  1887  he  moved  with 
his  family  to  Kansas,  where  he  was  employed  in  news- 
paper work.  From  there  he  moved  to  Eureka,  111., 
where  he  graduated  from  Eureka  College  in  1893.  He 
studied  medicine  at  College  of  Physicians  and  Sur- 
geonsof  Chicago,  from  which  he  graduated  in  1896.  He 
was  intern  at  Butterworth  Hospital,  Grand  Rapids, 
Mich,  until  1898,  when  he  began  practice  at  Quincy, 
Ohio.  He  located  in  Wenatchee  in  1900,  where  he  prac- 
ticed until  the  time  of  his  death.  He  served  as  the 
city’s  first  health  officer.  He  had  a wide  acquaintance 
and  was  honored  and  beloved  by  a large  circle  of  pa- 
tients. 

Dr.  Walton  Haydon  died  at  Marshfield,  Ore..  De- 
cember 15  from  cerebral  hemorrhage,  aged  79  years. 
He  was  born  in  Devon,  England,  in  1854.  After  his 
medical  education  he  traveled  in  Europe  and  as  ship’s 
surgeon  made  a visit  to  the  Arctic.  In  1883  he  entered 
the  service  of  Hudson  Bay  Company,  being  stationed 
at  Moose  Factory  in  Canada,  where  he  remained  for 
six  years.  He  came  to  the  United  States  in  1892,  sett- 
ling in  Portland.  In  1894  he  moved  to  Bay  City  and  in 
1896  to  Bandon.  In  1903  he  moved  to  Marshfield, 


where  he  practiced  until  his  death.  He  was  an  ardent 
naturalist  and  botanist  and  contributed  articles  to  sci- 
entific journals. 

Dr.  H.  R.  Wells  of  Yakima,  Wash.,  died  November 
25,  aged  68  years,  from  postoperative  complications. 
He  was  born  in  Vermont  in  1864.  In  1889  he  came 
to  Washington  where  he  taught  school  for  several  years 
on  Hoods  Canal.  He  was  graduated  from  the  Univer- 
sity of  Minnesota  Medical  School  in  1898  and  located 
in  Yakima  the  following  year.  He  was  county  coroner 
from  1916  to  1920.  Following  a break  down  in  1920, 
after  his  arduous  duties  during  the  influenza  epidemic 
of  1918,  he  retired  from  active  practice  and  spent  most 
of  the  following  years  on  his  ranch. 

Dr.  William  Sellars  of  Spokane,  Wash.,  died  No- 
vember 8,  aged  59  years,  from  pneumonia  which  devel- 
oped following  a pontine  hemorrhage.  He  was  born  in 
Canada  in  1873  and  was  graduated  in  medicine  from 
the  Detroit  Medical  School  in  1894.  He  served  his 
internship  in  the  Harper  Hospital  of  Detroit,  practiced 
a few  years  in  Wisconsin  and  then  took  a year’s  post- 
graduate work  at  Northwestern  Medical  School  before 
locating  in  Spokane  in  1905. 

Dr.  Ella  Kyes  Dearborn  of  Portland,  Oregon,  died 
at  Los  Angeles,  November  27,  aged  73  years.  She 
was  born  in  1858  in  Cook  County,  Ohio,  later  moving 
with  her  family  to  Battle  Creek,  Mich.  She  was  grad- 
uated from  the  Medical  Department  of  the  University 
of  Michigan  and  after  postgraduate  work  in  Chicago 
began  practice  in  Saginaw,  where  she  remained  for 
a number  of  years.  In  1883  she  was  married  to  E.  W. 
Dearborn.  She  located  for  practice  in  Portland  in 
1891,  where  she  practiced  continuously  until  her  death. 

Dr.  James  D.  Windell  of  Spokane,  Wash.,  died  Dec- 
ember 20  from  cerebral  hemorrhage,  aged  69  years. 
He  graduated  from  Medical  Faculty  of  Trinity  Uni^ 
versity,  Toronto,  in  1894.  For  some  time  he  practiced 
in  Minot,  N.  D.  For  the  past  twenty  years  he  practiced 
in  Spokane,  for  ten  years  specializing  in  urology. 


WOMAN’S  AUXILIARY 

WASHINGTON 

The  Woman’s  Auxiliary  of  King  County  Medical 
Society  met  Dec.  5 in  Harborview  Hall,  Seattle.  It  was 
the  guest  of  Miss  Smith,  Superintendent  of  Nurses  and 
the  nursing  staff.  There  was  a large  attendance  at 
this  meeting  which  was  a most  enjoyable  one.  Miss 
Helen  Thompson,  head  of  the  social  welfare  department 
at  Harborview,  gave  a very  interesting  talk  on  the  ad- 
mittance of  patients  to  the  hospital,  following  which  tea 
was  served  in  the  lounge.  Mrs.  C.  A.  Smith  and  Mrs. 
Elizabeth  Soule  poured. 

The  Woman’s  Auxiliary  of  Snohomish  County  Medi- 
cal Society  held  a meeting,  December  6,  at  Everett.  The 
dinner  was  served  in  part  at  the  nurses’  home  of 
Providence  Hospital  and  its  conclusion  at  the  home  of 
Mrs.  A.  P.  Duryee.  About  forty  members  and  guests 
were  in  attendance. 

The  Woman’s  Auxiliary  of  Whatcom  County  Medi- 
cal Society  held  a meeting,  December  5,  at  Bellingham, 
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at  the  home  oi'  Mrs.  C.  L.  Longstreth  with  Aimes.  W. 
W.  Ballaine  and  J.  R.  Morrison  assisting  hostesses.  A 
review  of  Hygeia  was  presented  by  Mrs.  A.  Macrae 
Smith.  At  the  end  of  the  business  period  the  auxiliary 
was  joined  at  luncheon  by  members  of  the  county  medi- 
cal society  and  Drs.  Trueblood  and  Nelson,  visitors 
from  Seattle. 


REPORTS  OF  SOCIETY  MEETINGS 

OREGON 

COOS-CURRY  COUNTIES  SOCIETY 
Pres.,  J.  D.  Rankin ; Secty.,  W.  P.  Chisholm 
Coos-Curry  Counties  Medical  Society  held  a meeting 
at  North  Bend  December  7.  The  following  officers 
were  elected  for  the  ensuing  year : president,  D.  P. 
Crowell  of  North  Bend;  vice-president,  John  Simpkin 
of  Marshfield;  secretary,  John  Rankin  of  Bandon; 
delegate  to  State  Medical  Society,  Russell  Keizer  of 
Marshfield;  alternate,  A.  B.  Peacock  of  Marshfield. 


JACKSON  COUNTY  SOCIETY 
Pres.,  M.  B.  Shaw;  Secty.,  E.  W.  Shockley 
Jackson  County  Aledical  Society  met  Dec.  7 at  Ash- 
land. There  were  reports  and  discussions  on  clinical 
cases.  J.  J.  Emmens  of  Medford  presented  a paper. 

The  following  officers  were  elected  for  the  ensuing 
year : president,  R.  W.  Stearns ; vice-president,  A.  F. 
W.  Kresse;  secretary,  E.  W.  Shockley,  all  from  Aled- 
ford. 


LANE  COUNTY  SOCIETY 
Pres.,  M.  G.  How'ard;  Secty.,  M.  V.  Walker 
Lane  County  Medical  Society  held  a meeting  at  Eug- 
ene, December  15,  with  about  thirty  members  in  atten^ 
dance.  Dr.  Arthur  Jones  read  a paper. 

The  following  officers  were  elected  for  the  ensuing 
year:  president.  A.  F.  Barnett;  vice-president,  G.  F. 
Guldager ; secretary-treasurer,  E.  D.  Furrer,  all  of 
Eugene. 


POLK-YAMHILL-MARION  COUNTIES  SOCIETY 
Pres.,  F.  E.  Brown;  Secty.,  W.  W.  Baum 
Polk-Yamhill-Marion  Counties  Medical  Society  held 
a meeting  at  Salem  December  12  with  about  thirty 
members  in  attendance.  The  feature  of  the  program 
was  a paper  by  Laurence  Selling  of  Portland  on  "Diag- 
nosis and  Treatment  of  the  More  Common  Brain 
Lesions’’.  It  was  an  interesting  and  instructive  address. 


WASHINGTON 

CLARK  COUNTY  MEDICAL  SOCIETY 
Pres.,  H.  L.  Underwood;  Secty.,  J.  A.  Darby 
The  regular  monthly  meeting  of  Clark  County  Aledi- 
cal  Society  was  held  at  Vancouver,  Dec.  13. 

Addresses  were  delivered  by  A.  H.  Peacock,  Presi- 
dent of  State  Medical  Association;  H.  E.  Coe  and  D. 
V.  Trueblood,  all  of  Seattle,  and  Col.  Rukke  of  the 
Medical  staff  of  Vancouver  Barracks. 

The  following  officers  were  elected  for  the  ensuing 
year:  President.  C.  E.  B.  Flagg;  vice-president,  J.  C. 
Brougher;  Secretary,  H.  M.  Wiswall,  all  of  Vancouver. 

Goiter  Paper  Prize.  The  American  Association  for 
the  Study  of  Goiter  offers  $300  as  a first  award  and 


two  honorable  mentions,  for  the  three  best  essays  based  j 
on  original  research  work  or  any  phase  of  goiter  pre- 
sented at  the  annual  meeting  in  Memphis,  Tenn.,  May 
15-17.  Competing  manuscripts  must  be  submitted  to 
the  Corresponding  Secretary,  Dr.  J.  R.  Young,  670  1 

Cherry  St.,  Terre  Haute,  Ind.,  not  later  than  April  1 


KING  COUNTY  SOCIETY 
Pres.,  Fred  Slyfield;  Secty.,  V.  W.  Spickard. 

A general  meeting  of  King  County  Medical  Societ.v 
was  held  in  the  auditorium  of  Medical  Dental  Building 
Seattle,  December  5,  President  Fred  Slyfield  presiding 

Applications  for  membership  were  presented  from  J 

F.  Beattie,  H.  H.  Hamblin,  F.  H.  Hartunz  and  P.  R | 

Rollins.  j 

It  was  unanimously  voted  to  adopt  the  newly  revised 
by-laws  of  the  society  which  had  been  discussed  at 
previous  meetings.  The  enabling  amendment  was  adopt- 
ed providing  for  suspension  of  payments  to  the  building 
fund  during  1933. 

A revision  of  the  by-laws  was  approved,  providing 
that  payment  of  any  portion  of  dues  may  be  suspended 
for  a period  not  to  exceed  one  year,  by  two-thirds  vote 
of  members  present  and  voting  at  any  regular  meeting. 

PROGRAM 

A.  B.  Heplelr  read  a paper,  “Exstrophy  of  Bladder.’’  ] 

C.  E.  Watts  gave  a case  report  on  "Thrombosis  of  | 

the  Left  Vertebral  Artery.’’  | 

C.  W.  Knudson  and  P.  V.  vonPhul  reported  a case 
of  “Streptococcus  Viridans  Septicemia”  following  tooth 
extraction,  with  autopsy  specimen.  The  history  ex- 
tended over  a period  of  several  months  with  a variety 
of  symptoms,  ultimately  envolving  a fatal  heart  con- 
dition. 

C.  E.  Watts  read  a paper  on  “Cardiac  Asthma.”  A 
description  of  symptoms  was  outlined  with  an  analysis 
of  the  heart  conditions  which  may  exist.  Treatment  of 
the  condition  was  described.  Electrocardiograms  ob- 
served in  the  treatment  of  the  case  were  considered. 
The  paper  was  discussed  by  P.  V.  vonPhul,  G.  A.  Mc- 
Gregor and  A.  L.  Jacobson. 

The  following  officers  were  nominated  for  the  en^ 
sing  year:  president-elect,  H.  G.  Wright;  secretary- 
treasurer  V.  W.  Spickard;  trustees,  C.  E.  Hagyard,  G. 

W.  Beeler,  F.  J.  Clancy,  C.  E.  Watts,  T.  T.  Manzer 
and  J.  E.  Nelson;  delegates  to  annual  state  meeting, 

H.  E.  Coe,  F.  Slyfield,  E.  Wt  Young,  A.  T.  Wana- 
maker,  J.  T.  Whitty,  E.  B.  Brookbank,  T.  E.  Douglass, 

G.  H.  Matthews  A.  J.  Bowles,  L.  H.  Houston  and 
R.  W.  Perry. 


PIERCE  COUNTY  MEDICAL  SOCIETY 
Pres.,  J.  A.  LaGasa;  Secty.,  W.  B.  Penney 

The  regular  meeting  of  Pierce  County  Medical  So- 
ciety was  held  in  the  auditorium  in  the  Medical  Arts 
Building,  Tacoma,  on  December  13,  Dr.  J.  A.  LaGasa 
in  the  chair.  Minutes  of  the  previous  meeting  were 
read  and  approved. 

It  was  voted  that  the  resolutions  read  two  weeks  ago 
in  regard  to  health  insurance  companies  be  referred  to 
a later  meeting. 

A resolution  was  read  as  presented  by  the  local 
business  men’s  clubs,  proposing  that  the  county  hospi- 
tal be  placed  under  the  supervision  of  a board  of  com- 


January,  1933 


society  meetings 


41 


niisioners  as  provided  by  law.  A.  G.  Nace  moved  that 
the  Pierce  County  Medical  Society  go  on  record  as 
being  in  favor  of  this  resolution  and  request  that  the 
County  Commissioners  seriously  consider  the  proposed 
change.  The  motion  was  seconded  and  carried  unani- 
mously. 

L.  A.  Hopkins  presented  a resolution  to  be  submitted 
to  the  County  Commissioners,  attesting  the  high  regard 
of  the  Pierce  County  Medical  Society  for  the  profes- 
sional services  of  B.  A.  Brown  and  Ross  E.  McPhail 
as  rendered  to  the  County  and  earnestly  recommending 
their  continuance  in  their  present  positions.  Motion  was 
seconded  by  A.  G.  Nace  and  carried  unanimously. 

PROGRAM 

The  paper  of  the  evening  was  given  by  G.  A.  Grif- 
fith and  was  entitled : “Some  Observations  on  Sinus 
Surgery  with  Special  Reference  to  External  Ethmoi- 
sphenoidectomy.’’  Several  cases  were  presented  which 
had  been  treated  successfully  for  various  eye,  ear  and 
nerve  symptoms. 

Dr.  Warren  then  presented  a moving  picture  film, 
showing  the  technic  of  the  operation  as  carried  out  by 
Dr.  Griffith  and  himself,  followed  by  a paper  giving 
the  best  operative  treatment  of  these  cases.  Discussion 
was  by  Drs.  Ludwig,  Nelsen,  John  Steele,  Bell,  Cam- 
eron and  Hillis. 

The  meeting  adjourned  to  the  Tacoma  General  Hos- 
pital, where  the  Woman’s  Auxiliary  had  held  a meet- 
ing, and  joined  them  for  a delightful  social  hour  with 
coffee  and  sandwiches. 


SNOHOMISH  COUNTY  SOCIETY 
Pres.,  H.  J.  Greer;  Secty.,  L.  J.  Ferrell 
Snohomish  County  Medical  Society  held  its  annual 
meeting  at  Everett  December  7.  Beside  members  of 
the  society  there  were  a large  number  of  visitors.  The 
addresses  dealt  largely  with  economic  problems.  A. 
H.  Peacock  of  Seattle,  president  of  the  state  medical 
association,  delivered  an  address.  P.  W.  Willis  and  D. 
V.  Trueblood  of  Seattle;  were  also  speakers  on  the  pro- 
gram. 

The  following  officers  were  elected  for  the  ensuing 
year;  president,  O.  G.  Kessling  of  Arlington;  vice- 
president,  L.  G.  Woodford  of  Everett;  secretary,  S. 
E.  C.  Turvey  of  Everett;  treasurer,  E.  M.  Adams  of 
Everett. 


WALLA  WALLA  VALLEY  MEDICAL  SOCIETY 
Pres.,  E.  L.  Whitney;  Secty.,  C.  J.  Johannesson 

The  Walla  Walla  Valley  Medical  Society  held  its  reg- 
ular monthly  dinner  meeting  on  Dec.  8 at  the  Marcus 
Whitman  Hotel,  Walla  Walla. 

Dr.  George  C.  Miller  of  Seattle  delivered  a most  in- 
teresting and  valuable  address  on  “Diagnosis  of  Vascu- 
lar Lesions  of  the  Extremities”,  discussing  both  the  ob- 
structive and  vasomotor  group  of  circulatory  lesions  and 
differentiating  distinctly  and  practically  arteriosclerosis 
and  Burger’s  disease,  as  well  as  Raynaud’s  disease  and 
erythromyalgia. 

Dr.  Lawrence  Selling  of  Portland  gave  a most  com- 
prehensive and  instructive  address  on  “The  Recogni- 
tion of  Common  Brain  Lesions,”  describing  both  the 
inflammatory,  vascular  and  expanding  lesions  from  a 


practical  standpoint  as  to  diagnosis,  etiology  and  path- 
ology. 

Dr.  E.  L.  Whitney,  President,  presided  and,  consider- 
ing the  zero  temperature  (outside),  the  meeting  was 
very  well  attended  by  more  than  forty  physicians,  with 
visitors  from  Pomeroy,  Pasco  and  Kennewick. 


WHATCOM  COUNTY  SOCIETY 
Pres.,  W.  A.  Hulbrush;  Secty.,  S.  A.  Cook 
Whatcom  County  Medical  Society  held  a meeting  at 
Bellingham  December  5.  Papers  were  read  by  D.  V 
Trueblood  and  O.  A.  Nelson  of  Seattle. 

The  following  officers  were  elected  for  the  ensuing 
year:  president,  G.  F.  Cook,  vice-president,  M.  LeCocq 
of  Lynden;  secretary,  C.  V.  Farrell;  treasurer,  S.  R- 
Boynton;  censors,  C.  M.  Erb,  B.  V.  Mounter  and  J. 
R.  Morrison.  All  except  secretary  are  from  Belling- 
ham. 


YAKIMA  COUNTY  SOCIETY 

Pres.,  W.  K.  Cocklin;  Secty.,  R.  W.  Shirey 

Yakima  County  Medical  Society  held  its  annual  meet- 
ing with  a dinner  at  the  Commercial  Hotel,  Yakima, 
About  forty  members  were  present. 

The  following  officers  were  elected  for  the  ensuing 
year,  president,  J.  E.  Bittner;  vice-president,  R.  W. 
Shirey;  secretary.  H.  S.  Atwood;  treasurer,  F,  W. 
Nagler,  all  from  Yakima. 

It  was  voted  that  the  president  appoint  a commit- 
tee of  physicians  to  cooperate  with  Yakima’s  unem- 
ployeed  relief  organization  in  providing  medical  service 
to  the  needy.  The  society  went  on  record  as  opposing 
reports  on  medical  costs  circulated  through  the  mail 
by  an  eastern  research  society. 

IDAHO 

POCATELLO  MEDICAL  SOCIETY 

Pres.  O.  F.  Call ; Secy.,  W^  F.  Howard 

The  regular  meeting  of  Pocatello  Medical  Society 
was  held  at  St.  Anthony’s  Mercy  Hospital  December  1, 
at  7 :30  p.m.,  O.  F.  Call,  President,  presiding.  There 
were  present  Drs.  Call,  Ray,  Roberts,  Newton,  R.  P. 
Howard,  W.  F.  Howard,  MacKinnon,  Beck  and  Hart- 
vigsen.  Minutes  read,  revised  and  approved. 

Dr.  Newton  reported  that  the  position  of  County 
physician  was  likely  to  be  given  to  a doctor  not  in  the 
membership  of  the  Society  and  urged  action  to  secure 
the  appointment  for  a member.  Dicsussion  but  no 
action. 

Dr.  Roberts  reported  a proposed  plan  that  seemed  to 
meet  the  approval  of  Governor  Ross  to  appoint  the 
Councillors  as  members  of  the  State  Board  of  Medical 
Examiners. 

ELECTION  OF  OFFICERS 

The  following  were  nominated  as  officers  for  the 
coming  year:  President,  M.  C.  MacKinnon;  Vice-Presi- 
dent, L.  H.  Crawshaw;  Secretary-Treasurer,  W.  F. 
Howard.  In  each  case  it  was  voted  that  the  nomina- 
tions close  and  the  Secretary  cast  the  ballot  for  the 
candidate.  This  was  done  and  the  candidates  were  sep- 
arately declared  elected  to  the  office  for  which  each 
was  nominated. 
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COMMUNICATIONS 

Communications  were  read  and  filed  from  National 
Economy  League,  with  reply  to  same.  Letters  from 
Senator  Borah  and  Congressman  Smith  on  the  same 
subject. 

Communication  concerning  general  discussion  of  cost 
of  medical  care.  This  subject  is  expected  to  come  be- 
fore luncheon  clubs  and  other  organizations  nationally 
during  week  of  December  15.  Dr.  Call  appointed  as 
a committee  to  prepare  on  this  subject  Drs.  Pond,  Mac- 
Kinnon and  Roberts. 

PROGRAM 

Dr.  Richard  P.  Howard  read  a paper  on,  “Acute 
Rheumatic  Fever.”  Limits  ill-defined,  still  a question 
whether  certain  conditions,  such  as  erythema  nodosum, 
various  erythemas  and  some  other  conditions,  are  prop- 
erly classed  with  rheumatic  fever.  This  paper  discussed 
etiology  and  clinical  manifestations.  Views  of  Swift 
were  presented  on  the  allergic  nature  and  the  opinion 
expressed  that  the  specific  lesions  are  due  to  an  altered 
reaction  of  the  body  to  streptococci  of  various  strains. 
Qinical  picture  described. 

Discussion  followed  of  mild  and  occult  cases  in  adol- 
escents with  stress  on  the  diagnostic  features.  Rheu- 
matic pleurisy,  bronchopneumonia  and  the  existence  of 
abdominal  pain  probably  allergic  in  nature  were  con- 
sidered. 


SOUTHWEST  IDAHO  SOCIETY 
Pres.,  S.  H.  Wahle;  Secty.,  O.  F.  Swindall 

Southwest  Idaho  District  Medical  Society  held  a 
meeting  at  Boise,  December  9,  attended  by  sixty  physi- 
cians. 

G.  A.  Fitzgibbons  of  Portland  gave  an  illustrated 
address  on  colitis,  showing  recent  findings  of  labora- 
tory and  x-ray  work.  J.  N.  Davis  of  Kimberly,  presi- 
dent of  the  State  Medical  Association,  and  H.  W. 
Stone  of  Boise,  secretary,  spoke  on  matters  of  general 
interest  to  the  medical  profession. 

The  following  officers  were  elected  for  the  ensuing 
year;  president,  A.  C.  Jones;  vice-president,  Albert 
Boeck;  Secretary-treasurer.  Harold  Dedman,  all  of 
Boise. 


NORTH  PACIFIC  SURGICAL  ASSOCIATION 
North  Pacific  Surgical  Association  held  its  twenty- 
first  annual  meeting  at  Spokane,  December  3,  with  an 
attendance  of  over  fifty  surgeons.  The  program  com- 
prised the  reading  and  discussions  of  ten  papers  deal- 
ing chiefly  with  abdominal  surgery  and  cancer  of  the 
breast  and  bladder.  These  were  presented  by  members 
of  the  association  from  Victoria,  Portland,  Seattle 
and  Tacoma. 

The  guest  speaker  was  Dr.  William  Boyd  of  the 
Manitoba  University  School  of  Medicine  who  delivered 
an  address  on  “Tumors  of  the  Throat  and  Neck.” 

The  following  officers  were  elected  for  the  ensuing 
year.  Pres.  H.  J.  Greer;  Secty.,  L.  J.  Ferrell;  Thomas 
McPherson  of  Victoria;  first  vice-president,  Otis  F. 
Lamson  of  Seattle;  second  vice-president,  Eugene 
Rockey  of  Portland;  secretary-treasurer,  W.  K.  Liv- 
ingston of  Portland ; financial  trustee,  C.  W.  Sharpies 


of  Seattle;  councilor,  Frederick  Brodie  of  Vancouver; 
councillor  ex-officio,  A.  T.  R.  Cunningham  of  Spokane. 
The  annual  meeting  for  next  year  will  be  held  in  Vic- 
toria. 


BOOK  REVIEWS 

Mental  Defictencies  Due  To  Birth  Injuries.  By 
Edgar  A.  Doll,  Ph.D.,  Director  of  Research,  The  Train- 
ing School  at  Vineland;  Winthrop  M.  Phelps,  M.D., 
Professor  of  Orthopedic  Surgery,  Yale  University 
School  of  Medicine,  etc.;  Ruth  Taylor  Melcher,  M.A., 
Research  Assistant,  The  Training  School  in  Vineland. 
289  pp.  $4.50  The  Macmillan  Co.,  New  York,  1932. 

Until  recent  years  accurate  knowledge  of  spastic 
paralysis  has  made  but  little  advance  beyond  the  con- 
tributions of  Little.  The  frequent  association  of  mental 
and  physical  defects  due  to  intracranial  birth  injury 
has  been  observed  and  has  led  to  the  assumption  that 
they  are  inseparable  and  that  the  extent  of  the  one  is 
an  index  of  the  severity  of  the  other.  However  true 
this  may  be  in  some  cases,  it  has  been  the  cause  of 
great  and  cruel  injustice  in  many  others.  The  authors, 
stimulated  by  an  unusually  close  personal  interest,  have 
been  carrying  on  a careful  scientific  study  of  the  men- 
tality of  birth-injured  children  for  the  past  five  years. 
There  was  a very  scanty  professional  literature  regard- 
ing the  mental  condition  of  the  patients;  the  standards 
of  measurement  of  both  physical  and  mental  improve- 
ment were  faulty  and  variable;  the  factors  involved 
were  diverse  and  difficult  to  evaluate;  most  of  the 
usual  mental  tests  were  not  applicable.  They  had  to 
feel  their  way  and  make  many  changes  as  new  prob- 
lems developed. 

About  ten  per  cent  of  the  cases  at  Vineland  showed 
mental  defects  due  to  possible  birth  injuries,  and  in- 
cluded cases  showing  athetosis,  hydrocephalus,  mental 
instability  and  intention  tremor,  in  addition  to  those 
showing  spasticity.  The  study  sets  forth  the  conse- 
quences of  birth  injury  as  related  to  mental  deficiency 
and  motor  handicap,  develops  more  exact  methods  of 
mental  measurement,  evaluates  the  benefits  to  be  ex- 
pected from  physical  therapy,  and  formulates  some  of 
the  theoretical  implications  suggested  by  the  condition. 
The  greatest  obstacles  to  improvement  proved  to  be 
habits  which  had  been  developed  in  the  attempt  to  over- 
come neuromuscular  handicaps.  One  theoretical  prob- 
lem of  great  interest  which  appeared  is  the  relation 
which  handicaps  of  movement  and  speech  may  bear  to 
the  growth  of  intelligence  as  a capacity,  independent 
of  its  expression. 

The  cases  studied,  while  small  in  number,  have  been 
subjected  to  a most  thorough  analysis  and  have  served 
to  develop  many  problems  which  will  become  the  sub- 
jects of  further  research  as  rapidly  as  conditions  per- 
mit. The  book  will  be  welcomed  by  all  who  are  inter- 
ested in  the  birth-injured,  whether  from  the  physical  or 
mental  side,  and  particularly  by  those  who  have  been 
struggling  against  the  too  common  practice  of  placing 
all  spastics  in  an  undifferentiated  class  and  casting  them 
into  outer  darkness  as  far  as  improvement  and  social 
contacts  are  concerned.  Coe 
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The  1932  Year  Book  of  Radiology.  Diagnosis,  Edited 
by  Charles  A.  Waters.  M.D.,  Associate  in  Roentgeno- 
logy, John  Hopkins  University  etc.  Therapeutics.  Edited 
by  Ira  I.  Kaplan,  B.Scy.,  M.D.,  Director  Division  of 
Cancer,  Department  of  Hospitals,  City  of  New  Y’ork, 
etc.  750  pp.  $6.00.  The  Year  .Book  Publishers,  Inc.  Chi- 
cago, 1932. 

The  medical  profession  is  familiar  with  the  Year 
Book  publications.  Not  all,  but  a great  many,  of  the 
new  phases  of  internal  medicine  and  general  surgery  are 
reviewed,  classified  and  published  in  book  form  each 
year.  The  specialties,  such  as  pediatrics,  ear,  eye,  nose, 
throat  and  others,  have  been  given  separate  considera- 
tion for  many  years  but  this  is  the  first  time  that  radi- 
ology has  received  such  distinction.  This  book  has  two 
main  divisions,  one,  dealing  with  radiologic  diagnosis 
and  the  other  on  radiotherapeutics,  both  edited  by  well 
known  authors. 

This  volume  is  a compilation  of  many  of  the  best 
papers  pertaining  to  radiology  that  have  been  recently 
published  in  American  and  English  journals.  To  con- 
serve space  these  have  been  abstracted.  There  are  also 
translations  of  a great  many  foreign  articles.  The  au- 
thors have  used  careful  discrimination  and  their  com^ 
ments  show  good  judgment  and  conservatism.  Much 
valuable  information  may  be  gained  from  reading  this 
book.  Koenig. 

An.'VTOMY  of  the  Brain-  and  Spinal  Cord.  By  Wil- 
liam W.  A.  Looney,  A.B.,  M.D.,  Professor  of  Anatomy 
Baylor  University  College  of  Medicine.  Dallas,  Texas. 
With  153  Illustrations.  Second  Edition.  Revised.  370 
pp.  $4.50.  F.  A.  Davis  Co.,  Philadelphia,  1932. 

This  is  one  of  the  few  recent  works  on  neuroanatomy 
which  contains  such  a large  number  of  original  illus- 
trations. Many  of  these  drawings  are  highly  instructive 
and  of  considerable  value  to  the  clinician.  Especially 
is  this  true  of  the  diagrams  contained  in  the  section 
on  the  sympathetic  nervous  system.  From  a clinical 
standpoint  this  book  is  of  value  to  any  physician  in.- 
terested  in  the  anatomic  and  physiologic  study  of  the 
central  nervous  system.  It  is  apart  from  the  usual  run 
of  volumes  on  this  subject  in  that  the  presentation  of 
the  entire  subject  matter  is  practical  and  holds  the 
interest  of  the  reader. 

This  volume  is  refreshing  in  its  presentation  of  this 
ordinarily  uninteresting  subdivision  of  anatomy.  One 
cannot  help  but  feel  that  this  work  is  of  distinct  value 
to  the  physician  endeavoring  to  follow  the  practical 
application  of  neurology.  The  section  on  case  histories 
is  instructive  and  should  assist  the  physician  in  making 
a proper  diagnosis  and  correct  localization  of  a nervous 
lesion.  Dickerson. 

A Text-Book  of  Pathology.  An  Introduction  to 
Medicine.  By  William  Boyd,  M.D.,  M.R.C.P.  Ed., 
F.R.C.P. : Lond.,  Dipl.  Psych.,  F.R.C.S ; Professor  of 
Pathology  in  the  University  of  Manitoba,  etc.  Illus- 
trated with  287  Engravings  and  a Colored  Plate.  946 
pp.  $10.00.  Lea  & Febiger,  Philadelphia,  1932. 

The  first  part  of  this  work  is  devoted  to  general 
pathologic  processes,  such  as  inflammation,  repair,  the 
degenerations,  metabolic  and  circulatory  disturbances, 
etc.  The  method  of  approach  is  the  usual  one,  but  the 
wording  is  concise  and  vivid,  and  the  presentation 
affords  an  unusual  degree  of  understandability.  The 
chapter  on  hormones  and  vitamins  and  their  relation  to 


disease  processes  is  well  abreast  of  the  newer  know- 
ledge, presenting  the  established  facts  in  this  chaotic 
field  in  a few  brief  pages,  which  afford  the  reader  an 
excellent  summary  of  present  thought  as  to  these  sub- 
stances. 

The  classification  of  tumors  might  be  simplified 
slightly  by  elimination  of  a few  divisions.  The  chapters 
on  infectious  diseases  and  on  the  heart  are  very  good. 
In  writing  of  tumors  of  the  kidney  there  would  be  im- 
provement through  less  use  of  the  term  “hypernephro- 
ma”. Throughout,  the  paragraphs  on  the  relation  of 
symptoms  to  lesions  are  alone  sufficient  to  make  the 
book  of  great  value.  This  is  the  best  text  on  pathology 
of  its  size  that  it  has  been  the  reviewer’s  pleasure  to 
read. 

Handbook  of  Physical  Therapy.  This  volume  con- 
tains articles  by  various  authors  that  have  been  adopted 
and  authorized  for  publication  by  the  Council  on  Physi- 
cal Therapy  of  the  American  Medical  Association.  526 
pp.  Published  by  American  Medical  Association,  Chi- 
cago, 1932. 

The  contents  of  this  volume  include  reports  that  have 
been  approved  in  the  Journal  of  Ihe  American  Medical 
Association,  together  with  other  papers  on  various 
phases  of  physical  therapy.  They  are  authoritative  as 
being  published  chiefly  by  members  of  the  Council  on 
Physical  Therapy.  Practical  subjects  are  considered, 
such  as  body  mechanics  and  posture,  massage,  muscle 
training,  occupational  therapy,  rehabilitation  of  the  dis- 
abled. A series  of  chapters  by  Coblentz  discuss  various 
phases  of  radiation  and  characteristics  of  ultraviolet 
light.  If  one  seeks  the  scientific  basis  for  many  phases 
of  physical  therapy  applications,  he  will  find  desirable 
information  in  this  volume. 

The  Medical  Clinics  of  North  Americ.a..  (Issued 
serially,  one  number  every  other  month.)  \''olume  16 
No.  3 (University  of  California  Number,  November 
1932)  Octavo  of  195  pages  with  31  illustrations.  Per 
clinic  year,  July  1932  to  May  1933.  Paper,  $12.(X);  Cloth, 
$16.00  net.  Philadelphia  and  London : W.  B.  Saunders 
Company,  1932. 

This  volume  is  a report  of  a series  of  lectures  and 
demonstrations  by  Dr.  Jonathan  C.  Meakins,  Professor 
of  Medicine  at  McGill  University  delivered  last  spring 
at  the  University  of  California  Medical  School,  while 
on  a visiting  lectureship  under  the  deanship  of  Dr. 
Langley  Porter.  He  states  that  the  approach  to  the 
teaching  of  clinical  medicine  consists  of  looking  back 
from  the  structural  changes  which  we  see  in  the  post- 
mortem room  and  visualizing  what  was  occurring  in  the 
individual  during  life.  From  this  standpoint  were  pre- 
sented a series  of  clinics  on  dyspnea,  cyanosis,  edema, 
rheumatic  fever,  serous  tuberculosis,  arterial  occlusions, 
chronic  (nontuberculous)  pulmonary  disease,  nephritis, 
tetany,  cardiac  irregularities,  jaundice  and  blood  pres- 
sure. All  these  subjects  are  discussed  in  a fascinating 
and  instructive  manner  well  worth  the  attention  which 
one  can  pay  to  them. 
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CHRONIC  ARTHRITIS.  CLASSIFICA- 
TION AND  TREATMENT* 

Joseph  L.  Miller,  M.D. 

Clinical  Professor  of  Medicine,  The  School  of  Medicine 
of  The  University  of  Chicago. 

CHICAGO,  ILL. 

In  no  other  widely  prevalent  disease  has  there 
been  so  much  confusion  as  in  chronic  arthritis. 
Until  at  least  recent  years,  from  an  etiologic 
standpoint  it  has  been  considered  a disease  entity. 
Even  at  the  present  time  many  writers  on  the 
treatment  of  chronic  arthritis  either  fail  to  recog- 
nize a difference  in  etiology  or,  if  accepting  a 
different  origin,  claim  that  clinically  it  is  often 
impossible  to  separate  the  two  forms.  I think 
it  can  be  shown  that,  included  under  this  name, 
there  are  two  distinct  diseases,  differing  in  path- 
ology and  etiology,  and  consequently  in  treatment. 

Recently  the  International  Congress  on  Chronic 
Rheumatism  recommended  a nomenclature  which 
eventually  will  probably  be  generally  adopted. 
The  two  terms  recommended  were  “rheumatoid 
arthritis”  and  “osteoarthritis.”  Synonymous 
names  used  at  present  for  rheumatoid  arthritis 
are  infective  arthritis,  atrophic  arthritis,  arthritis 
deformans  and  proliferative  arthritis,  the  latter 
being  a pathologic  descriptive  term.  Hypertro- 
phic arthritis  is  synonymous  with  osteoarthritis 
and  degenerative  arthritis,  the  latter  a pathologic 
descriptive  term.  Rheumatoid  arthritis,  a name 
which  has  been  in  use  in  England  for  many 

•-Address  Presented  before  the  Sixteenth  Annual 
University  of  Washington  Graduate  Medical  Course, 
Seattle.  Wash.,  July  18-22,  1932. 


years,  is  a satisfactory  descriptive  term,  as  the 
disease  in  the  more  acute  cases  bears  consider- 
able resemblance  to  acute  rheumatic  fever.  How- 
ever, a better  term  is  chronic  infective  arthritis 
and  I hope  this  terminology  may  be  adopted  in  the 
near  future.  The  term  osteoarthritis,  however, 
is  not  satisfactory  as  the  disease  is  degenerative 
rather  than  inflammatory  in  nature.  A better 
name  is  osteoarthrosis,  I believe  first  recommen- 
ded by  Frederich  Mueller  of  Munich. 

CLINICAL  MANIFESTATIONS 
Clinically  these  two  types  can  be  differentiated 
and  the  presence  of  mixed  forms  explained  when 
the  etiology  of  the  two  types  is  understood.  The 
Heberden  node  and  spurs  on  the  spine  are  two 
common  clinical  expressions  of  osteoarthrosis. 
Spur  formations  may  develop  on  any  articulation, 
although  I have  never  seen  osteoarthrosis  of  the 
maxiliary  joint,  a not  uncommon  site  of  rheuma- 
toid arthritis.  The  metacarpal  and  metatarsal 
articulations  so  frequently  involved  in  rheuma- 
toid arthritis  usually  escapes  in  osteoarthrosis. 
Of  the  large  joints,  the  knee  is  probably  more  fre- 
quently involved  in  osteoarthrosis  than  the  elbow. 
This  can  readily  be  explained  as  the  former  is  a 
weight-bearing  joint.  There  is  no  evidence  of 
an  inflammatory  reaction  in  the  involved  joints. 
Heberden’s  nodes  may  be  tender  and  slightly 
painful  when  they  develop  rapidly,  probably  due 
to  damage  of  the  adjacent  soft  tissues.  Pallor, 
coldness,  and  evidence  of  atrophy  of  skin  and 
muscles  are  not  observed  in  osteoarthrosis.  On 
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account  of  the  absence  of  muscle  atrophy,  marked 
deformities  are  not  found.  With  the  exception  ol 
the  spine,  true  ankylosis  does  not  occur.  Osteo- 
arthrosis, except  when  due  to  acute  injury,  rarely 
occurs  before  the  fourth  decade  and  increases 
with  advancing  years. 

The  symptoms  of  osteoarthrosis  most  frequent- 
ly arise  from  the  spinal  involvement  and  are  in 
the  nature  of  neuralgias  referred  to  as  root  pains, 
apparently  due  to  nerve  trauma  from  the  osteo- 
phytes. The  majority  of  sciaticas,  lumbagos,  in- 
tercostal and  brachial  neuralgias  probably  owe 
their  origin  to  spinal  osteoarthrosis.  In  the  knee, 
however,  as  we  are  dealing  with  a weight-bear- 
ing joint,  the  pains  come  largely  from  pressure 
which  is  produced  by  standing,  walking  and 
especially  going  down  stairs.  It  is  not  necessary 
to  describe  the  roentgen  findings  except  to  state 
that  osteophytes  often  first  appear  a considerable 
time  after  the  recognized  onset  of  the  disease. 

The  signs  and  symptoms  of  rheumatoid  arth- 
ritis are  quite  different.  If  it  involves  the  fingers, 
it  is  located  most  frequently  in  the  midphalangeal 
articulation  or  the  knuckle ; only  rarely,  and  then 
in  the  very  acute  cases,  do  we  find  involvement 
in  the  terminal  articulation.  It  may  involve  any 
articulation  in  the  body.  Fingers,  toes  and  the 
metacarpal  and  metatarsal  articulations  rarely 
escape  in  the  more  advanced  cases. 

The  onset  varies  greatly.  In  children  (where 
it  was  formerly  known  as  Still’s  disease)  it  may 
be  difficult  in  the  early  stages  to  differentiate  it 
from  acute  rheumatic  fever.  The  onset  in  adults 
may  shade  down  to  a point  where  the  early  symp- 
toms are  extremely  mild.  Let  us  take,  for  ex- 
ample, its  beginning  in  a midphalangeal  articula- 
tion. The  patient  notices  some  pains,  especially 
after  a night’s  sleep,  on  flexion  of  the  fingers. 
Pressure  reveals  some  tenderness  and,  except  in 
the  very  mild  cases,  a sense  of  heat.  If  the  dis- 
ease progresses,  the  disability  increases  and  a 
swelling  of  the  articulation  which  gradually  as- 
sumes a spindle  form  may  be  observed.  Sub- 
cutaneous rheumatic  nodules  may  be  present,  but 
not  as  frequently  as  in  acute  rheumatic  fever. 
These  nodules  are  not  found  in  osteoarthrosis. 
Fever  and  leucocytosis,  if  present,  are  extremely 
moderate.  The  physician,  however,  is  aware  that 
he  is  dealing  with  an  inflammatory  reaction. 
Between  the  very  acute  and  the  very  mild  onset 
there  are  all  gradations. 

If  the  disease  progresses,  it  will  be  noted  that 
the  fingers  become  pale,  cold,  and  clammy,  evi- 


dence of  ischemia.  The  skin  becomes  glossy  due 
to  atrophy  and  finally  muscle  atrophy  develops, 
leading  to  the  characteristic  ulnar  deviation  of  the 
hand.  Very  early  ankylosis  of  the  involved  joint 
may  develop.  With  similar  involvement  in  other 
articulations,  the  patient  may  become  a helpless 
cripple.  Fortunately  in  very  few  cases  is  the  dis- 
ease so  active  or  steadily  progressive  as  to  lead 
to  an  extreme  degree  of  disability. 

Unlike  osteoarthrosis,  this  disease  may  develop 
at  any  age  but  its  onset  is  rare  after  fifty.  It  is 
usually  a disease  of  the  first  four  decades  of  life, 
while  osteoarthrosis  most  frequently  appears  after 
this  period. 

Mixed  forms,  that  is  where  both  types  appear 
in  the  same  individual,  will  be  discussed  later.  The 
two  types  of  arthritis  are  distinct  and  a clinician 
of  experience  in  this  disease  rarely  has  difficulty 
in  differentiating  the  two  forms.  Differentiation 
is  essential,  if  we  are  to  develop  any  worthwhile 
information  in  regard  to  therapeutic  measures. 
In  obscure  active  cases  the  sedimentation  test 
may  aid  in  the  differential  diagnosis.  Dawson, 
Olmsted,  and  Boots^,  have  found  this  test  uni- 
formly positive  in  all  active  cases  of  rheumatoid 
arthritis,  and  others  have  shown  it  to  be  always 
negative  in  osteoarthrosis. 

PATHOLOGY  OF  CHRONIC  ARTHRITIS 

The  first  careful  pathologic  study  of  this  dis- 
ease was  made  by  Nichols  and  Richardson^,  and 
their  findings  have  been  confirmed  by  others. 
The  earliest  observed  change  in  rheumatoid  arth- 
ritis is  a round  cell  infiltration  which  begins  in  the 
synovial  membrane  at  the  periphery  of  the  joint 
and  gradually  spreads  centralward.  This  pannus 
may  extend  over  the  entire  articular  surface,  but 
frequently  does  not  involve  the  central  portions 
of  the  synovium.  Beneath  this  inflammatory 
carpet  the  cartilage  is  destroyed.  The  round  cells 
are  converted  into  connective  tissue  and  finally 
into  fibrous  tissue.  If  such  a joint  is  fixed,  fib- 
rous ankylosis  develops.  If  motion  is  maintained, 
a firm  fibrous  tissue  develops  which  makes  a 
fairly  serviceable  articular  surface.  Weight-bear- 
ing, however,  should  be  avoided.  A similar  round 
cell  infiltration  invades  the  periarticular  struc- 
tures and  accounts  for  the  peculiar  spindle-shaped 
appearance  of  the  joint.  This  later  changes 
to  fibrous  tissue  and  may  become  an  additional 

1.  Dawson,  M.  H.,  Olmsted.  W.  and  Boots,  R.  H., 
Ag-glutination  Reactions  In  Rheumatoid  Arthritis.  Ag- 
glutination Reactions  with  Streptococcus  Hemolyticus. 
J.  Immunol.  23:205-228,  Sept.,  1932. 

2.  Nichols,  E.  H.  and  Richardson,  F.  L.,  Arthritis 
Deformas.  J.  Med.  Research,  21:149-221,  1909. 
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factor  in  procjucing  ankylosis.  Tlie  round  cell  in- 
filtration is  no  doubt  due  to  an  infection  in  the 
joint.  New  bone  formation  is  never  due  directly 
to  the  rheumatoid  arthritis. 

Does  rheumatoid  arthritis  attack  the  spine  ? The 
spine  in  this  disease  has  apparently  received  lit- 
tle attention  from  the  pathologist.  The  inter- 
vertebral discs  are  fibrous  cartilage  and  this  prob- 
ably explains  why  they  are  slightly  if  at  all  in- 
volved. There  is  some  evidence,  however,  that 
this  disease  may  involve  the  lateral  articulations 
of  the  vertebrae. 

PATHOLOGY  OF  OSTEOARTHROSIS 

The  changes  here  are  entirely  different  from 
those  observed  in  rheumatoid  arthritis.  The  early 
changes  consist  of  horizontal  splitting  of  the 
cartilage,  followed  by  degenerative  changes  which 
do  not  involve  the  cartilage  uniformly,  but  in  cir- 
cumscribed areas  giving  a pitted  appearance,  and 
ossification  frequently  develops  in  the  intact  is- 
lands. This  tyjie  of  degenerative  change  is  confin- 
ed largely  to  the  central  portion  of  the  articular  sur- 
face, probably  due  to  its  poorer  nutritional  supply. 
Following  these  changes  there  is  marked  proli- 
feration of  the  peripheral  cartilage,  producing  a 
lipping.  This  is  thought  by  some  to  be  a physio- 
logic response  to  increase  the  articular  surface. 
Later  ossification  occurs  in  this  proliferated  area, 
giving  the  characteristic  bony  lipping. 

In  addition  to  these  changes  there  is  marked 
hyperplasia  and  hypertrophy  of  the  villi.  The 
crunching  sound  elicited  on  movement  of  the  knee 
in  osteoarthrosis  arises  from  contact  of  these 
villous  masses.  Cartilage  may  form  in  these  villi, 
become  detached,  and  form  free  joint  bodies. 

Ischemia  and  skin  and  muscle  atrophy  are  not 
observed  in  osteoarthrosis.  True  ankylosis  does 
not  occur  except  in  the  spine.  Pathologically  the 
disease  is  degenerative  and  not  inflammatory  in 
character.  As  will  be  shown  later,  this  is  in  ac- 
cord with  its  probable  etiology. 

ETIOLOGY  OF  RHEUMATOID  ARTHRITIS 

Both  the  clinical  and  pathologic  findings  be- 
speak its  infective  origin.  The  finding  of  strep- 
tococci in  the  blood  stream,  synovial  fluid  and  ad- 
jacent lymph  nodes  supports  this  view.  To  this 
may  be  added  the  presence  of  a positive  sedimen- 
tation test.  Some  believe  there  is  an  allergic 
factor  that  accounts  in  part  for  the  joint  mani- 
festation. If  so,  it  is  secondary  or  owes  its  origin 
to  bacterial  infection.  There  is  a wide-spread  be- 
lief that  the  infection  is  streptococcal,  not,  how- 
ever, due  to  a specific  strain.  With  the  excep- 


tion of  Cecil  who  reported  an  attenuated  hemo- 
lytic streptococcus  in  cultures,  the  streptococcus 
viridans  has  been  the  predominating  microorgan- 
ism. The  studies  of  Dawson,  Olmsted  and  Boots 
show  that  all  strains  of  streptococcus  hemolyticus 
are  agglutinated  in  high  titre  by  the  serum  from 
patients  with  rheumatoid  arthritis,  while  various 
strains  of  viridans  show  slight,  if  any,  tendency 
to  agglutinate.  The  above  authors  believe  from 
this  evidence  that  hemolytic  streptococci  are  the 
infective  agent  in  this  disease. 

There  is  at  present  a considerable  difference 
of  opinion  as  to  the  focus  or  foci  from  which  the 
microorganism  enters  the  blood  stream.  It  is 
the  opinion  of  the  author  that  in  thinking  of  foci, 
attention  has  been  directed  toward  chronic  foci 
of  infection  as  crypts  in  tonsils,  apical  abscesses 
and  infected  prostates,  rather  than  to  the  acute 
streptococcal  infections  as  nasopharyngitis,  acute 
sinuoitis  or  bronchitis.  In  chronic  foci,  especially 
root  abscesses,  the  infection  is  surrounded  by  a 
protective  wall  to  prevent  its  dissemination.  Un- 
der these  conditions,  probably  a minimum  amount 
of  the  infection  gains  access  to  the  blood  stream. 
Furthermore,  the  bacteria  have  lost  much  of  their 
virulence  and  the  host  has  probably  acquired  some 
immunity.  It  is  the  author’s  opinion  that  the  most 
probable  source  of  infection  is  acute  nasopharyn- 
gitis. It  has  been  shown  that  in  the  recurrent 
acute  arthritis  of  children  removal  of  tonsils  is 
ineffective,  as  the  children  have  recurrent  naso- 
pharyngitis preceding  their  arthritis.  Whatever 
may  be  the  source  of  infection,  little  benefit  can 
be  anticipated  by  removal  of  such  foci  after  the 
microorganisms  have  gained  access  to  the  blood 
stream,  unless  to  prevent  recurrences  of  the  in- 
fection, as  the  course  of  the  disease  is  charac- 
terized by  remissions,  followed  by  exacerbations 
probably  due  to  reinfection. 

The  cause  of  the  ischemia  and  its  possible  etio- 
logic  role  is  still  a problem.  Whether  the  muscle 
atrophy  is  the  result  of  the  ischemia,  or  independ- 
ent of  it,  is  another  unsolved  problem. 

ETIOLOGY  OF  osteoarthrosis 

As  might  be  inferred  from  the  pathologic  find- 
ings, no  one  has  obtained  positive  blood  cultures 
in  this  disease.  Fisher^,  an  English  orthopedist, 
has  given  us  the  best  etiologic  definition  of  this 
disease.  “It  is  not  a disease  sui  generis,  but  a 
physiologic  response  to  some  form  of  irritation 
either  mechanical  or  chemical.”  The  mechanical 

3.  F'isher,  A.  G.  B.,  Chronic  (Nontuberculous)  Ar- 
thritis: Pathology  and  Principles  of  Modern  Treat- 
ment. Macmillan  Co.,  New  York,  1929. 
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factor  is  apparently  more  important,  the  main 
factor  being  mild  long-continued,  or  severe  acute 
trauma. 

Acute  injury  will  be  considered  first.  The 
baseball  finger  is  an  osteoarthrosis.  I recently 
saw  a man  55  years  of  age  with  a Heberden’s 
node  on  the  middle  joint  of  the  little  finger.  This, 
he  told  me,  developed  when  he  was  six  years  of 
age,  when  his  father  struck  him  at  this  point  with 
a whip.  He  had  Heberden’s  nodes  on  the  ter- 
minal articulations  of  his  fingers  due  to  long 
continued  mild  trauma. 

An  acute  injury  to  a vertebra  may  be  followed 
by  the  outgrowth  of  osteophytes  from  the  ad- 
jacent and  injured  vertebrae.  The  union  of  these 
spurs  splints  the  affected  one,  a good  example  of 
physiologic  response  to  mechanical  injury.  A 
similar  response  after  typhoid  fever  may  occur. 
Here  the  damage  to  the  vertebra  is  due  to  a ty- 
phoid osteomyelitis,  limited  to  a small  area.  We 
might  say  the  acute  injury  was  due  to  the  chemical 
action  of  the  bacteria,  but  the  osteophytes  are 
not  directly  due  to  the  infection. 

Osteoarthrosis  is  a disease  of  later  life,  most 
frequently  after  the  fourth  decade,  and  increas- 
ing in  frequency  from  then  on.  Age  represents 
long  continued  mild  trauma.  Heberden’s  nodes 
are  rare  in  the  male  desk  worker,  but  frequent  in 
the  laborer  or  farmer  of  the  same  age.  Women 
have  Heberden’s  nodes  more  frequently  than 
men,  as  they  use  their  fingers  more. 

Recently  I saw  a woman  who  had  long  been  a 
patient  of  mine.  She  had  not  consulted  me  for  a 
year,  and  I noticed  she  had  marked  Heberden’s 
nodes  which  she  did  not  have  at  her  previous 
visit.  When  asked  as  to  the  cause  of  this  con- 
dition, she  promptly  replied  that  it  was  due  to 
the  depression  as  she  was  now  forced  to  do  her 
own  house  work.  In  women,  as  a rule,  the  node 
first  develops  on  the  index  finger  which  is  prob- 
ably due  to  opposition  of  this  finger  to  the  thumb. 
Another  patient,  a woman  of  55,  had  injured  the 
palm  of  the  right  hand  ten  years  before  and  con- 
sequently she  became  accustomed  to  using  the 
left  hand  excessively  and  soon  developed  Heber- 
den’s nodes  on  the  left  hand,  while  the  right  hand 
was  free. 

Roentgenograms  were  taken  of  a large  number 
of  Olympian  athletes  at  the  meet  in  Amsterdam. 
These  were  all  relatively  young  men.  The  javelin 
thrower  frequently  showed  osteophytes  on  elbow 
or  shoulder,  the  hurdler  on  ankles  or  knees,  and 
so  throughout.  The  joint  that  had  been  used 


excessively  responded  frequently  with  the  de- 
velopment of  osteophytes. 

In  the  British  Isles  and  countries  on  the  Con- 
tinent, where  compulsory  health  insurance  has 
been  adopted,  osteoarthrosis  is  a frequent  cause 
of  disability.  It  has  been  observed  that  a person 
working  at  a machine,  who  must  pull  a lever  fre- 
quently, develops  osteophytes  in  the  elbow  or 
shoulder ; when  he  presses  a pedal  frequently, 
on  the  foot,  ankle  or  knee.  In  England  it  has 
been  noted  that  the  workers  with  heavy  steel  most 
frequently  suffer  from  lumbago,  due  to  osteo- 
arthrosis of  the  lumbar  spine. 

Osteoarthrosis  of  the  knees  is  not  infrequently 
observed  in  overweight  women  around  the  meno- 
pause, and  is  often  referred  to  as  arthritis  of  the 
menopause  and  suspicions  cast  on  the  ductless 
glands.  That  arthritis  appears  at  this  period  is, 
I believe,  solely  due  to  increase  in  weight,  as 
slender  women  are  rarely  troubled  with  it.  I 
have  seen  two  slender  patients,  under  thirty  years 
of  age,  with  osteoarthrosis  of  the  knee.  In  both 
of  these  there  was  a previous  definite  history  of 
severe  trauma  to  the  knees  followed  by  synovitis. 

The  spine  is  the  most  frequent  site  of  osteo- 
arthrosis. At  the  Mayo  Clinic,  in  2,000  roent- 
genograms of  the  lumbar  spine  of  people  over 
fifty  years  of  age,  spurs  were  noted  in  47  per 
cent  of  the  women  and  64  per  cent  of  the  men. 
Its  greater  frequency  in  man  can  be  accounted 
for  by  the  character  of  his  occupation. 

In  the  Nubian  mummies  dating  back  to  6000 
B.  C.,  according  to  the  English  anatomist  and 
archeologist  Jones'*,  practically  every  adult  spine 
shows  evidence  of  this  disease.  Machines  and 
draught  animals  were  unknown.  The  carrying  and 
pulling  of  heavy  burdens  was  no  doubt  an  im- 
portant factor  in  its  early  development.  Man’s 
spine  has  never  adjusted  itself  to  the  upright 
posture  and  it  is  this  maladjustment  that  accounts 
for  the  frequency  with  which  it  is  involved. 

The  late  Professor  Schmorl  of  Dresden  has 
made  a most  exhaustive  study  on  the  role  of  the 
intervertebral  discs.  Ormand  A.  Beadle  spent 
several  months  with  Schmorl,  working  on  a grant 
given  by  the  British  Research  Council.  The 
Council  has  recently  published  a pamphlet  under 
the  title,  “The  Intervertebral  Discs.”  In  the  in- 
tervertebral disc  there  is  a highly  elastic  spherical 
body,  fibrocartilaginous  in  structure,  known  as 
the  nucleus  pulposus.  This  acts  as  shock  ab- 

4.  .Jones,  F.  W..  Archeolog'i.cal  Survey  of  Nubia.  Re- 
port.s  for  1907-1908,  p.  2262. 
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sorber  and  also  aids  in  the  rotation  of  the  verte- 
brae. In  young  people  up  to  twenty  years  of  age, 
this  body  is  intact;  later  it  frequently  undergoes 
degenerative  changes  probably  due  to  overuse 
or  misuse,  and  after  midlife  may  no  longer  func- 
tion. The  absence  of  this  shock  absorber  prob- 
ably accounts  for  the  great  frequency  of  osteo- 
arthrosis after  the  fourth  decade  of  life. 

Occupation  may  play  an  important  role  in  the 
early  development  of  this  disease.  It  is  claimed 
that  the  English  cavalry  officer  suffers  from 
lumbago.  On  the  concavity  of  a scoliotic  spine 
osteophytes  frequently  develop.  I recently  saw 
a spinal  roentgenogram  of  a man  who  for  four- 
teen years  had  worked  with  a shearing  machine. 
While  at  work  his  trunk  was  bent  to  the  right  and 
the  right  side  of  the  vertebrae  showed  numerous 
osteophytes. 

Mention  has  been  made  that  a severe  injury  to 
a vertebra,  as  a severe  blow  or  crushing  trauma 
which  may  or  may  not  result  in  a fracture,  fre- 
quently is  followed  by  the  development  of  osteo- 
phytes on  the  injured  and  adjacent  vertebrae.  A 
localized  osteoarthrosis  of  the  spine  is  usually  due 
to  acute  trauma  of  vertebra  or  vertebrae. 

The  traumatic  origin  of  osteoarthrosis  has  been 
confirmed  by  animal  experimentation.  Mention 
only  will  be  made  of  the  experimental  work  of 
Fisher.  He  shaved  off  a thin  layer  of  central 
cartilage  from  the  knee  of  a rabbit.  Several 
months  later  the  animal  was  killed  and  the  knee 
examined.  There  had  not  been  any  regeneration 
of  the  cartilage;  on  the  contrary,  this  entire  in- 
jured area  had  become  necrotic.  In  addition,  he 
found  proliferation  of  the  peripheral  cartilage 
resulting  in  lipping.  He  states  that  injury  to  the 
central  cartilage  is  followed  by  a series  of  events, 
physiologic  in  character,  which  we  recognize  as 
osteoarthrosis. 

There  is  another  type  of  spinal  involvement, 
probably  infective  in  origin,  frequently  referred 
to  as  the  “poker  spine.”  This  is  not  an  osteo- 
arthrosis, although  at  times  confused  with  it.  It 
is  of  very  gradual  onset  without  fever  or  leu- 
cocytosis.  The  final  changes  are  osteoporosis  of 
vertebrae,  ossification  of  the  spinal  ligaments  and 
frequently  of  the  intervertebral  discs,  and  often 
ankylosis  of  the  lateral  articulations  of  the  verte- 
brae. The  spine  is  enclosed  in  a bony  casement. 
The  roentgenogram  reveals  a “bamboo-like  ap- 
pearance.” Not  infrequently  the  joints  of  the 
extremities  are  involved  with  an  ankylosing  form 
or  arthritis,  resembling  and  perhaps  identical 


with  rheumatoid  arthritis.  As  before  stated,  this 
disease  usually  follows  some  acute  infectious  dis- 
ease. In  some  cases  it  begins  insidiously  without 
a previous  history  of  acute  infection.  It  is,  how- 
ever, recognized  as  an  infective  type  of  chronic 
arthritis  and  goes  under  the  name  of  spondylar- 
thritis ankylopoietica. 

MIXED  FORMS 

The  interpretation  of  mixed  forms  or  chronic 
arthritis,  where  both  types  are  present  in  the 
same  individual,  is  not  difficult  to  interpret.  In 
some  instances  the  patient  had  osteoarthrosis  be- 
fore he  acquired  the  rheumatoid  type.  Frequent- 
ly the  osteoarthrosis  is  a result  of  his  rheumatoid 
arthritis.  Ulnar  deviation  of  the  hand  is  a com- 
mon deformity  in  this  disease  which,  by  causing 
unequal  pressure  on  the  joint  surface  or  by  pro- 
ducing traction,  may  lead  to  the  formation  of 
osteophytes.  Rheumatoid  arthritis  of  the  foot, 
with  consequent  deformity  or  club  foot,  in  the 
same  manner  may  be  responsible  for  osteo- 
arthrosis of  the  knee  or,  by  causing  scoliosis, 
osteoarthrosis  of  the  spine. 

By  careful  consideration  of  the  history  and 
examination,  the  presence  of  osteoarthrosis  in  a 
patient  with  rheumatoid  arthritis  can  usually  be 
explained.  Rheumatoid  arthritis  per  se  is  not 
associated  with  new  bone  growth. 

COURSE  AND  PROGNOSIS 

Rheumatoid  arthritis  may  be,  but  is  not  nec- 
essarily, a disabling  disease.  In  the  severe  forms 
a high  degree  of  disability  may  develop  within  a 
year.  In  the  milder  types  the  patient,  after  the 
lapse  of  twenty  years,  may  have  only  a moderate 
amount  of  disability.  The  course  of  the  disease 
is  one  of  remissions  and  exacerbations,  or  in 
some  cases  remission  without  recurrence  at  least 
for  many  years.  I have  seen  patients  where  the 
disease  ran  its  course  in  a few  months,  leaving 
one  or  more  joints  ankylosed.  In  other  cases  the 
infection  may  subside  within  a year,  but  the  pa- 
tient is  a hopeless  cripple.  Or  the  infection  may 
become  much  less  active  but  still  present. 

These  remissions  occur  in  untreated  cases  and  a 
careful  study  of  the  history  fails  to  furnish  any 
explanation.  As  a rule,  the  more  acute  the  onset 
the  greater  the  probability  of  serious  damage.  It 
is  well  to  bear  in  mind  that  rheumatoid  arthritis 
does  not  always  lead  to  a high  degree  of  disability. 
Still’s  disease  almost,  if  not  always,  results  in  a 
high  degree  of  permanent  disability. 

Osteoarthrosis,  on  the  other  hand,  is  rarely 
crippling.  Only  a very  small  percentage  of  in- 
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dividuals  with  osteoarthrosis  of  the  spine  suffer 
any  inconvenience.  If  occupation  plays  an  im- 
portant role  in  etiology  the  individual  may  be  dis- 
abled for  this  particular  calling,  but  could  carry 
on  comfortably  at  some  other  work.  The  root 
pains  probably  develop  as  the  result  of  nerve 
trauma;  if  further  nerve  injury  is  avoided,  the 
pains  gradually  subside.  Osteoarthrosis  of  the 
knees,  on  the  whole,  is  the  most  persistent  and 
annoying.  It  limits  the  patient’s  activity,  but  does 
not  produce  a marked  degree  of  disability.  On  the 
whole,  osteoarthrosis  is  not  a grave  disease;  it  is 
annoying  rather  than  disabling. 

TREATMENT 

Rheumatoid  arthritis.  In  rheumatoid  arthritis 
the  important  problem  is  to  destroy  the  infection 
and  to  prevent  fibrous  ankylosis.  Much  can  be 
done  to  avoid  stiffening  of  the  joint  by  passive 
or  gentle  active  movement.  Even  in  the  more 
acute  types  of  this  disease,  prolonged  fixation 
of  the  joint  should  be  avoided.  The  patient  should 
be  informed  of  the  importance  of  movement,  but 
should  avoid  pressure  on  the  weight-bearing 
joints.  The  use  of  heat  will  often  facilitate  move- 
ment of  the  joint.  An  attempt  should  be  made 
to  prevent  contraction  due  to  unequal  muscle 
atrophy. 

In  the  beginning  it  is  more  important  to  destroy 
the  infection  than  to  remove  foci.  Extraction  of 
teeth  may  admit  streptococci  from  the  mouth  into 
the  blood  stream.  After  the  infection  has  disap- 
peared, either  spontaneously  or  as  a result  of 
treatment,  then  consideration  of  possible  foci  may 
be  investigated.  I have  never  seen  a patient  with 
this  type  of  arthritis  where  improvement  could  be 
traced  definitely  to  removal  of  teeth,  but  I have 
seen  a number  of  cases  where  the  infection  has 
become  more  active  after  the  extraction  of  a 
tooth.  Too  much  attention  may  be  given  to  re- 
moval of  foci  and  too  little  to  the  involved  joints. 

Cod-liver  oil,  with  its  reputed  effect  on  infec- 
tion, should  be  administered  freely.  Yeast,  with 
its  vitamin  B,  can  do  no  harm  and  possibly  may 
be  beneficial  by  increasing  the  bowel  tone  and 
facilitating  evacuation.  As  some  believe  the  strep- 
tococci responsible  for  the  infection  inhabit  the 
intestinal  tract,  daily  movements  of  the  bowels 
should  be  maintained.  A general  mixed  diet, 
rather  than  a special  restricted  one,  will  add  to 
the  patient’s  comfort  and,  as  far  as  is  known, 
will  not  retard  recovery.  Treatment  of  this  char- 
acter may  raise  the  patient’s  resistance  to  the  in- 
fection. 


Efforts  to  destroy  the  infection  are  limited 
largely  to  the  use  of  vaccines  given  either  sub- 
cutaneously or  intravenously.  In  reveiwing  the 
value  of  vaccine  therapy,  only  those  reports  where 
the  two  types  have  been  differentiated  and  the 
treatment  confined  to  the  rheumatoid  form  have 
any  value. 

The  result  of  subcutaneous  vaccines,  while  ap- 
parently having  some  possible  value,  is  I believe 
open  to  some  question  as  the  treatment  is  con- 
tinued for  a very  long  period  (not  infrequently 
two  years),  thus  giving  opportunity  for  spon- 
taneous remissions  or  recovery.  Crow  and  Bur- 
bank, both  of  whom  treat  both  types  with  vaccine 
and  report  good  results,  have  recently  changed 
their  dosage.  Formerly  they  used  increasingly 
large  amounts  and  now  give  very  small  doses, 
rarely  more  than  100,000,  and  this  amount  is 
reduced  if  improvement  does  not  appear  or  if  a 
reaction  occurs  to  as  low  as  50  bacteria.  Burbank 
now  believes  the  joint  manifestations  are  allergic 
and  hence  the  small  dosage.  Both  use  mixed 
vaccines,  containing,  presumably,  a number  of 
strains  of  streptococci  and  in  addition  a staphylo- 
coccus. 

The  recent  careful  work  of  Dawson,  Olmstead 
and  Boots  deserves  comment.  After  using  sub- 
cutaneous vaccine  in  varying  doses  on  a very 
large  number  of  patients  with  rheumatoid  arthri- 
tis, whom  they  followed  for  a satisfactory  period 
of  time,  they  come  to  the  conclusion  that  there 
was  no  evidence  of  the  curative  effect  of  vac- 
cines. 

Recently  there  has  been  an  increasing  tendency 
to  resort  to  intravenous  vaccine  therapy.  Gray 
and  Gowen^  have  confined  their  treatment  to  the 
rheumatoid  type  and  have  used  a vaccine  obtained 
from  the  blood  stream  of  a patient,  giving  a dos- 
age (intravenously)  small  enough  to  avoid  a re- 
action. The  initial  dose  is  100,000.  This  is  re- 
peated every  three  to  four  days,  increasing  each 
dose  by  100,000  until  it  reaches  1,000,000.  Fol- 
lowing this  they  continue  with  the  same  increase 
every  five  days  until  the  dosage  reaches  10,000,- 
000.  Following  this  they  increase  the  dosage 
more  rapidly,  rarely  passing  100,000,000.  As  can 
be  seen,  the  period  of  treatment  is  very  prolonged 
and  they  believe  prolonged  treatment  is  essential. 
They  report  good  results,  but  1 believe  no  repor* 
has  been  made  on  the  condition  of  these  patients 
a year  or  more  after  treatment  was  discontinued. 

5.  Gray,  J W.  and  Gowen,  C.  H..  Role  of  Strepto- 
coccus in  Arthritis  Deformans;  Improved  Cultural 
Method.  Am.  J.  M.  Sc.,  182:682-700,  Nov.,  1931. 
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Wetherby  and  Clawson®  do  not  differentiate 
between  the  two  types  of  arthritis.  Consequent- 
ly, their  results  are  of  questionable  value.  They 
prepared  their  vaccine  from  a culture  of  strepto- 
coccus viridans,  obtained  from  a patient  with 
acute  rheumatic  fever.  This  strain  has  been  re- 
cultured for  nine  years  and  has  lost  much  of  its 
virulence.  This  can  scarcely  be  considered  a 
specific  vaccine  for  rheumatoid  arthritis.  The 
patient  receives  weekly  injections  intravenously, 
beginning  with  100  million  and  increasing  each 
injection  by  100  million.  The  total  number  of 
treatments  varies  from  five  to  eight.  No  further 
improvement  is  noted  usually  after  five  injections 
and  never  after  eight.  They  report  a moderate 
temperature  reaction  or  chill  in  50  per  cent  of 
patients,  but  did  not  observe  greater  clinical  im- 
provement following  these  reactions  than  if  there 
was  no  reaction.  They  reported  that  80  per  cent 
of  patients  following  this  treatment  showed  def- 
inite clinical  improvement.  Up  to  date  no  follow- 
up has  been  reported. 

What  is  needed  at  present  is  a follow-up  care- 
fully conducted,  preferably  not  by  questionnaire, 
on  the  condition  of  the  patients  a year  or  more 
after  the  treatment  has  been  discontinued.  Until 
this  is  done,  we  must  remain  more  or  less  in  doubt 
as  to  the  value  of  this  form  of  vaccine  therapy. 

The  ordinary  stock  vaccine  of  streptococcus 
viridans,  if  given  in  the  above  dosage  and  the 
same  daily  increase,  will  be  followed  by  a chill. 
There  is,  therefore,  a difference  in  this  respect 
between  stock  and  special  vaccines. 

Only  patients  with  evidence  of  activity  in  the 
joints  are  suitable  for  vaccine  therapy.  Early 
cases  especially  will  give  the  best  results,  as  this 
treatment  will  not  relieve  ankylosis.  Patients 
with  ankylosis  are  orthopedic  problems  and  it  is 
the  duty  of  the  internist  to  prevent  this  disability. 

I raise  the  question  of  whether  equally  good 
results  might  be  obtained  by  nonspecific  vaccine 
given  intravenously.  During  the  past  sixteen 
years  I have  treated  selected  cases  of  this  disease 
with  intravenous  typhoid  vaccine,  always  attempt- 
ing, however,  to  obtain  a good  febrile  reaction. 
The  initial  dose  is  15  to  20  million,  and  at  three 
to  four  day  intervals  the  injections  are  repeated, 
using  increasing  dosage  sufficient  to  give  a good 
reaction.  If  the  patient  is  not  definitely  improved 
after  five  good  reactions,  the  treatment  is  discon- 
tinued. Rarely  does  a patient  receive  more  than 

6.  Wetherby,  M.  and  Clawson,  B.  J.,  Chronic  Ar- 
thritis with  Special  Reference  to  Intravenous  Vaccine 
Therapy,  Arch.  Int.  Med  49:303-320,  Feb.,  1932. 


eight  injections.  With  this  treatment  a very  large 
percentage  of  patients  are  definitely  improved, 
as  shown  by  the  lessened  evidence  of  joint  inflam- 
mation. A considerable  number  are  entirely  free 
from  discomfort.  If  these  patients  are  followed 
for  several  months,  all  but  approximately  10  per 
cent  ha'e  relapses.  We  have  a few  patients  in 
whom  there  has  been  no  evidence  of  return  of 
the  infection  after  an  interval  of  five  years.  When 
a patient  is  entirely  relieved  for  two  months,  fol- 
lowing any  form  of  treatment,  and  then  has  a 
recurrence,  this  is  probably  due  to  reinfection. 
Where  the  symptoms,  even  in  mild  form,  reap- 
pear within  two  weeks,  it  may  be  interpreted  that 
the  infection  was  not  completely  destroyed  by  the 
treatment.  If  equally  good  results  can  be  ob- 
tained without  a febrile  reaction,  by  streptococcus 
vaccine  intravenously,  this  would  certainly  be  the 
method  of  choice. 

The  patient  with  involvement  of  the  lower  ex- 
tremities should  be  kept  in  bed,  as  weight-bearing 
should  be  avoided.  Placing  a pillow  under  the 
knee  should  be  avoided.  Gentle  movement  of 
the  involved  joints  should  be  insisted  upon.  The 
previous  use  of  heat  facilitates  movement  of  such 
a joint.  In  very  acute  cases  it  may  be  desirable, 
to  relieve  the  discomfort,  to  put  the  joint  at  rest 
for  a few  days  by  using  a light  cast.  Shell  casts 
may  be  applied  at  night  to  maintain  the  correct 
position  of  the  limb  during  sleep.  Every  effort 
should  be  put  forth  to  avoid  ankylosis  during  this 
active  period  of  the  disease.  If  ankylosis  cannot 
be  prevented,  it  is  important  to  have  the  anky- 
losed  extremity  in  the  most  favorable  position. 
Heat  in  any  form  is  probably  only  palliative.  It 
may,  however,  by  producing  hyperemia  have  some 
effect  on  the  infection.  To  send  patients  of  lim- 
ited means  to  some  special  watering  place  is  rare- 
ly warranted,  as  our  present  knowledge  indicates 
that  it  is  the  heat  and  not  the  chemical  ingredients 
in  the  water  that  is  beneficial. 

In  the  early  stages  of  the  disease  and  in  care- 
fully selected  cases,  lumbar  and  cervical  ganglion- 
ectomy,  by  producing  hyperemia,  relieves  the  pa- 
tient to  a considerable  degree  of  his  joint  pains 
and  permits  of  efficient  physical  therapy.  It  has 
not  yet  been  definitely  determined  whether  hyper- 
emia has  any  permanent  effect  on  the  infection. 

In  a recent  report  made  by  Henderson  and  Ad- 
son"^  this  operation  is  advised  only  in  young  pa- 
tients without  ankylosis  and  showing  evidence  of 

7.  Henderson,  M.  S.  and  Adson,  A.  W.,  Sympathetic 
Ganglionectomy  and  Trunk  Resection  in  Arthritis;  In- 
dications and  Results.  J.  Bone  & Joint  Smrg:.,  14:4T-S(, 
Jan.,  1932. 
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a high  degree  of  ischemia.  They  report  that 
only  the  small  joints  are  greatly  benefited. 

Osteoarthrosis.  As  this  disease  is  noninfective, 
extraction  of  teeth  or  removal  of  other  hypotheti- 
cal foci  is  futile.  In  some  cases  change  of  occu- 
pation may  be  desirable.  Reduction  of  weight  by 
dieting,  and  if  necessary  thyroid,  is  indicated  in 
osteoarthrosis  of  the  knees  in  obese  women.  Root 
pains  are  the  outstanding  symptoms  of  osteoar- 
throsis. In  the  extremities  rest  of  the  involved 
part,  rather  than  manipulation  or  massage,  is  de- 
sirable. Analgesics  may  be  used  to  render  the 
patient  more  comfortable.  The  most  important 
treatment,  however,  is  to  assure  the  patient  that 
he  does  not  have  a disabling  disease. 

In  concluding  the  therapy  of  chronic  arthritis, 
mention  should  be  made  of  the  role  played  by 
psychotherapy  in  the  treatment  of  disease.  This 
I believe  is  greatly  underestimated  and  is  respon- 
sible for  many  false  therapeutic  conclusions. 

The  patient  with  chronic  rheumatoid  arthritis 
looks  for  the  magic  wand  that  will  restore  his 
health.  If  a physician  with  personal  magnetism 
can  convince  him  that  his  trouble  is  due  to  a root 
abscess,  he  is  usually  better  after  the  extraction 
of  the  tooth.  This  subjective  improvement  may 
continue,  especially  if  supported  by  an  optimistic 
physician,  for  weeks  or  even  a few  months.  I 
will  cite  a few  personal  observations  to  illustrate 
this  point. 

During  the  early  days  of  focal  infection,  a phy- 
sician of  unusual  ability  and  personality  became 
very  mucb  interested  in  chronic  arthritis.  He  had 
a large  number  of  patients  in  the  hospital  with 
this  disease  and  was  treating  them  by  removal  of 
foci,  physical  therapy  and  vaccines.  They  were 
contented  and  happy.  The  above-mentioned  phy- 
sician left  the  city  for  a month  and  left  a capable 
young  assistant  in  charge.  Although  the  treat- 
ment was  unchanged,  except  for  the  personality 
of  the  physician,  these  patients  became  very  un- 
happy and  dissatisfied  with  their  treatment. 

The  head  of  the  Department  of  Medicine  in 
one  of  our  state  universities  was  sending  patients 
with  active  rheumatoid  arthritis  to  the  hospital, 
where  a lymph  gland  was  removed  for  the  pur- 
pose of  making  cultures.  The  patients  were  not 
informed  of  the  purpose  of  the  surgical  opera- 
tion. The  physician,  when  calling  on  a patient 
the  day  after  the  operation,  was  frequently  told 
that  since  the  operation  he  was  very  much  better 
and  was  given  a demonstration  of  the  improve- 
ment by  the  patient’s  moving  the  extremity. 


A woman  consulted  me  recently  and  stated  that 
four  weeks  previously  she  had  seen  a physician  on 
account  of  a left  brachial  neuralgia.  The  physi- 
cian had  told  her  that  a chronic  arthritis  was  the 
cause  of  the  shoulder  pains  and  had  advised  her 
to  have  a tooth  extracted.  This  was  done  and  the 
patient  obtained  immediate  relief.  Two  days  be- 
fore consulting  me  she  read  in  the  daily  paper  an 
account  of  a man  who  died  of  arthritis  and  im- 
mediately her  pain  returned. 

Several  years  ago  the  theory  was  promulgated 
that  pyorrhea  was  of  amebic  origin  and  could 
be  cured  by  emetin.  A patient  of  mine,  living  in 
an  adjacent  city,  was  treated  in  this  way  by  an 
optimistic  physician.  I received  a most  encour- 
again  letter  from  her  saying  that  at  last  she  was 
recovering.  Six  months  later  she  consulted  me 
and  admitted  that  the  improvement  had  been  only 
temporary. 

The  lesson  to  be  learned  from  these  cases  is 
not  to  accept  evidence  of  subjective  improvement 
unless  supported  by  corresponding  objective  signs. 
Furthermore,  to  postpone  conclusions  on  the  re- 
sults of  treatment  for  six  months  or  more. 

SUMMARY 

Chronic  arthritis  may  be  classified  into  two 
distinct  diseases  each  with  characteristic  pathol- 
ogy and  etiology. 

The  two  types  can  be  recognized  and  differen- 
tiated by  the  experienced  clinician.  When  in 
doubt,  the  sedimentation  test  may  aid  in  the  diag- 
nosis. 

Rheumatoid  arthritis  is  due  to  infection  with 
nonspecific  streptococci. 

Osteoarthrosis  is  due  to  injury  or,  in  other 
words,  is  traumatic  in  origin. 

The  various  methods  of  treatment  have  been 
discussed. 


"Normal”  Carbon  Monoxide  Content  of  Blood.  Al- 
exander O.  Gettler  and  Marorie  R.  Mattice,  New  York 
(Journal  A.  M.  A.,  Jan.  14,  1933),  found  that  the  aver- 
age content  of  carbon  monoxide  in  the  blood  of  eigh- 
teen persons  living  in  New  York  City  under  conditions 
of  minimal  exposure  was  found  to  be  0.27  volumes  per 
cent.  This  represents  about  1.0  to  1.5  per  cent  of  the 
hemoglobin  combined  with  carbon  monoxide.  The  aver- 
age content  of  carbon  monoxide  in  the  blood  of  twelve 
persons  confined  to  a state  institution  in  an  ideal  rural 
locality  was  found  to  be  0.24  volumes  per  cent.  Most 
of  these  showed  a hemoglobin  saturation  of  less  than 
1 per  cent.  The  average  content  of  carbon  monoxide 
in  the  blood  of  twelve  New  York  City  street  cleaners 
was  found  to  be  0.69  volumes  per  cent.  This  represents 
about  3 per  cent  saturation  of  the  hemoglobin  with  car- 
bon monoxide.  Two  taxicab  drivers  were  found  to 
have  on  several  occasions  a carbon  monoxide  content 
ranging  from  1.47  to  4.33  volumes  per  cent.  This  rep- 
resents a hemoglobin  saturation  of  RO  to  19.0  per  cent. 
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PREVENTION,  DIAGNOSIS  AND  TREAT- 
MENT OF  CANCER  OF  THE  CERVIX* 
Thomas  E.  Jones,  M.D. 

CLEVELAND,  OHIO 

Until  the  cause  of  cancer  is  discovered,  its 
treatment  will  continue  as  it  is,  and  always  has 
been,  purely  empirical.  In  the  meantime,  while 
scientists  and  laboratory  workers  are  attending  to 
this  phase  of  the  subject,  is  there  anything  that 
we  clinicians  can  do  ? It  is  because  I think  we  can 
do  a great  deal  that  I am  presenting  this  paper. 

GENERAL  DISCUSSION 

A review  of  420  cases  of  carcinoma  of  the  cer- 
vix in  which  the  patients  were  examined,  treated 
and  observed  personally  between  the  years  1920 
and  1931,  inclusive,  discloses  the  fact  that  in  the 
cases  seen  in  1931  the  disease  was  just  as  far 
advanced  as  in  those  seen  in  1920,  notwithstand- 
ing the  numerous  articles  which  have  been  writ- 
ten on  the  subject  and  the  publicity  given  it  by 
the  Society  for  the  Control  of  Cancer. 

It  has  been  stated  and  correctly  so,  I believe, 
that  for  many  years  women  have  refused  opera- 
tion for  cancer  of  the  cervix  because  they  felt  it 
was  useless  on  account  of  the  frequent  early  recur- 
rence. The  extensive,  successful  use  of  radium 
within  the  past  ten  years  should  have  eliminated 
this  objection,  but  nevertheless  the  fact  still  re- 
mains that  many  patients  with  this  condition  are 
presenting  themselves  too  late  for  a cure  to  be 
accomplished.  Moreover,  the  attempt  to  treat 
these  advanced  cases  with  radium  has  had  a tend- 
ency to  bring  this  method  into  disrepute  because 
the  pain  with  which  the  late  stages  of  the  disease 
are  attended  is  believed  by  the  laity  to  be  due  to 
a radium  burn.  For  this  reason  many  patients 
refuse  radium  treatment. 

In  most  cases  thorough  questioning  reveals  the 
fact  that  the  patient  did  consult  a physician  from 
four  to  six  months  before  the  disease  was  recog- 
nized and  proper  treatment  instituted.  If  a pa- 
tient consults  her  family  physician  because  of 
some  supposed  menstrual  disorder,  he  must  as- 
sume the  responsibility  and  convince  himself  by 
a thorough  examination  that  there  is  or  is  not  an 
existing  pathologic  condition;  and  if  there  is,  the 
patient  should  be  treated  promptly.  Consultation 
without  proper  examination  leaves  the  patient 
with  a false  sense  of  security  which  leads  to  fur- 
ther delay  of  several  months. 

*From  the  'Cleveland  Clinic. 

♦Read  before  the  Fifty-eig-hth  Annual  Meeting  of 
Oregon  State  Medical  Society,  Klamath  Palls,  Ore., 
Sept.  22,  1932. 


Investigation  has  also  disclosed  the  fact  that 
simple  hysterectomy  for  carcinoma  of  the  cervix 
is  still  in  vogue  in  many  smaller  localities,  where- 
as in  most  of  the  larger  towns  and  clinics 
throughout  the  country  it  is  generally  conceded 
that  irradiation  with  radium  and  roentgen-ray  is 
the  preferred  method  of  treatment. 

I think  it  quite  safe  to  assume  that  the  major 
controversy  regarding  the  relative  merits  of  sur- 
gical and  radiation  treatment  for  cancer  of  the 
cervix  is  settled.  It  is  generally  agreed  that  sur- 
gery is  good  treatment  in  early  cases,  but  on  ac- 
count of  the  insidious  onset,  these  are  so  few  as  to 
be  almost  disregarded  (less  than  10  per  cent). 

On  scanning  the  literature  since  1900  on  the 
treatment  of  cancer  of  the  cervix  one  finds  that 
three  periods  are  represented.  During  the  first 
period,  the  surgical  treatment  was  emphasized 
and  the  reports  consisted  chiefly  of  descriptions 
of  extensive  and  radical  operations  of  the  Wer- 
theim  type  and  of  surgical  end-results.  Then 
there  was  the  period  of  controversy  concerning 
the  relative  merits  of  surgery  and  radium.  Dur- 
ing the  past  ten  years  in  this  country,  and  with 
few  exceptions  on  the  continent,  most  of  the  lit- 
erature has  dealt  with  radiation  therapy,  its  tech- 
nic and  end-results.  An  analysis  of  these  results 
would  seem  to  indicate  that,  for  the  time  being  at 
least,  the  administration  of  radium  and  roentgen- 
rays  is  the  treatment  of  choice,  not  only  from  the 
standpoint  of  the  rate  of  curability  but  also  from 
that  of  palliation,  morbidity  and  economy. 

Before  the  Medical  Society  of  the  State  of 
New  York,  in  1920,  Reuben  Peterson  presented 
a paper  on  “Radical  Abdominal  Operation  for 
Carcinoma  of  the  Cervix,”  in  which  he  reported 
that  40.09  per  cent  of  his  patients  who  were 
operated  upon  were  permanently  cured.  How- 
ever, he  operated  upon  only  sixty  (15  per  cent) 
of  380  patients.  In  reality,  eighteen  patients,  or 
4.7  per  cent  of  the  whole  number,  were  cured. 
Fourteen  died  as  the  immediate  result  of  opera- 
tion. In  view  of  present-day  statistics,  it  is  quite 
clear  that,  if  this  group  of  380  patients  had  been 
treated  by  irradiation,  the  percentage  of  cures 
would  have  been  considerably  higher. 

Wertheim,  who  developed  the  radical  operation 
for  carcinoma  of  the  cervix  and  whose  experi- 
ence is  greater  perhaps  than  that  of  any  other  sur- 
geon, found  an  operability  of  48  per  cent  and  was 
able  to  effect  a five-year  cure  in  18.04  per  cent. 
This  means  that  out  of  100  patients  seen,  forty- 
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eight  were  operated  upon.  Allowing  for  a mini- 
mum mortality  of  12  per  cent,  forty-two  patients 
would  survive  operation.  Eighteen  per  cent  of 
these  were  cured,  which  in  reality  means  only 
nine  of  the  original  100  patients  examined. 

Norris,  professor  of  gynecology  at  the  Uni- 
versity of  Pennsylvania,  makes  the  following 
statement:  “We  prefer  radiation  because  when 
carefully  analyzed,  the  end-results  of  surgery  are 
no  better  than,  if  as  good  as  those  secured  by 
radiation.  In  the  Clark  Clinic  we  have  not  sub- 
mitted a case  of  cancer  of  the  cervix  to  hysterec- 
tomy for  five  years,  and  this,  despite  the  fact 
that  Dr.  Clark  was  one  of  the  pioneers  in  the 
radical  operation.” 

Crossen  states  that  his  general  plan  of  treat- 
ment of  cancer  of  the  cervix  is  to  give  a heavy 
dose  of  radium  and  follow  this  with  deep  roentgen 
therapy. 

Kelley  says : “On  account  of  the  numerous  dis- 
tressing recurrences  even  in  the  hopeful  group 
(carefully  selected  cases  of  cancer  of  the  cervix) 
there  is  a growing  inclination  to  decline  operation 
in  favor  of  radiation.”  This  statement  from  a 
man  having  such  a large  surgical  experience 
should  carry  a great  deal  of  weight. 

Ward,  of  Woman’s  Hospital  of  New  York, 
makes  this  statement : “The  morbidity  results  of 
the  radical  operation,  fistula,  thrombosis,  suppur- 
ation, etc.,  are  not  to  be  forgotten.”  He  believes 
that  in  the  very  early  stages  of  the  disease,  sur- 
gery will  effect  as  many  cures  as  will  radium,  but 
only  at  the  expense  of  high  primary  mortality  and 
greater  morbidity.  He  has  not  peformed  an 
operation  for  carcinoma  of  the  cervix  since  1920. 

Lynch,  of  the  University  of  California,  re- 
marks: “Surgery  should  be  restricted  rather  than 
develop>ed,  since  it  is  amply  proved  that  the  re- 
sults of  radium  and  roentgen-ray  in  the  treat- 
ment of  borderline  cases  surpass  those  of  sur- 
gery, and  most  of  the  cases  fall  in  this  group.” 

W.  J.  Mayo  states : “Cancer  of  the  cervix  in 
the  earliest  stages  is  certainly  as  well  treated  by 
radium  as  by  hysterectomy,  and  in  the  advanced 
cases  where  hysterectomy  is  not  possible,  radio- 
therapy will  occasionally  yield  splendid  local  re- 
sults; even  though  metastatic  processes  later  ap- 
pear without  local  recurrence,  the  benefit  is  as 
lasting  as  could  be  produced  by  the  knife.” 

The  opinions  of  these  eminent  men  can  not  be 
disregarded  and  it  is  reasonable  to  say  that, 
until  some  better  treatment  is  discovered,  radia- 
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tion  therapy  is  the  best  treatment  for  cancer  of 
the  cervix. 

In  the  discussion  of  cervical  cancer  we  must 
take  three  points  into  consideration ; ( 1 ) etiology 
and  prophylaxis,  (2)  palliation  and  (3)  cure. 
Attention  should  be  focused  on  the  cervix  after 
labor  and  when  damage  has  resulted  this  should 
be  corrected  by  linear  radial  cauterization  after 
six  to  eight  weeks.  The  physician  who  is  aware 
of  cervical  disease  in  one  of  his  patients  should 
hold  it  his  duty  to  acquaint  her  with  the  need  for 
such  treatment. 

The  fact  that  more  than  90  per  cent  of  cases  of 
cancer  of  the  cervix  arise  in  multiparous  women 
can  not  be  looked  upon  merely  as  coincidence. 
There  must  be  an  ultimate  etiologic  relationship 
and  it  is  generally  believed  that  most  cases  have 
their  basic  origin  in  parturitional  trauma  with 
sequential  cell  metaplasia.  This  may  be  regarded 
as  the  most  definitely  known  lesion  to  precede 
cervical  cancer.  It  may  be  looked  upon  as  es- 
sentially the  exciting  or  secondary  cause  of  the 
disease.  It  has,  also,  been  conclusively  demon- 
strated that  only  in  the  most  exceptional  instances 
does  carcinoma  develop  in  damaged  cervices  when 
promptly  and  properly  repaired  after  childbirth. 
Since,  in  the  final  analysis,  cancer  of  the  cervix 
is  largely  an  expression  of  incomplete  maternity 
service,  it  becomes  obvious  tiiat  the  solution  of 
the  problem  rests  almost  wholly  in  the  hands  of 
the  obstetrician.  In  most  instances,  the  obstetri- 
cian is  the  family  physician.  On  him  more  than 
on  any  other  individual  does  the  responsibilit}’ 
for  prophylaxis  of  cervical  cancer  fall. 

Most  cases  of  cancer  of  the  cervix  are  diag- 
nosed only  when  the  disease  is  already  well  ad- 
vanced. Even  in  the  so-called  early  stages,  the 
pathologic  process  is  quite  well  established  and 
has  made  some  inroads.  The  consensus  of  opin- 
ion is  that  the  earlier  the  stage  at  which  the 
cancer  is  discovered,  the  better  the  outlook  for 
the  patient.  We  must  try,  therefore,  to  detect 
cancer  at  a still  earlier,  in  fact,  in  its  earliest 
stage,  and  if  possible,  to  go  beyond  this  to  the 
precancerous  condition  which  may  give  rise  to 
malignant  degeneration.  Of  such  precancerous 
lesions  which  are  potentially  dangerous,  several 
are  known,  cervical  tears,  erosions,  eversions  and 
leukoplakia. 

The  last  named  condition,  although  known  for 
over  thirty  years,  has  received  far  too  little  at- 
tention on  the  part  of  the  profession,  probably 
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because  it  is  difficult  to  recognize.  Leukoplakia 
is  a disorder  of  certain  mucous  membranes  and  is 
characterized  by  an  increased  formation  of  kera- 
tin in  the  superficial  layers  of  the  squamous 
epithelium  and  incident  hyperplasia  of  all  the 
other  constituents  of  the  mucous  membranes  un- 
til the  latter  closely  resembles  the  epidermis  in 
microscopic  appearance.  These  changes  result 
in  the  production  of  bluish,  pearly,  or  grayish- 
white  placques  which  either  are  level  with  the  sur- 
rounding mucosa  or  slightly  raised,  if  the  hyper- 
plastic process  has  been  excessive.  Leukoplakia 
is  most  often  found  in  the  oral  or  vulvar  mucosa, 
but  also,  though  less  frequently,  in  higher  parts  of 
the  vagina  and  cervix. 

Probably  the  most  frequent  lesion  observed  is 
that  commonly  called  the  erosion.  It  is  either 
primary  and  caused  by  infection,  usually  within 
the  cervical  canal,  or  is  the  result  of  a torn  cervix, 
the  exposed  mucosa  of  which  has  been  subjected 
to  inflammatory  processes.  The  spontaneous 
healing  consists  of  the  creeping  of  pavement  epi- 
thelium over  the  surface  of  such  an  erosion. 

ETIOLOGY  AND  PROPHYLAXIS 

The  etiology  of  cancer  of  the  cervix  (or  of  any 
other  part  of  the  body)  is  not  known,  and  it  is 
not  within  the  scope  of  this  paper  to  discuss  the 
various  theories  that  have  been  advanced  regard- 
ing it.  We  can  only  analyze  as  thoroughly  as  pos- 
sible the  conditions  existing  in  the  area  in  which 
cancer  is  found.  The  established  relationship  be- 
tween chronic  irritation  and  cancer  gives  hope 
that  better  obstetric  care  and  surgical  prophylaxis 
in  the  treatment  of  ulcers  and  tears  will  reduce 
the  incidence  of  cancer  of  the  cervix. 

In  a series  of  5,000  cases  studied  by  Graves,  in 
which  cervical  repair  had  been  done,  only  four 
patients  later  developed  malignancy.  While  these 
figures  have  not  been  checked  with  an  equally 
large  series  of  cases,  they  furnish  sufficient 
proof  that  repair  operations,  properly  performed, 
are  a most  effective  prophylaxis  against  cancer 
of  the  cervix.  However,  advanced  cases  will 
continue  to  be  seen,  and  greater  efforts  must  be 
made  to  improve  the  present  methods  of  treat- 
ment. 

DIAGNOSIS 

Pain,  hemorrhage  and  an  odorous  discharge  un- 
doubtedly are  symptoms  of  carcinoma  of  the 
cervix,  but  generally  of  a hopeless  case.  There- 
fore, the  condition  must  be  recognized  before 
these  symptoms  appear.  Any  deviation  from  the 


normal  menstrual  cycle  must  be  investigated  and 
any  discharge  must  be  accounted  for.  The  sim- 
plicity of  the  equipment  for  the  pelvic  examina- 
tion, the  fact  that  the  cervix  is  easily  accessible 
for  inspection,  and  bearing  in  mind  the  fact  that 
any  discharge  is  pathologic,  should  render  the 
diagnosis  of  carcinoma  of  the  cervix  a very 
simple  matter  for  every  physician.  In  case  of 
doubt  we  feel  certain  that  biopsy  does  no  harm. 

Ten  years  ago  there  appeared  in  the  literature 
many  articles  on  the  dangers  of  biopsy,  feeling  it 
would  lead  to  distant  metastases.  The  same 
people  would  have  no  hesitancy  in  doing  a curet- 
tage for  diagnosis.  What  is  the  difference?  We 
know,  furthermore,  that  clinically  we  rarely  see 
distant  metastases  from  cancer  of  the  cervix, 
practically  all  patients  dying  with  the  disease  con- 
fined to  the  pelvis.  Sometimes  there  is  involve- 
ment of  the  lower  end  of  the  ureters  with  subse- 
quent hydronephrosis  and  damaging  effect  on  the 
kidney.  The  bleeding  comes  from  ulceration  and 
erosion  of  the  blood  vessels  and  yet  the  cancer 
apparently  does  not  spread  through  the  blood 
stream  but  rather  is  scattered  by  the  lymphatics. 

This  caution  regarding  biopsy  may  have  dis- 
couraged physicians  and  may  account,  in  a meas- 
ure, for  some  of  the  delay  in  diagnosis.  Less 
harm  will  be  done  by  biopsy  than  by  waiting  for 
a cancer  to  grow  for  three  months  to  a year  or 
more.  Biopsy  is  not  a major  procedure.  It  can 
be  done  very  easily  in  the  office  for  it  is  neces- 
sary only  to  remove  a small  portion  of  tissue  with 
biting  forceps,  to  place  it  in  alcohol  and  to  send 
it  to  the  laboratory. 

Of  course,  it  is  impossible  to  have  a coloscope 
for  the  detection  of  very  early  change  in  the 
cendcal  mucosa  in  the  hands  of  every  practitioner, 
and  the  simplest  method  is  that  emphasized  by 
Schiller,  of  the  application  of  a tampon  of  com- 
pound solution  of  iodine  on  the  cervix.  The  iodine 
will  stain  normal,  healthy  tissue,  while  the  dis- 
eased tissue  remains  unstained.  This  gives  the 
general  practitioner  a simple  method  for  discern- 
ing diseased  tissue. 

CLASSIFICATION 

Anyone  who  has  treated  a large  group  of  cases 
is  at  once  impressed  by  the  varied,  individual 
differences  in  resistance  to  cervical  cancer,  but, 
as  Burnam  points  out,  “neither  the  nature  of 
normal  body  defenses  nor  knowledge  as  to  how 
to  amplify  them  is  at  hand.” 


56 


CAXCKR  OF  CERVIX — JONES 


Vol.  XXXII,  No.  2 


Broders  developed  a method  of  evaluation  of 
malignancy  histologically  by  v/hich  the  prognosis 
may  be  expressed  on  a numerical  basis, 
dividing  the  cases  into  four  groups  according  to 
the  degree  of  cellular  differentiation,  the  mortal- 
ity rising  correspondingly  to  the  decrease  in  dif- 
ferentiation. The  one  drawback  to  this  method 
is  that  this  sort  of  work  is  necessarily  subject  to 
personal  equation,  and  is  difficult  to  standardize, 
just  as  a certain  type  of  operation  is  difficult  to 
standardize.  Direct,  personal  contact  with 
Broders  would  be  necessary  in  order  to  develop 
a precise  duplication  of  this  method. 

Stimulated  by  the  excellent  work  of  Broders 
a tremendous  amount  of  investigation  is 
being  carried  on  for  the  purpose  of  determining 
whether  there  is  a definite  relationship  between 
the  histologic  structure  of  a carcinoma  and  its 
malignancy,  and  to  trj"^  to  deduce  from  this  find- 
ing the  best  form  of  treatment  for  the  particular 
type  of  disease  in  question,  and  to  determine  the 
prognosis. 

Martzloff,  of  your  own  state,  has  carried  on 
investigations  relating  to  the  predominant  type 
of  cell  present,  and  from  a study  of  387  cases  he 
concludes  that  the  histomorphology  of  the  pre- 
dominant types  of  cells  in  epidermoid  cancer  of 
the  cervix  is  important,  as  it  indicates  the  rela- 
tive malignancy  of  a given  tumor.  From  his 
study  he  proved  that  the  spinal  cell  type  of 
cancer  is  the  least  malignant,  the  transitional  cell 
type  the  next  in  order  of  increasing  malignancy, 
and  the  fat  spindle  cell  type  the  most  malignant 
of  all.  However,  we  know  that  pathologists  fre- 
quently differ  as  to  the  classification  of  an  in- 
dividual cell.  Heuper  objects  to  Martzloff’s 
method  on  the  ground  that  the  evaluation  of  histo- 
logic malignancy  based  on  only  one  factor  is 
incomplete  and  incorrect.  He  believes  that  a 
carcinoma  is  not  sufficiently  characterized  by  the 
cell  type  alone ; the  amount  of  anaplasia  must 
also  be  taken  into  consideration.  However,  given 
the  same  slide,  both  these  workers  would  prob- 
ably arrive  at  the  same  conclusion  regarding  it. 
The  method  of  approach  only  is  different. 

Hueper  has  developed  a technic  of  evaluation 
of  histologic  malignancy  based  on  twenty  factors 
which  are  recognized  as  being  characteristic  of 
differentiation  and  anaplasia,  and  which  are  ev- 
aluated on  a percentage  basis.  The  sum  of  these 
results,  translated  into  numercial  values,  he  calls 
“histologic  malignancy  index”  or  “histologic  malig- 


nogram.”  He  believes  that  this  method  is  freed 
to  a large  extent  from  the  influence  of  personal 
experience  and  interpretation  through  the  intro- 
duction of  well-defined  standards,  so  that  a 
duplication  by  other  workers  is  made  possible. 
This  is  an  elaborate  piece  of  work  and  undoubted- 
ly will  go  far  toward  solving  the  problem,  but 
again,  for  routine  work,  it  probably  is  not  prac- 
tical. However,  it  is  to  be  hoped  that  from  all 
these  investigations  will  come  eventually  a simple 
formula  which  will  help  the  clinician  to  classify 
his  cases  more  intelligently  and  thereby  improve 
his  end-results.  So  far  we  have  not  attempted 
to  grade  our  cases  as  to  degree  of  malignancy. 

Merely  the  classification  of  the  malignancy  ac- 
cording to  histologic  structure  does  not,  however, 
tell  the  story  of  the  end-result.  It  is  important 
also  for  the  clinician  to  classify  his  cases  accord- 
ing to  the  extent  of  the  disease.  A grade  1 malig- 
nancy with  wide  extension  would  not  be  expected 
to  have  the  same  chance  of  cure  or  of  palliation 
that  a grade  3 or  4 would  have,  if  it  were  abso- 
lutely confined  to  the  cervix.  Furthermore,  sec- 
tions taken  from  different  parts  of  the  growth 
may  give  different  microscopic  pictures  with  the 
consequence  that  the  patient  may  suffer  on  ac- 
count of  the  surgeon’s  attempt  to  be  too  scientific. 

An  effort  is  being  made  to  standardize  the 
many  classifications  of  malignancy  which  are  in 
use  at  the  present  time.  Some  clinicians  classify 
cases  merely  as  operable,  borderline,  or  advanced ; 
others  divide  them  into  four  groups  and  some  in- 
to five  groups.  For  working  purposes,  we  be- 
lieve that  the  classification  into  four  groups  made 
by  the  American  College  of  Surgeons  is  quite 
practical,  except  in  regard  to  the  question  as  to 
whether  or  not  the  broad  ligaments  are  involved. 
Very  frequently  it  is  impossible  to  decide  whether 
the  condition  is  inflammatory  or  whether  it  is 
malignant.  The  case  of  recurrent  carcinoma  of 
the  cervix  after  hysterectomy  (complete  or  supra- 
vaginal) should  also  be  segregated  from  the  pri- 
mary cases. 

rationale  and  technic  of  radium  therapy 

For  practical  purposes,  the  simple  idea  that  ra- 
dium is  a means  of  destroying  cancers  cells  with- 
out too  much  injury  to  the  normal  cells  is  a good 
working  hypothesis,  but  by  reason  of  our  accum- 
ulating knowledge  of  the  physics  of  radiation 
and  of  the  biologic  effects  of  radiation,  we  are 
being  led  to  better  understanding  of  its  action. 
In  brief,  radium  has  a threefold  action  on  malig- 
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nant  tissue.  It  affects  (1)  the  cancer  cells,  (2) 
the  connective  tissue,  and  (3)  the  blood  and 
lymph  vessels.  The  action  on  the  cancer  cell  is 
shown  microscopically  by  swelling  and  vacuoli- 
zation of  the  protoplasm  and  by  shrinking  of  the 
nuclei.  This  is  followed  by  phagocytosis,  ab- 
sorption and  replacement  by  an  homogeneous  con- 
nective tissue.  This  contracts  and  affects  the 
lymphatic  and  smaller  blood  vessels  and  starves 
the  growth. 

There  is  not  sufficient  time  to  enumerate  the 
varieties  of  technic  which  have  been  used  since 
radium  therapy  was  instituted  nor  to  mention  all 
the  men  who  have  contributed  to  the  advancement 
of  our  present  knowledge.  Suffice  it  to  say  that 
there  are  two  entirely  different  schools  of 
thought  in  regard  to  the  method  of  treatment.  In 
one,  the  opinion  is  that  it  is  best  to  give  large  mas- 
sive doses  within  a short  space  of  time,  prefer- 
ably in  one,  or  at  most  two  treatments.  The  other 
is  that  it  is  preferable  to  give  very  small  doses 
over  a longer  period  of  time.  I believe  that  most 
of  the  large  clinics  in  this  country  favor  the 
former  view,  while  protagonists  of  the  latter 
method  are  led  by  Regaud  of  the  Radium  Insti- 
tute of  Paris.  This  difference  of  opinion  un- 
doubtedly will  be  settled  before  many  years 
elapse,  when  the  results  of  both  methods  may  be 
compared.  Standardization  of  the  dosage  of 
radium  used  in  treating  uterine  cancer  is  imprac- 
tical ; dosage  and  technic  must  vary  with  the 
character  and  location  of  the  lesion. 

The  technic  followed  in  the  Cleveland  Clinic 
has  varied  but  little  during  the  last  ten  years,  the 
only  change  being  that,  since  a larger  amount  of 
radium  has  been  available,  larger  doses  have  been 
given  over  a shorter  period  of  time,  and  an  ef- 
fort is  made  to  give  the  complete  dose  at  one 
sitting.  Previously,  the  total  irradiation  was  giv- 
en in  two  doses.  The  average  dose  given  in  the 
first  cases  in  my  series  was  4200  milligram  hours 
distributed  evenly  in  and  against  the  cervix.  In 
later  cases,  since  radium  has  been  combined  with 
roentgen-ray  of  high  voltage,  the  average  dose 
is  about  3,600  milligram  hours.  The  standard 
screen  is  made  of  brass,  one  and  one-half  milli- 
meters in  thickness,  and  this  is  encased  in  a rub- 
ber tube  three  millimeters  thick.  At  the  present 
time  a tube  is  placed  in  the  fundus  as  well  as  in 
the  cervix.  This  is  done  because  in  some  pa- 
tients treated  earlier  it  was  found  that,  after  be- 
ing free  from  symptoms  for  a year  or  so,  there 


suddenly  might  be  bleeding  and  discharge,  and 
examination  would  reveal  a large  undermined 
cavity  in  the  lower  uterine  segment  which  had 
not  been  reached  by  the  radium.  It  is  necessary 
to  anesthetize  the  patient  in  order  to  determine 
accurately  the  extent  of  the  new  growth.  How- 
ever, it  is  sometimes  impossible,  even  when  the 
patient  is  under  an  anesthetic,  to  place  a tube  of 
radium  high  in  the  cervical  canal. 

In  addition  to  the  radium  tubes  placed  in  the 
fundus  and  cervix,  two  or  three  tubes  are  placed 
against  the  cervix  and  these  are  held  in  place  by 
packing  the  vagina  tightly  with  gauze.  If  the 
growth  is  of  the  cauliflower  type,  it  is  frequently 
curretted  away  or  implanted  with  radium  needles. 
A catheter  is  placed  in  the  bladder  in  order  to 
keep  it  empty  and  as  far  away  from  the  radium 
as  possible.  Care  should  be  taken  in  transferring 
the  patient  from  the  table  to  the  cart  and  from 
the  cart  to  the  bed.  Bending  and  twisting  of  the 
patient  during  the  transfer  may  dislocate  the 
vaginal  tube  and  may  account  for  bladder  and 
rectal  irritations  and  complications.  The  best 
method  is  to  place  the  cart  alongside  the  table  and 
to  slide  the  patient  on  the  cart  by  means  of  a 
sheet,  and  to  transfer  her  from  the  cart  to  the  bed 
in  the  same  manner,  so  that  the  position  is  un- 
changed throughout  the  procedure. 

Gold  seeds  have  not  been  used  in  the  treatment 
of  any  of  these  cases,  but  they  are  of  great  value 
in  cases  in  which  there  has  been  recurrence,  be- 
cause their  action  is  localized  to  a greater  or  les- 
ser extent.  Large,  heavily  filtered  doses  fre- 
quently are  harmful  in  the_  treatment  of  lesions 
which  have  recurred.  In  this  series  there  has 
been  no  case  in  which  gold  seeds  were  placed  in 
the  broad  ligaments  by  laparotomy.  Three  to 
four  weeks  after  treatment  with  radium  the  pa- 
tient returns  to  the  Clinic  for  a course  of  treat- 
ments with  high  voltage  roentgen-rays,  given 
around  the  pelvis  in  five  or  six  doses,  during  a 
period  of  five  or  six  days. 

After  patients  have  been  treated,  they  are  re- 
quested to  return  at  monthly  intervals  for  three 
months,  and  afterwards  every  three  months  dur- 
ing the  following  year.  If  local  recurrences  de- 
velop, they  are  treated  by  means  of  implantation 
of  seeds.  If  the  recurrence  is  deep,  roentgen 
therapy  is  repeated,  with  marked  relief  for  a 
time.  In  cases  of  intractable  pain  in  the  pelvis 
and  down  the  legs,  cordotomy  may  be  done. 
Section  of  the  sensory  column  in  the  spinal  cord 
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affords  amazing  relief  from  pain,  and  should  be 
done  in  patients  who  are  in  fairly  good  general 
condition  and  yet  have  an  incurable  lesion  of  the 
cervix. 

COMPEICATIONS 

The  chief  complications  in  the  treatment  of 
carcinoma  of  the  cervix  by  radium  are  (1) 
hemorrhage,  (2)  symptoms  referable  to  the  rec- 
tum and  bladder,  and  (3)  fistulae,  both  urinary 
and  fecal. 

Hemorrhage  may  be  due  to  the  natural  pro- 
gress of  the  disease  or  to  ulceration  caused  by 
the  radium.  I believe  that  the  natural  progress 
of  the  cancer  is  the  principal  cause  of  hemorrhage. 
In  the  most  serious  cases  packing  and  transfusion 
are  sufficient  to  control  the  hemorrhage. 

Bladder  and  rectal  symptoms  are  of  two  types, 
early  and  late,  and  it  is  quite  important  that  they 
should  be  recognized.  It  is  reasonable  to  assume 
that,  if  a sufficient  dose  of  radium  is  given  to 
cure  carcinoma  of  the  cervix,  it  will  also  be  suf- 
ficient to  produce  an  erythema  in  the  rectum  or 
bladder.  Very  often  this  erythema  is  slight  and 
passes  unnoticed  unless  the  patient  is  questioned. 
If  it  is  severe,  it  is  evidenced  by  a slight  burning 
sensation  and  a tendency  to  frequency  of  urina- 
tion or  defecation.  In  the  mild  cases,  the  condi- 
tion usually  clears  up  within  ten  days  or  two 
weeks,  but  in  the  severe  cases  from  four  to  six 
weeks  may  be  required.  It  is  in  this  group  of 
patients,  in  whom  the  symptoms  persist,  that  late 
rectal  and  bladder  complications  may  develop, 
usually  six  or  eight  months  after  the  initial  ir- 
radiation. These  late  symptoms  frequently  are 
mistaken  for  a recurrence  of  the  carcinoma,  and 
if  the  patient  is  given  additional  treatment  with 
radium,  irreparable  damage  may  result. 

A clue  to  the  true  state  of  affairs  is  found  in  the 
fact  that  the  symptoms  are  out  of  all  proportion 
to  the  findings.  There  is  severe  pain  and  tenesmus 
and  the  stool  contains  considerable  blood  and 
mucus.  Digital  examination  causes  greater  pain 
than  in  the  case  in  which  there  is  recurrence  of 
the  malignant  lesion.  The  patient  is  not  cachec- 
tic. Proctoscopic  examination,  approximately  at 
the  level  of  the  cervix,  reveals  a puckered  up 
scar  or  small  ulcer  with  telangiectasis  and  con- 
siderable redness  of  the  mucosa.  The  condition 
may  be  compared  to  an  overtreated  area  on  the 
skin  which  is  healed  by  the  formation  of  scar 
tissue,  through  which  fine  vessels  may  be  seen  to 


course.  In  the  rectum  the  scarring  is  subject  to 
trauma  and  infection  with  subsequent  ulceration 
which  causes  the  late  symptoms. 

The  same  general  condition  is  to  be  found  in 
cases  in  which  there  are  late  bladder  symptoms. 
Cystoscopic  examination  may  reveal  an  area  of 
intense  redness  and  at  times  ulceration.  I have 
observed  several  cases  of  this  type  over  a period 
of  months,  and  a few  over  a period  of  two  years. 
Occasionally  the  urinary  salts  are  found  de- 
posited in  the  slough  in  the  bladder  and  stones 
are  formed.  For  the  rectal  symptoms  the 
treatment  consists  of  rest  in  bed,  cleansing  of  the 
lower  bowel,  and  the  injection  of  three  or  four 
ounces  of  warm  olive  oil  into  the  rectum  twice  a 
day.  Occasionally  an  opium  suppository  is  nec- 
essary. For  the  bladder  symptoms  rest,  irriga- 
tion of  the  bladder  and  the  instillation  of  gomenol 
are  prescribed.  Sometimes  these  bladder  and 
rectal  complications  may  not  disappear  for  four 
to  six  months. 

Fistula.  We  know  that  the  natural  progression 
of  carcinoma  of  the  cervix  will  cause  a certain 
number  of  fistulae  into  the  rectum  or  the  bladder. 
In  some  of  my  earlier  cases  fistulae  may  have 
resulted  from  treatment  of  the  carcinoma,  but 
with  our  present  knowledge  and  the  improved 
methods  of  treatment,  I feel  sure  that  the  in- 
cidence of  fistula  is  lower  than  in  cases  in  which 
the  patient  has  received  no  treatment  at  all.  If 
the  fistula  appears  soon  after  treatment,  it  is 
interpreted  as  being  due  to  destruction  from  the 
disease.  If  it  appears  late,  and  there  is  no  evi- 
dence of  recurrence  of  the  carcinoma,  it  prob- 
ably is  due  either  to  progressive  ulceration  or  to 
the  later  complications  mentioned  above,  and 
hence  is  the  direct  result  of  the  radium  treatment. 

The  method  of  treatment  of  a fistula  in  the 
rectum  must  depend  upon  its  size  and  the  amount 
of  inconvenience  it  causes  the  patient.  A small 
fistula  may  not  require  treatment.  If  a large 
fistula  is  present,  it  may  be  advisable  to  do  a 
colostomy  before  attempting  to  repair  it,  and  to 
close  the  colostomy  if  and  when  the  repair  is 
successful. 

The  urinary  fistula  is  more  annoying  on  ac- 
count of  the  constant  flow  of  urine.  If  the  fistula 
is  small,  it  can  be  repaired  easily  by  operation. 
If  it  is  irreparable,  the  patient  may  be  made  more 
comfortable  by  transplantation  of  the  ureters  into 
the  sigmoid. 
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end-results 

The  statistics  reported  from  the  United  States 
and  abroad  in  regard  to  the  end-results  of  treat- 
ment for  carcinoma  of  the  cervix  are  too  numer- 
ous to  be  published  separately,  but  if  they  are 
combined  into  one  group,  the  following  results 
will  be  shown: 

Five-year  cures  25  per  cent 

Clinical  cures — three  years  35  to  40  per  cent 

Oinical  cures — less  than  three  years.. about  50  per  cent 

Of  the  total  number  of  cases  of  primary  car- 
cinoma of  the  cervix  seen  in  the  Cleveland  Clinic 
some  attempt  at  treatment  has  been  made  in  93  per 
cent.  The  remaining  7 per  cent  were  in  extremis 
on  admission.  Below  in  tabular  form  are  the 
statistics  of  the  results  in  303  cases  of  primary 
carcinoma  of  the  cervix  treated  from  1920  to 
1931  inclusive.  All  patients  not  traced  are  counted 
as  dead.  It  will  be  seen  that  of  148  cases  treated 
over  five  years  ago,  37  or  25  per  cent  are  alive 
and  well.  Twenty-nine  per  cent  are  living  from 
three  to  five  years  and  61  per  cent  are  living  un- 
der three  years. 
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Per  Cent 
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1920 

8 

8 

2 

25 

5 years 

1921 

17 

15 

4 

24 

1922 

22 

21 

5 

23 

1923 

26 

23 

5 

20' 

1924 

24 

21 

7 

30 

1925 

21 

17 

5 

25 

1926 

30 

25 

9 

27 

148 

130-90 
Per  Cent 

37 

25 

Living  3 to 

1927 

32 

26 

9 

28 

5 years 

1928 

13 

10 

4 

30 

45 

36-80 
Per  Cent 

13 

29 

Living  1 to 

1929 

48 

42 

24 

50 

3 years 

1930 

35 

31 

19 

54 

1931 

32 

32 

28 

87 

115 

105-90 
Per  Cent 

71 

61 
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Per  Cent 

No. 

Per  Cent 

148 

130 

90 

Living  over 
5 years 

37 

25 

45 

38 

80 

Living  3 
to  5 years 

13 

29 

115 

105 

90 

Living  1 to 
3 years 

71 

61 

With  increasing  facilities  throughout  the  coun- 
try to  take  care  of  tliese  patients,  it  seems  to  me 
that  our  biggest  problem  still  remains,  that  of 
getting  the  patients  to  seek  medical  advice  when 
the  disease  is  still  in  an  early  stage,  and  to  see 
that  they  get  prompt  treatment  when  they  con- 
sult a physician. 


THE  INDUCTION  OF  LABOR* 
Albert  Mathieu,  M.D.,  F.A.C.S. 

PORTLAND,  ORE. 

GreenhilE,  in  1931,  said:  “The  question  of  in- 
duction of  labor  requires  clarification.  There  are, 
of  course,  numerous  instances  when  induction  is 
necessary  but  in  a large  number  of  cases  labor  is 
induced  for  the  convenience  of  the  physician  or 
the  patient.  If  a reliable  and  safe  .procedure  can 
be  made  available,  no  great  harm  will  result,  un- 
less vaginal  manipulation  is  included  in  the  pro- 
cedure. In  this  case  there  is  always  the  risk  of 
infection.  There  are  a few  instances  where  qui- 
nine was  most  likely  responsible  for  fetal  death 
but  the  number  is  very  small.  The  reviewer  has 
always  maintained  that  there  is  no  necessity  to 
give  large  doses  of  quinine  to  induce  labor  and  the 
experiments  of  Schuebel  are  gratifying  because 
they  tend  to  support  this  contention.  Pituitary 
extract  alone  for  the  induction  of  labor  is  not 
often  successful. 

“The  most  certain  way  of  inducing  labor  is 
rupture  of  the  bags  of  water  but  this  always  car- 
ries with  it  the  risk  of  infection  and  of  prolapse 
of  the  cord.  However,  if  an  experienced  obstetri- 
cian will  carry  out  this  procedure  in  cases  where 
the  fetal  head  is  engaged,  under  strict  aseptic  pre- 
cautions, he  will  obtain  excellent  results.  The 
statement  is  contrary  to  the  belief  we  formerly 
held  that  rupture  of  the  membranes  was  serious 
for  the  mother  because  of  danger  of  infection  and 
injury  to  the  cervix,  and  it  endangered  the  baby’s 
brain  because  of  direct  pressure  of  the  latter 
against  the  cervix.  I have  resorted  to  rupture  of 
the  membranes  in  many  primiparae  and  multi- 
parae  and  thus  far  my  results  have  been  excel- 
lent.” 

The  induction  of  labor  is  at  times  a very  neces- 
sary procedure  in  obstetric  practice.  Regardless 
of  propaganda  for  prenatal  care  and  the  great  vol- 
ume of  matter  written  on  the  subject,  sufficient 
stress  has  not  been  laid  on  the  one  safe  method 
of  combating  and  defeating  many  of  the  abnor- 
malities found  during  the  prenatal  period  or  at 
term. 

The  probable  reason  induction  of  labor  is  rather 
reservedly  used  by  obstetricians,  and  scarcely 

♦Read  before  the  Fortieth  Annual  Meeting  of  Idaho 
State  Medical  Association,  Pocatello,  Ida-,  Sept.  16-17 
1932. 

1.  Graenhill,  J.  P.,  Critical  Review  of  Obstetric 
Literature  of  1931,  Am.  J.  Obst.  & Gynec.  23:  764-773, 
May,  1932. 
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thought  of  I)v  the  general  practitioner,  is  its  for- 
nhdableness  when  done  with  bags  or  bougies.  The 
dangers  of  the  bag  and  bougie  are  numerous. 
Intrauterine  manipulation,  dislodgement  of  the 
presenting  part,  the  occasional  concealing  of  hem- 
orrhage, prolapse  of  the  cord,  maceration  of  the 
cervix  and  the  jeopardizing  of  the  patient  in  case 
cesarean  section  has  to  be  resorted  to,  do  not  ob- 
tain when  the  induction  is  made  with  castor  oil 
and  pituitary  extract.  Much  of  the  advantage  of 
prenatal  care  is  lost  when  one  allows  the  head  of 
the  fetus,  by  sheer  growth,  to  reach  a stage  of 
marked  disproportion  with  the  pelvis  of  the 
mother  who  carries  it,  when  induction  will  avoid 
this  complication. 

Women  with  histories  of  rapid  or  precipitate 
labors,  or  with  thin  dilated  cervices  at  term,  should 
not  be  allowed  to  suffer  precipitate  labor  while 
on  the  way  to  the  hospital.  Nor  should  those 
with  toxemia,  progressive  in  spite  of  treatment, 
be  further  endangered  by  delay.  The  woman  at 
term,  who  is  suffering  distress  and  discomfort 
due  to  pain,  pressure,  insomnia  and  nervous  anx- 
iety, should  not  be  permitted  to  reach  the  stage  of 
exhaustion  because  one  wishes  to  let  Nature  take 
her  course.  Nor  it  is  good  obstetrics  to  allow 
a woman  near  term,  whose  membranes  are  rup- 
tured, to  go  longer  than  twenty-four  hours  with- 
out labor. 

The  method  of  induction  by  medicinal  means, 
as  reported  by  Watson  ^ in  1920  and  1922, 
seems  to  have  removed  the  menace  of  induction 
of  labor  by  bags  or  bougies.  At  least  from  a sur- 
vey of  a large  series  of  inductions  by  Watson’s 
method,  one  does  not  find  the  complications  that 
arise,  following  the  induction  of  mechanical 
means.  Apparently  the  only  objectionable  fea- 
ture of  Watson’s  method  was  the  large  dose  of 
pituitary  extract  which  he  used.  Many  have  re- 
ported the  use  of  three  minims  of  pituitary  as 
the  maximum  dose.  First  among  these  was 
Stein'*  of  New  York.  The  present  paper  has  to 
do  with  an  analysis  of  four  hundred  and  six  con- 
secutive induction  cases  taken  from  my  own  pri- 
vate practice  and  includes  all  patients  in  whom 
labor  was  induced  by  me  in  the  last  ten  years.  In 
the  entire  series  there  were  203  primiparae  and 

2.  Watson,  B.  P.,  Induction  of  Labor;  Indications 
and  Methods,  with  Special  Reference  to  the  Use  of 
P'tuitaiv  Kxtract.  Am.  J.  Obst.  & Gynec.,  1:  70-72 
Oct,  1920. 

3.  Idem.  Further  experience  with  Pituitary  Extract 
in  the  Induction  of  Labor.  Am.  J.  Obst.  & Gynec.,  4: 
603-608.  Dec..  1922. 
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203  multiparae.  All  patients  were  of  the  white 
race. 

INDICATIONS 

The  indications  for  induction  were  as  follows: 

Cases 


Postmatiirity  89 

Postmaturity  with 

Large  baby  41 

Premature  rupture  of  membranes  13 

Distress  and  discomfort  27 

Fear  of  precipitate  labor  5 

Multiple  fibroids  1 

Maturity  with 

Large  baby  43 

Distress  and  discomfort  36 

Contracted  pelvic  outlet  19 

Pseudolabor  (false  pains)  16 

I'ear  of  precipitate  labor  5 

Former  dead  baby  3 

Prematurity  with 

Toxemia  of  pregnancy  41 

Premature  rupture  of  membranes  21 

Breech  presentation  11 

Death  of  fetus  before  onset  of  labor  7 

Contracted  pelvic  outlet  19 

Eclampsia  3 

Chronic  pulmonary  tuberculosis  3 

Placenta  previa  2 

Bilateral  pyelitis  1 

method 


The  method  used  is  practically  identical  with 
the  one  presented  in  an  early  report®  and  is  as 
follows : In  the  hospital  two  ounces  of  castor  oil 
are  given  early  in  the  morning,  preferably  at  6 
o’clock;  exactly  two  hours  later  a hot  soapsuds 
enema  is  given.  In  some  cases  labor  will  com- 
mence at  this  stage  and  it  is  unnecessary  to  pro- 
ceed further.  In  the  majority  of  cases,  however, 
as  the  enema  is  being  expelled  3 minims  of  pitui- 
tary extract  are  given  hypodermically ; this  is 
repeated  every  half  hour  until  labor  commences  or 
until  fifteen  injections  have  been  given  without 
effect.  Failure  is  admitted  and  the  procedure 
stopped,  if  eight  hours  pass  without  labor  being 
started,  if  there  is  absolutely  no  sign  toward  suc- 
cessful induction,  or  if  the  continued  use  of  the 
injections  is  too  trying  to  the  mother.  I have 
found,  however,  that  occasionally  the  use  of  addi- 
tional injections  (because  of  urgency  or  the  de- 
mand of  the  mother)  induced  labor  successfully. 
In  the  event  of  failure  a sedative  is  given  and  the 
stimulation  is  started  again  in  twenty-four  hours 
or  forty-eight  hours  with  the  same  routine.  Dur- 
ing the  entire  procedure,  the  gravida  should  be 
flat  on  her  back  with  only  one  pillow  for  the 
head ; -failure  might  follow  if  she  is  allowed  to 

4.  Stein,  A,  and  Dover  H.,  On  the  Use  of  Small 
Doses  of  Pituitrin  for  Inducing  and  Shortening  Labor 
at  Term.  Med.  Rec.,  92:  238-241,  Aug.  11,  1917. 

5.  Mathieu,  A.,  Observations  on  the  Use  of  Castor 
Oil,  Quinine,  and  Pituitary  Extract  in  the  Induction 
of  Labor.  Am.  J.  Obst.  & Gynec.,  13:  223-227,  Feb., 
1927. 
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walk  about.  Injections  ore  stopped  as  soon  as 
labor  begins. 

Many  cases  (approximately  15  per  cent)  were 
successfully  induced  with  castor  oil  and  the  hot 
enema.  The  remainder  necessitated  hypodermic 
administration  of  pituitary  extract.  In  four  cases 
induction  with  nasal  applications  of  pituitary  ex- 
tract, using  the  method  of  Hofbauer®,  was  suc- 
cessful. In  four  cases  thymophysin  was  used.  We 
feel  that  thymophysin  has  the  same  action  as 
pituitary  extract  and,  notwithstanding  many  pub- 
lished reports,  we  feel  that  it  has  added  nothing 
to  our  armamentarium.  Incidentally,  we  have 
used  thymophysin  for  inertia  in  the  second  stage 
of  labor  after  having  read  the  reports  of  Jarcho'^ 
and  others.  We  have  learned  from  clinical  ex- 
perience what  Rucker®  found  with  the  bag  and 
manometer,  namely,  that  thymophysin  does  not 
act  differently  from  pituitary  extract  and  the 
same  contraindications  should  prevail  against  its 
use. 

SUCCESSES 

There  were  393  successful  inductions  (96.8  per 
cent)  in  the  series.  The  following  analysis  shows 
the  number  of  attempts  at  induction  necessary 
before  success  was  attained. 


Number  of  attempts  Cases 

One  279 

Two  76 

Three  29 

Four  6 

I'ive  3 


A word  of  explanation  seems  necessary  regard- 
ing those  cases  in  which  several  trials  at  induc- 
tion were  made  before  it  was  successful.  We 
have  always  been  extremely  careful  in  trying  to 
make  the  induction  safe,  particularly  in  an  effort 
to  avoid  an  injection  of  pituitary  extract  after 
labor  had  apparently  started.  In  not  a few  cases 
we  have  purposely  stopped  the  injections  when 
there  was  any  uncertainty  as  to  whether  or  not 
the  patient  was  actually  in  labor,  accepting  a fail- 
ure rather  than  assuming  a risk. 

Consider  the  nervous  and  anxious  patient  in  the 
last  fortnight  of  her  pregnancy,  whose  uterus 
seems  to  be  on  the  verge  of  evacuating  its  contents. 
Every  evening  in  this  period,  when  the  clothes 

6.  Hofbauer,  J.  I.  and  Hoerner,  J.  K.,  Nasal  Appli- 
cation of  Pituitary  Extract  for  Induction  of  Labor. 
Am.  J.  Obst.  & Gynec,  14:  137-148,  Aug.,  1927. 

7.  Jarcho,  J..  Use  of  Thymophysin  for  Weak  Pains 
in  First  and  Second  Stages  of  Labor;  Preliminary 
Communication  Based  on  Study  of  18  cases.  Am.  J. 
Obst.  & Gynec.,  19:  81-86,  .Ian.,  1930. 

8.  Kucker,  M.  P.,  Action  of  Thymophysin  on  Hum, an 
I’regnant  Uterus  in  Situ.  Am.  J.  Obst.  & Gynec.,  20: 
791-797,  Ltec  , 1930. 


are  removed,  contractions  of  the  uterus  start  and 
continue  in  a regular  manner  for  several  hours, 
ceasing  when  the  patient  falls  asleep.  We  cannot 
state  whether  this  is  a nervous  phenomenon  or 
whether  it  is  actually  a forerunner  of  true  labor, 
but  we  know  from  clinical  experience  that  this 
type  of  patient  presents  the  most  difficulties. 

During  the  induction  regular  contractions  of  the 
uterus  start  after  a few  injections  of  pituitary  ex- 
tract, only  to  stop  entirely  several  hours  after  the 
administration  has  been  stopped.  As  previously 
stated,  this  type  of  patient  has  given  us  the  most 
trouble.  In  our  attempts  to  be  absolutely  safe  we 
have  preferred  discontinuing  the  attempted  in- 
duction, giving  the  patient  a sedative  and  a good 
night’s  sleep,  and  renewing  the  attempt  on  the  fol- 
lowing day. 

With  the  head  deeply  engaged,  the  cervix  ef- 
faced, and  the  external  os  admitting  a finger, 
the  chances  of  a successful  induction  are  greater 
than  in  those  cases  in  which  the  head  was  floating 
and  the  cervix  not  effaced.  This  was  noted  alike 
in  primiparae  and  multiparae.  In  many  cases  ne- 
cessitating several  trials  at  inductions,  the  head 
was  floating  at  the  first  attempt ; by  the  second  or 
third  attempt  the  head  had  become  deeply  en- 
gaged and  success  was  easily  obtained.  With 
both  engagement  and  effacement  present,  the 
number  of  hypodermic  injections  necessary  to  in- 
duce labor  was  lessened  and  the  total  length  of 
labor  was  slightly  shortened. 

Slemmons®  has  reported  a series  of  132  induc- 
tions with  only  one  stillborn  baby.  He  uses  cas- 
tor oil  and  cpiinine  and  four  hours  later  ruptures 
the  membranes.  He  frequently  also  uses  pitui- 
tary extract  as  an  adjuvant. 

In  my  series  in  the  34  cases  of  spontaneous  pre- 
mature rupture  of  the  membranes,  and  in  21  in 
which  the  membranes  were  ruptured  artificially 
because  of  some  urgency,  the  induction  was  100 
per  cent  effective  on  the  first  trial. 

At  this  point  we  wish  to  sound  a word  of  warn- 
ing regarding  the  artificial  rupture  of  membranes. 
This  maneuver  has  some  pitfalls.  It  means  the 
invasion  of  the  vagina  and  there  is  always  danger 
of  infection  and  prolapse  of  the  cord.  Ruptur- 
ing the  membranes  is  hazardous  to  the  fetus  if 
the  head  is  not  engaged.  A high  percentage  of 
prolapse  of  the  cord  will  occur  unless  the  one 
rupturing  the  membranes  is  an  experienced  ob- 

(T  Slemmons.  L m7|  Induction  of  Labor  nt  Term. 
.\m.  .1.  Ob.st.  & Gynec.  23:  404-301.  .^pril,  1932. 
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stetrician  who  can  fit  the  head  into  the  pelvis  as 
the  amniotic  fluid  is  lost,  and  who  will  observe 
the  fetal  heart  during  the  maneuver. 

There  were  thirteen  failures  following  the  at- 
tempt at  induction.  A good  majority  of  these  oc- 
curred in  the  first  half  of  the  series.  Of  late,  by 
the  addition  of  the  rupture  of  the  membranes,  we 
have  been  able  to  increase  the  incidence  of  suc- 
cesses. Most  of  the  failures  were  due  to  lack  of 
cooperation  on  the  part  of  the  patient.  A few 
were  in  nervous  women  who  felt  that  they  could 
not  tolerate  the  prick  of  the  hypodermic  needle 
and  a few  were  termed  failures  because  of  tonic 
contractions  of  the  uterus  with  the  first  injec- 
tion. In  a few  cases,  in  which  the  head  was  float- 
ing and  could  not  be  fitted  in  before  the  attempted 
induction  and  where  the  head  did  fit  into  the  pel-1 
vis  during  the  attempted  Induction,  we  allowed 
the  patient  to  go  into  labor  normally.  In  this 
manner  the  attempted  induction  took  the  place  of 
a test  of  labor,  where  it  was  questionable  as  to 
whether  the  head  would  fit  into  the  inlet.  In  two 
cases  of  failure  bagging  was  resorted  to  because 
of  rigidity  of  the  cervix. 

There  was  one  maternal  death  in  this  series.  This 
patient  was  a primipara.  age  29,  with  a flat  pelvis. 
She  was  sent  into  the  hospital  for  induction  because 
of  a large  baby  and  postmaturity  of  six  days.  Her 
general  condition  was  excellent.  The  head  was  fitting 
into  the  pelvis  and  the  cervix  was  flattened  and  dilated 
about  2 centimeters.  She  \v^  given  castor  oil  (2 
ounces  at  5 a.  m.  and  at  7 an  enema  and  3 min.  of 
pituitary  extract  by  hypodeimic  Contractions  com- 
menced at  7 :30  a.  m She  was  fully  dilated  at  9 a.  m., 
at  which  time  she  was  being  given  gas  (ethylene) 
with  each  pain  and  the  head  was  on  the  perineum  at 
9:20.  A left  lateral  episiotomy  was  done  and  a living 
female  baby  weighing  4095  grams  (8  lbs.  and  lO'/?  oz.) 
was  delivered  by  low  forceps  at  9.45.  The  episiot- 
omy was  repaired  and  ten  minutes  later  the  placenta 
was  expressed. 

There  was  a blood  loss  during  this  time  of  approxi- 
mately 450  cc.  The  patient  regained  consciousness 
after  the  gas  was  discontinued  and  she  appeared  quite 
normal.  One  hour  later  the  fundus  was  boggy  and 
there  was  some  oozing  of  blood  from  the  vagina.  Dur- 
ing the  next  fifteen  minutes  the  uterus  was  massaged 
and  there  was  a blood  loss  of  400  cc.  The  uterus  was 
immediately  packed  with  gauze.  At  this  time  the  pa- 
tient had  a good  pulse  and,  w'hile  she  appeared  to  be 
in  shock,  the  condition  was  not  thought  alarming.  The 
shock  progressed  and  the  patient  died  three  hours  after 
her  baby  was  born  notwithstanding  intravenous  in- 
jection of  glucose  and  transfusion  of  blood. 

My  notes  in  the  record  are  as  follows : The  cause  of 
death  is  not  known.  The  blood  loss,  per  se,  does  not 
seem  to  account  for  the  death  except  that  the  hemor- 
rhage might  have  caused  sufficient  shock  to  cause 
death.  After  the  uterus  was  packed  there  was  no  more 
bleeding  but  the  blood  pressure  was  84/44  and  kept 


dropping.  There  w'as  no  bleeding  before  the  birth  of 
the  baby.  The  placenta  showed  no  sign  of  premature 
separation.  During  the  packing  of  the  uterus  it  was 
noted  that  there  were  no  tears  in  the  cervix. 

CLASSIFICATION  OF  FETAL  DEATHS 

Cases 

Macerated  fetuses  at  term  

Toxemia  2 

True  knot  in  cord  1 

Cause  of  death  unknown.  Fetus  had  been  dead 

several  days  1 

Died  in  utero,  cause  unknown  1 

Macerated  fetus  at  8 months  (toxemia) 1 

Macerated  fetus  at  5J/2  months  (mother  had  multiple 

uterine  fibroids)  1 

Stillbirths  

Died  during  eclamptic  convulsion  1 

Strangulation  of  cord  1 

Neonatal  deaths 

Died  fourth  day;  congenital  occulsion  of  bile 

ducts  and  patent  foramen  ovale  I 

Died  twelfth  day;  hydrocephalus  1 

Per  Cent 

Total  fetal  mortality  2.7 

Stillbirth  mortal'ty,  including  marecated  fetuses....  2.2 

Neonatal  mortality  0.5 

Coriected  total  fetal  mortality,  eliminating  macerated 
fetuses  and  deaths  due  to  congenital  defects 0.5 

SUMMARY  AND  CONCLUSIONS 

1.  In  a series  of  406  cases  in  private  practice, 
the  castor  oil  and  pituitary  extract  method  of  in- 
duction of  labor  was  successful  in  96.8  per  cent  of 
the  cases. 

2.  Induction  caused  no  increase  in  the  mater- 
nal mortality,  the  maternal  morbidity,  fetal  mor- 
tality or  fetal  morbidity. 

3.  Induction  was  most  successful  when  the 
head  was  engaged  and  the  cervix  effaced 

4.  In  the  last  206  inductions  quinine  was  not 
used  and  the  results  were  apparently  not  affected 
by  its  omission. 

5.  In  this  series  of  406  cases  there  appeared  no 
basis  for  the  fear  some  hold  that  the  use  of  pitui- 
tary extract  in  the  induction  of  labor  causes  separ- 
ation of  the  placenta. 

6.  In  this  number  of  cases,  which  on  close 
analysis  seem  to  include  most  of  those  that  prom- 
ise trouble  (the  toxemias,  eclampsias,  large  babies, 
contracted  pelvic  outlets,  etc.),  the  maternal  mor- 
bidity and  the  fetal  mortality  were  surprisingly 
low;  in  fact,  it  appears  to  us  that  in  this  series 
the  induction  saved  much  maternal  morbidity  and 
several  fetal  lives. 

415  Stevens  Bldg. 
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DOUBLE  UTERUS  WITH  UNUSUAL 
PATHOLOGY 

Charles  T.  Sweeney,  M.D.,  F.A.C.S. 

MEDFORD,  ORE. 

Reports  of  double  uterus  are  so  frequent  and 
have  been  observed  or  found  so  many  times  on 
the  operating  table  that  a report  of  one  would 
not  ordinarily  be  worthy  of  space  in  a medical 
journal,  but  the  case  I am  reporting  in  this  paper 
seems  to  me  to  be  of  more  than  ordinary  interest. 
In  looking  over  the  literature  on  the  subject,  I 
find  but  few  cases  wherein  the  uterine  bodies  are 
so  separate  and  distinct  that  a hysterectomy  could 
be  performed  on  one  uterus,  and  the  other  left 
in  a fairly  normal  position  and  condition.  The 
fact  that  extensive  pathology  could  exist  in  one 
uterus  and  the  other  remain  perfectly  healthy 
is  also  a matter  of  more  than  ordinary  interest. 
The  majority  of  cases  reported  show  some  more 
or  less  union  of  one  uterine  body  with  the  other, 
in  which  case  one  of  the  bodies  and  its  appendages 
are  more  apt  to  be  undeveloped  in  one  way  or 
another,  and  rather  few  are  found  in  which  each 
uterus  has  a separate  and  perfect  tube  and  ovary 
as  a normal  appendage. 

Purcell  of  Dublin,  in  1773,  did  a postmortem 
on  a woman  who  died  in  the  ninth  month  of 
pregnancy.  He  found  a uterus  of  the  usual  size 
and  form  at  full  gestation,  which  contained  a full 
grown  fetus,  but  only  one  ovary  attached  to  a 
single  fallopian  tube.  On  the  other  side  he  found 
a second  uterus,  unimpregnated,  and  of  usual  size 
to  which  another  ovary  and  tube  were  attached. 
Both  these  uteri  were  distinct,  and  evidently  were 
entirely  separate.  This  was  the  exact  condition 
in  the  case  that  I am  now  reporting,  except  in- 
stead of  pregnancy  in  one  uterus,  a pathologic 
condition  existed  in  one  and  a normal  condition 
in  the  other. 

REPORT  OF  CASE 

Mrs.  F.  R.  White,  aged  36.  Father,  mother  and  two 
sisters  living,  well  and  healthy.  She  has  had  no  illness 
of  any  importance  since  childhood. 

As  a nirl  she  was  always  perfectly  normal  so  far 
as  she  knew;  began  menstruating  at  fourteen  years  of 
age,  was  regular,  normal  in  amount,  and  had  but  little 
pain  at  her  menstrual  periods. 

She  was  married  at  the  age  of  twenty-four  and  lived 
with  her  husband  about  ten  years  but  never  became 
pregnant.  Her  married  relations  were  normal  except 
for  occasional  pain  during  coitus  which  recent  exam- 
ination shows  must  have  been  caused  by  the  interfer- 
ence of  the  septum  in  the  upper  portion  of  the  vagina. 

About  a year  ago  periodic  attacks  of  pain  developed 
in  the  left  side,  worse  at  her  menstrual  periods  which 
had  become  prolonged  by  this  time  and  were  more 


Fig.  1.  Appearance  on  vaginal  examination  show- 
ing right  cervix  partially  concealed  by  septum. 


Fig.  2.  Appearance  of  double  uteri  on  opening  the 
abdomen,  (a)  left  uterus;  (b)  right  uterus. 


profuse,  with  some  clots.  Increasing  tenderness  over 
lower  abdomen,  which  lasted  for  one  or  two  weeks 
after  menstruation,  had  developed  in  the  last  few 
months ; along  with  this  was  a train  of  neurotic  symp- 
toms, such  as  insomnia  and  what  she  called  a general 
nervous  condition. 

The  physical  examination  showed  a young  woman 
well  nourished  and  rather  robust  in  appearance,  weight 
150  pounds,  height  5 feet  6 inches,  pulse  rate  80  and 
blood  pressure  normal.  A general  physical  examination 
showed  a perfectly  normal  condition  in  every  way  ex- 
cept a tenderness  and  slight  dullness  in  the  lower  left 
iliac  region  Vaginal  examination  revealed  a mass 
in  the  left  side  which  was  very  tender,  and  a uterine  cer- 
vix somewhat  larger  than  usual  but  not  especially  ab- 
normal in  appearance.  A small  vaginal  septum  was 
found  in  the  upper  portion  of  the  vagina,  in  the  pocket 
of  which  was  a smaller  second  cervix  and  which  is 
about  the  size  of  a virgin  uterine  cervix.  Measure- 
ment of  these  two  uterine  cavities  showed  the  right  to 
be  two  and  one-half  inches  in  depth,  and  the  left  a little 
over  three  inches  (fig.  1). 

She  entered  the  hospital  on  June  6,  and  was  operated 
on  June  7,  1932,  a median,  low  abdominal  incision  be- 
ing made,  which  soon  revealed  two  distinct  uterine 
bodies  (fig.  2).  The  right  was  normal  for  a nullip- 
arous  uterus  with  a single  normal  tube  and  ovary; 
the  left  was  larger,  about  twice  its  normal  size  with 
the  presence  of  fibroid  tissue  felt  on  palpation,  the 
largest  mass  about  one  inch  in  diameter ; left  tube 
bound  down  by  adhesions  to  the  peritoneum  and  broad 
ligament.  Left  ovary,  about  5 cm.  in  diameter,  con- 
tained a fibrocystic  mass  with  little  or  no  normal 
ovarian  tissue. 
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Fg-.  3.  Diagramatic  draw-ing  showing  the  general 
position  of  the  two  uteri. 


A fold  of  the  bladder  extended  between  the  two  uter- 
ine bodies  to  the  margin  of  their  posterior  surfaces 
(fig.  3).  This  fold  required  careful  dissection  in 
the  removal  of  the  left  uterus,  which  was  then  done, 
leaving  but  a small  portion  of  the  cervix,  as  there 
appeared  to  be  no  abnormal  condition  in  this  portion 
of  the  uterus.  The  left  tube  and  ovary  were  removed 
with  the  uterine  mass.  The  extra  portion  of  bladder 
fold  was  used  to  cover  the  raw  surfaces,  and  the  left 
round  ligament  embedded  so  as  to  give  some  support 
to  the  left  side  of  the  remaining  uterine  body. 

The  abdominal  wound  was  closed  with  one  cigarct 
drain  in  situ,  which  was  removed  on  the  third  day.  The 
vagina  was  then  explored  more  fully  and  the  right 
cervix  fully  exposed  which  was  found  to  have  a small 
polypoid  mass  protruding  from  it.  This  cervix  was  di- 
lated slightly  and  the  uterus  curetted  to  remove  the 
polypoid  tissue. 

The  pathologic  report  showed  a fibrous  condition  of 
the  ovary,  with  multiple  cysts,  general  fibrosis  of  the 
uterine  body,  also  small  well-marked  fibroid  masses 
and  a hyperplasia  of  the  endometrium. 

The  patient  made  an  uneventful  recovery,  leav- 
ing the  hospital  at  the  end  of  fifteen  days  and 
has  been  under  close  observation  since.  At  this 
date,  September  3.  she  has  had  three  normal 
menstruations,  free  from  pain,  and  not  excessive 
in  amount;  general  health  much  improved,  and 
all  the  nervous  manifestations  steadily  diminish- 
ing.   

Eclampsia  Without  Convulsions  Terminating  In 
Cerebral  Apoplexy  . Arthur  G.  King.  New  Orleans 
(Journal  A.  M.  A.,  Jan.  7.  1933),  reports  the  case  of  a 
pregnant  woman,  aged  19,  dying  at  term  of  cerebral 
apoplexy.  Syphilis  and  arteriosclerosis  can  apparently 
be  ruled  out.  She  had  no  prodromes  of  any  sort  and 
the  diagnosis  was  made  on  the  hypertension,  albumin- 
uria and  suddenness  of  onset  in  a pregnant  woman. 
There  were  no  convulsions,  but  the  pathologic  condi- 
tion was  identical  with  that  of  eclampsia.  For  want  of 
a better  term,  and  conforming  to  the  usage  by  many 
authors,  this  case  is  described  as  "eclampsia  without 
convulsions.” 


RECTAL  HEDROCELE 

.\N  anatomic  and  surgical  study* 

W.  H.  Bueermann,  M.D.,  Ph.D. 

PORTLAND,  ORE. 

The  rarity  of  any  clinical  syndrome  depends 
• first  upon  a mathematical  infrequency  of  occur- 
rence, and  then  upon  the  ease  with  which  such  a 
clinical  syndrome  may  be  detected  on  the  basis  of 
past  experience. 

One  of  the  interesting  findings  in  a recent 
study  of  herniae  occurring  in  the  pelvic  outlet 
was  the  explanation  of  a clinical  phenomenon  ob- 
served by  the  author  in  a case  of  vaginal  hernia. 
No  adequate  explanation  seemed  valid  at  the  time 
of  the  examination  and  it  was  several  weeks  later 
that  a solution  was  offered  by  an  article  written 
by  ZuckerkandE  in  1891. 

With  the  exception  of  a later  quotation  by 
Jones^  in  1916,  no  other  reference  has  been  found 
in  American  literature  which  recognizes  this  en- 
tity by  name. 

The  following  case  history  will  point  out  some 
of  the  clinical  features  which  presented  the  prob- 
lem, and  the  explanation  and  term  given  to  this 
entity  by  Zuckerkandl  which  best  seemed  to  ex- 
plain the  physical  findings. 

case  REPORT 

Mrs.  M.  O.,  a widow,  67  years  of  age,  gave  as  her 
chief  complaint  a feeling  of  pressure  in  the  rectum  and 
vagina.  She  had  had  a bilateral  oophorectomy  in  1900, 
and  was  a nullipara.  During  1928  she  noticed  a bulging 
mass  developing  along  the  posterior  vaginal  wall.  A 
posterior  colporrhaphy  and  perineorrhaphy  was  done 
at  this  time  with  relief  of  symptoms  for  only  about 
six  months.  At  the  time  of  recurrence  the  patient  com- 
plained of  a bearing  down  sensation  in  the  vagina  and 
rectum,  associated  with  a rather  marked  costivencss. 
There  was  no  history  of  backache  and  the  patient  was 
otherwise  in  normal  health. 

Physical  examination  revealed  a vaginal  introitus 
which  barely  admitted  an  index  finger.  Digital  ex- 
amination revealed  a relaxation  of  both  anterior  and 
posterior  vaginal  walls,  without  evidence  of  uterine  pro- 
lapse. A very  decided  redundancy  of  the  posterior 
vaginal  wall  was  noted.  A plastic  repair  was  advised 
because  of  the  cystocele  and  the  posterior  vaginal  wall 
relaxation. 

Operation,  March  5,  1931.  The  previously  repaired 
perineum  was  incised  in  the  midline  to  give  ample  room. 
During  the  straining  under  anesthesia  it  was  noted  that 
the  posterior  vaginal  wall  ballooned  out  each  time  the 
patient  strained.  An  assistant's  finger  inserted  into  the 
rectum  failed  to  enter  the  presenting  mass  and  a diag- 

•Rea<l  before  the  Fifty-eighth  Annual  Meeting-  of 
Oregon  State  Medical  Society,  Klamath  Falla,  Ore-. 
September  22-24,  1932. 

1.  Zuckerkandl,  Beitrage  z.  Dehre  von  den 
Bruchen  im  Bereiche  des  Douglasschen  liaume..;. 
Deutche  Ztschr.  f.  Chir.,  3:590-608,  1891. 

2.  .Tones.  D.  F..  Relation  of  the  Peep  Cul-de-sac  to 
Prolapse  of  the  Rectum  and  Uterus,  and  to  Rectocle. 
Boston  M & S.  J.  175:623-627,  Nov.  2,  1916. 
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nosis  of  posterior  vaginal  hernia  was  made.  The  cys- 
tocele  was  repaired  and  the  posterior  vaginal  wall 
was  then  opened,  the  peritoneal  sac  dissected  free  and 
isolated  as  high  as  possible  and  inverted.  The  recto- 
vaginal septum  was  then  obliterated  by  interrupted 
sutures,  and  a plastic  repair  done  on  the  posterior 
vaginal  wall,  removing  redundant  tissue.  The  patient 
had  requested  that  no  abdominal  incision  be  made,  hence 
the  pelvic  fixation  of  the  sac  with  obliteration  of  the 
cul-de-sac  was  not  done. 

Folloiv-up.  In  August  the  patient  still  complained  of  a 
sense  of  fullness  in  the  rectum.  Vaginal  discomfort  had 
entirely  disappeared.  Examination  showed  no  evidence 
of  cystocele.  A firm  union  had  been  obtained,  without 
relaxation  of  the  posterior  vaginal  wall.  Digital  ex- 
amination of  the  rectum  in  the  lithotomy  position  re- 
vealed a redundancy  of  the  anterior  rectal  wall  im- 
pinging upon  the  examining  finger  when  coughing.  This 
gave  one  the  impression  of  a bulging  mass  with  a 
definite  cough  impulse.  With  the  patient  in  the  knee 
chest  position,  this  bulging  mass  entirely  disappeared. 
Qjughing,  in  this  position,  again  gave  the  cough  impulse. 
A diagnosis  of  hedrocele,  or  rectal  hernia,  was  later 
made. 

DISCUSSION 

That  this  is  not  a case  of  rectal  prolapse  per  se 
is  evident.  No  previous  history  of  protrusion 
could  be  elicited.  The  persistence  of  the  symp- 
tom of  pressure  in  the  rectum  upon  standing,  and 
the  finding  of  a rectal  wall  protrusion  giving  a 
definite  localized  cough  impulse  seemed  to  satisfy 
at  least  tentatively,  the  impression  of  a hedrocele 
being  present.  The  predisposing  factor,  the  ab- 
normally deep  cul-de-sac,  was  an  etiologic  factor 
also  in  the  production  of  the  vaginal  hernia  which 
was  repaired  via  vagina.  With  the  closure  and 
obliteration  of  the  opening  from  the  cul-de-sac  in 
the  process  of  repair  of  the  vaginal  enterocele 
through  the  rectovaginal  septum,  the  line  of 
force  of  the  intraabdominal  pressure,  as  well  as 
the  weight  of  the  cul-de-sac  contents,  was  directed 
against  the  anterior  rectal  wall.  In  the  normal 
or  average  anatomic  pelvic  relationships  this 
would  not  be  so  likely  to  occur. 

That  this  condition  is  not  a true  prolapse  of  the 
rectum  is  obvious,  since  the  term  prolapse  usually 
applies  to  that  group  of  rectal  defects  which  per- 
mit a protrusion  into,  or  through  the  sphincter, 
of  the  whole  circumference  of  the  rectal  wall. 
There  is  a bulging  present  of  the  anterior  rectal 
wall  into  the  ampulla.  The  contents  of  the  in- 
verted rectal  wall  usually  depends  upon  the  con- 
tents of  the  cul-de-sac. 

Anatomy.  There  is  a definite  relationship  ex- 
isting between  the  deep  cul-de-sac  and  prolapsus 
of  the  rectum  and  uterus  to  rectocele,  vaginal 
herniae  and  hedrocele.  All  herniae  of  the  cul-de- 
-sac  of  Douglas  have  access  either  into  the  poster- 


Fig.  1.  Shows  the  cul-de-sac  bulging  into  the  an- 
terior rectal  wall  to  form  a heUroceie  A.  ampulla  of 
rectum;  D,  hedrocele;  V,  Vagina;  U,  bladder. 


hernia;  V,  vagina;  U,  bladder. 

ior  vaginal  wall  or  into  the  rectum  itself.  The 
common  factor  in  all  Douglas’  pouch  herniae  is 
the  neck  of  the  sac,  and  this  is  the  same  whether 
we  consider  perineal  herniae,  pudendal  herniae, 
vaginal  enteroceles  or  hedroceles.  Bowel  pushing 
down  through  the  cul-de-sac  of  Douglas  is  as 
likely  to  force  in  the  anterior  rectal  wall,  thub 
producing  a hedrocele  (fig.  1),  as  it  is  to  push 
in  the  posterior  vaginal  wall  and  dissect  down  be- 
tween the  layers  of  the  rectovaginal  septum,  thus 
producing  a posterior  vaginal  enterocele  (fig.  2). 
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The  normal  pelvis  in  the  male  shows  a posterior 
cul-de-sac  reaching  to  the  second  and  third  sacral 
vertebrae,  or  approximately  to  the  top  of  the 
seminal  vesicles.  In  multiparae  the  depth  of  the 
cul-de-sac  is  on  a level  with  the  posterior  portion 
of  the  vaginal  vault,  at  times  even  extending 
down  beyond  the  level  of  the  cervix  posteriorly. 

The  transversalis  fascia,  which  lines  the  ab- 
dominal cavity,  is  continued  into  the  pelvic  fascia, 
where  it  gives  support  to  the  uterus,  bladder  and 
rectum.  According  to  Williams®,  the  pelvic  fas- 
cia, from  its  attachment  to  the  brim  of  the  pelvis, 
sweeps  downward  and  inward  to  the  bladder, 
with  which  it  is  intimately  connected,  and  to  the 
vagina  which  it  splits  to  enclose,  uniting  with  the 
fascia  from  the  opposite  side,  and  is  attached  to 
the  cervix  uteri,  where  it  helps  to  form  the  vagin- 
al vault.  This,  according  to  Williams,  forms  a 
strong  fibrous  sling  which  is  the  main  support  of 
the  bladder  and  the  strongest  of  the  uterine  sup- 
ports. The  posterior  portion  of  the  fascia  is  deep- 
er than  the  anterior,  and  passes  downward  and 
inward  to  the  rectal  wall,  to  which  it  is  intimately 
attached.  It  is  weakness  of  this  portion  of  the 
pelvic  fascia,  associated  with  an  abnormally  deep 
cul-de-sac,  which  predisposes  to  the  development 
of  hedrocele. 

Since  this  fascia  is  the  main  support  of  the 
uterus,  vagina  and  bladder,  and  limits  the  depth 
of  the  posterior  cul-de-sac  by  forming  its  floor, 
we  must  consider  defects  in  this  fascia,  such  as 
the  congenital  absence  of  it,  or  the  stretching  of 
it,  as  responsible  for  the  extension  of  the  cul-de- 
sac  downwards  to  the  levator  muscle.  Zucker- 
kandl,  Breisky^  and  others  have  shown  that  the 
cul-de-sac  extends  down  to  the  level  of  the  levator 
in  the  fetus,  and  by  puberty  reaches  the  level  of 
the  second  and  third  sacral  vertebrae.  The  ab- 
normally deep  cul-de-sac,  of  necessity,  must  pre- 
cede the  development  of  hedrocele. 

Jones  describes  three  varieties  of  deep  cul-de- 
sac  pertinent  to  the  question  of  herniae  and  pro- 
lapsed conditions  of  the  pelvis.  His  congenital 
variety  of  deep  cul-de-sac  was  found  to  be  fre- 
quently associated  with  prolapse  of  the  rectum 
m males  and  virgins,  and  in  prolapse  of  the  uterus 
and  vaginal  herniae  in  virgins.  He  states  that  he 
had  never  seen  a deep  pelvis  of  this  form,  in 
which  there  was  not  cither  a proplapse  of  the  rec- 
tum or  uterus,  or  a rectocele.  It  is  this  type, 
due  to  the  absence  or  attenuation  of  the  pelvic 

S.  Wi'liam.s,  Quoted  by  I).  P.  Jones. 

4.  Kreisky.  Krankheiten  <ler  Vasina.  Deutche 

( 'liirurBio,  Kief  (in. 


fascia,  which  may  give  rise  to  a hedrocele,  if  the 
point  of  force  continues  against  the  anterior  wall 
of  the  rectum  with  an  intact  and  firm  rectovaginal 
septum. 

The  congenital  defect  variety  described  by 
Tones  is  rare.  In  this  type  there  is  a small  open- 
ing between  the  vagina  and  reetum,  reaching 
from  a posterior  cul-de-sac  in  the  normal  position, 
down  to  the  levator  muscles  and  usually  causing 
a vaginal  protrusion.  This  variety  suggests  a de- 
fect in  the  posterior  portion  of  the  pelvic  fascia, 
through  which  the  intestines  have  forced  their 
way  down  to  the  depth  of  the  pelvis.  This  var- 
iety is  analogous  to  the  formation  of  an  inguinal 
hernia,  since  the  contents  are  forced  through  a 
small  defect  in  the  fascia  and  carry  a true  peri- 
toneal sac  before  them.  This  variety  is  most  fre- 
quently the  cause  of  true  hernia  and  is  most  likely 
to  dissect  down  the  rectovaginal  septum  to  pro- 
trude along  the  posterior  vaginal  wall  as  a vagin- 
al hernia  or  enterocele. 

Clinical  features.  The  symptom-complex  found 
in  mild  and  advanced  cases  of  hedrocele  are  those 
of  a bearing  down  sensation  in  the  rectum  and  a 
sense  of  fullness,  as  described  by  the  patient  in 
the  case  report.  This  bearing  down  sensation 
and  rectal  fullness  are  usually  aggravated  at  the 
time  of  straining  at  stool.  There  is  no  anal  pro- 
trusion of  a circular  ring  of  mucous  membrane 
such  as  one  might  encounter  in  rectal  prolapse. 
The  presence  of  external  or  internal  hemorrhoids 
may  s-eemingly  explain  the  patient’s  complaints. 
Bleeding  from  the  rectum  is  not  seen  with  hed- 
rocele except  from  associated  pathology.  Cough- 
ing, sneezing  and  straining  at  stool  will  be  found 
to  aggravate  this  condition. 

Examination  in  the  knee  chest  position  or  in 
the  usual  position  on  a proctoscopist’s  table  will 
prove  disappointing  as  to  findings,  since  the  in- 
verted position  tends  to  reduce  the  rectal  invag- 
ination with  the  postural  spontaneous  reduction 
of  the  hedrocele  contents.  A possibly  visible  re- 
dundancy of  the  rectal  wall  may  be  all  that  can 
be  seen.  However,  rectal  examination  in  the 
lithotomy  or  sitting  position  demonstrates  the  an- 
terior rectal  wall  bulging  against  the  examining 
finger.  By  having  the  patient  cough,  a definite 
cough  impulse  is  elicited  against  the  examining 
finger.  The  redundancy  from  a low  or  high  rec- 
tocele may  be  confused  with  a hedrocele,  with  the 
exception  that  the  definite  cough  impulse  against 
the  examining  finger  is  absent  in  rectocele.  Va- 
ginal examination  may  reveal  a similar  cough  im- 
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pulse  transmitted  to  the  examining  finger.  This 
is  only  corroborative  evidence,  however,  since 
confusion  may  arise  due  to  a transmitted  impulse 
from  an  abnormally  low  cul-de-sac  without  hed- 
rocele.  In  a true  hedrocele  the  examining  finger 
inserted  into  the  vaginal  vault  will  find  an  area 
of  decreased  resistance  against  the  anterior  rec- 
tal wall,  similar  to  that  the  rectal  finger  feels 
when  pushing  a rectocele  against  the  posterior 
vaginal  wall. 

Perhaps  the  knowledge  that  such  an  entity 
as  hedrocele  exists  may  call  to  our  attention  more 


Fig'  3.  Sagittal  .section  showing  the  normal  projec- 
tion of  the  cul-de-sac  from  intraabdominal  contents 
ami  i)resFuie. 


cases  of  this  condition  than  we  have  been  aware 
of  in  the  past. 

Surgical  Consideration.  Rectal  hedrocele  is  ob- 
viously not  a medical  problem.  The  correction 
of  the  anatomic  defect  making  this  condition  pos- 
sible will  require  surgical  interference,  and  it  is 
obviously  impossible  to  adequately  correct  the 
condition  via  the  vaginal  route. 

The  aim  of  any  surgical  procedure  must  be  to 
obliterate  the  cul-de-sac,  and  to  change  the  direc- 
tion of  the  line  of  force  and  intestinal  weight  in 
the  pelvis.  Any  of  the  accepted  procedures  of 
closing  the  cul-de-sac  of  Douglas  will  accomplish 
this  end.  The  operations  of  Moschowitz  and  Bar- 
denhauer  suggested  for  the  cure  of  rectal  prolapse 
may  be  employed  to  accomplish  the  closure  of  the 
cul-de-sac. 

While  a closure  of  the  posterior  cul-de-sac  by 
the  purse-string  satures  may  seem  to  have  little 
strength  in  itself,  the  value  lies  in  the  fact  that 
the  closure  throws  the  weight  of  the  intestines 


forward  onto  the  bladder,  symphysis  pubis  and 
the  anterior  abdominal  wall,  while  the  patient  is 
in  the  upright  position  (fig.  3).  The  uncorrected 
deep  cul-de-sac,  on  the  other  hand,  allows  the 
weight  of  the  intestines  and  the  direct  force  of 
intraabdominal  pressure  to  come  upon  the  anter- 
ior rectal  wall  or  the  posterior  vaginal  wall. 

CONCLUSIONS 

1.  Rectal  hedrocele  is  a relatively  little  known 
clinical  entity  based  upon  definite  anatomic  con- 
siderations. 

2.  The  clinical  symptoms  and  signs  may  be 
easily  confused  with  rather  commonly  seen  rectal 
pathology. 

3.  The  finding  of  a definite  cough  impulse, 
with  bulging  into  the  anterior  rectal  wall,  is  path- 
ognomonic of  hedrocele. 

4.  The  surgical  correction  of  hedrocele  con- 
sists of  the  obliteration  of  the  cul-de-sac  of  Doug- 
las with  the  resulting  change  of  the  axis  of  ab- 
dominal pressure  and  the  weight  of  intestinal 
coils. 


ETIOLOGY  AND  TREATMENT  OF 
MIGRAINE 
L.  Dow  Inskeep,  M.D. 

MEDFORD,  ORE. 

Osier’s  definition  of  migraine  is  “a  paroxysm- 
al affection  characterized  by  severe  headache,  us- 
ually unilateral,  and  often  associated  with  disor- 
ders of  vision.”  Davis^  defines  migraine  as  fol- 
lows : “Migraine  is  a periodic  cephalalgia  char- 
acterized by  the  absence  of  any  local  lesions 
which  might  occasion  headache,  and  peculiar  as 
regards  the  visual  and  oculoplegic  symptoms  and 
psychic  phenomena  which  may  accompany  it.” 

Using  these  definitions  as  a basis,  an  attempt 
was  made  to  determine  as  nearly  as  possible  some 
of  the  etiologic  factors  which  might  be  present  in 
a small  series  of  thirty-five  cases,  all  of  which 
were  typical  and  of  more  than  two  years  duration. 

Unexpected  success  followed  and  an  apparent- 
ly new  etiologic  factor  was  disclosed.  In  check- 
ing over  the  complete  blood  chemistry  reports  of 
a number  of  cases,  it  was  found  that  every  one 
had  a serum  calcium  figure  within  the  textbook 
normal  range  of  9.2  to  12  mgm.  per  100  cc.,  but 
that  all  of  them  fell  within  the  range  of  9.2  to 
9.6  mgm.  As  the  result  of  some  former  unpub- 
lished investigation  I felt  that  the  normal  level 

1.  D-ivi.s.  T.  K..  Cociles  Text-Kook  of  Meilicine, 
W.  B.  Saunders  Co.,  I’liiladelphia,  li)30. 
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for  adults  was  between  11  and  13  mgm.  per  ICX) 
cc. 

An  attempt  was  then  made  in  a few  cases  to 
bring  the  serum  calcium  up  to  11  mgm.  by  giving 
calcium  lactate  by  mouth  in  doses  of  15  to  30 
grains  per  day.  This  proved  rather  irritating  to 
most  of  the  patients  and  later  calcium  gluconate 
was  used  with  greater  comfort  on  the  patient’s 
part.  In  all  the  cases  it  was  noted  that,  when  the 
.serum  calcium  came  up  to  11  mgm.,  there  was 
complete  cessation  of  the  migraine. 

When  this  repeated  itself  in  several  cases,  it 
finally  became  evident  that  there  was  some  con- 
nection between  a low  serum  calcium  and  mi- 
graine. In  order  to  check  this  conclusion,  calcium 
in  the  form  of  either  the  lactate  or  gluconate  was 
given  to  thirty-five  cases  of  typical  migraine,  all 
of  whom  at  the  start  had  a serum  calcium  below 
9.6  mgm.  The  results  have  been  uniform  and 
very  satisfactor\-  in  that  all  of  the  cases  without 
exception  were  relieved  of  migraine,  if  and  when 
the  serum  calcium  reached  11  mgm.  per  100  cc. 

At  the  present  time  the  routine  treatment 
used  is  to  determine  the  serum  calcium  level 
(Kramer  and  Tisdall^).  Give  from  15  to  30 grains 
of  calcium  gluconate  by  mouth  once  a day,  pre- 
ferably before  breakfast,  and  ask  the  patient  to 
return  in  two  weeks.  On  his  return  the  patient 
who  had  been  having  two  and  three  attacks  a 
week  will  report  having  several  attacks,  each  of 
less  severity  than  the  preceding  one.  The  serum 
calcium  at  this  time  will  usually  be  found  to  be 
between  10  and  11  mgm.  In  another  two  weeks 
the  patient  will  report  that  the  attacks  have 
stopped,  and  the  laboratory  will  report  a serum 
calcium  of  11  mgm.  or  more. 

The  calcium  preparations  are  kept  up  in  smaller 
doses  for  three  months,  during  which  time  the 
patient  is  free  from  attacks.  Then  an  intermis- 
sion of  about  tw'o  months  is  allowed,  when  the 
course  is  repeated.  In  none  of  the  cases  in  this 
group  has  cod-liver  oil,  viosterol  or  parathyroid 
been  used,  as  it  was  felt  that  the  dangers  of  hy- 
percalcemia were  greater  than  the  benefits  of  a 
speedy  increase  in  serum  calcium. 

This  treatment  is  not  suggested  as  a cure-all 
for  all  types  of  headache,  but  only  for  the  treat- 
ment of  typical  migraine,  and  if  tried  by  others 
should  be  used  only  for  migraine  with  hope  of 
results.  All  attempts  at  treatment  should  be 
checked  by  laboratory  reports  as  to  the  serum 
calcium  level. 

2.  Kramc'r,  B and  Tisdall,  F .F.,  Simple  Techinque 
for  DetPr-n'rat  ion  of  Calc'um  and  Magnesium  in 
.Small  .\moiints.  J.  Biol.  Clum.  47 :47.'5-481,  1921. 
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SHALL  WE  PRESCRIBE  LIQUOR? 

Frank  L.  Wood,  M.D. 

LYNDEN,  WASH. 

Now  that  the  state  liquor  laws  have  been  re- 
pealed and  physicians  may  easily  obtain  permits 
to  prescribe  alcoholic  liquors  as  medicine,  we  are 
confronted  by  a problem  in  ethics  and  common 
honesty  which  may  be  of  farreaching  importance 
to  the  profession.  The  question  arises ; Is  it 
professionally  ethical  and  in  accord  with  our 
somewhat  neglected  oath  of  Hippocrates  and  is  it 
morally  honest  for  the  physicians  of  this  state 
to  prescribe  liquor  at  so  much  per  prescription? 
Probably  very  many  physicians  have  given  this 
matter  little  thought  but  have  decided  that,  if 
others  are  going  to  prescribe  liquor  because  it  is 
the  popular  thing  to  do,  they  may  as  well  fall  into 
line  and  accept  what  profit  accrues  from  the 
practice. 

It  is  apparent  that  very  few  physicians  in  this 
state  consider  alcohol  of  any  importance  as  a 
medicine.  There  were  only  175  of  them  who  took 
the  trouble  to  obtain  permits  to  furnish  their  pa- 
tients with  medicinal  liquor  prior  to  the  change 
in  the  permit  system  a few  years  ago.  If  there 
were  others  who  felt  that  alcohol  was  necessaiA^ 
for  the  best  interests  of  their  patients,  I feel  cer- 
tain they  would  have  been  honest  enough  with 
themselves  and  considerate  enough  of  their  pa- 
tients’ welfare  to  have  taken  steps  to  provide  it. 

Even  some  ten  or  fifteen  years  ago,  it  will  be 
recalled,  when  the  American  Medical  Association 
conducted  a poll  of  the  profession  on  the  alcoholic 
question,  it  was  found  that  only  about  half  of  it 
recognized  alcohol  as  an  internal  medicine.  At 
the  present  time  it  seems  reasonable  to  believe 
that  a much  smaller  percentage  considers  the  drug 
useful  in  medicine.  This  is  because  the  younger 
gerneration  of  doctors  has  had  the  benefit  of  the 
teachings  of  such  men  as  Cushney  which  the 
older  ones  were  denied.  On  account  of  the  re- 
searches and  conclusions  of  modern  pharmacolog- 
ists, alcoholic  beverages  were  stricken  from  the 
American  pharmacopoeia  over  twenty  years  ago. 

With  these  facts  in  mind,  it  seems  to  me  that 
before  we  give  heed  to  the  propaganda  of  the 
distillers  and  brewers,  whose  agents  are  already 
beginning  to  solicit  our  business  and  cooperation, 
we  should  consider  whether  it  is  ethically  proper, 
morally  right  or  economically  wise  for  us  to  take 
any  part  in  the  distribution  of  alcoholic  liquors. 
In  order  to  do  this,  we  should  first  brush  up  on 
our  knowledge  of  alcohol,  the  drug,  which  we 
have  had  little  occasion  or  inclination  to  use  for 
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the  past  decade,  and  after  we  have  become  fully 
conversant  with  its  actual  immediate  physiologic 
effects  On  the  mind  and  body  and  its  immediate 
and  remote  pathologic  effects  and  their  relation 
to  health  and  longevity,  then  let  conscience  and 
( common  sense  be  our  guide. 

The  action  of  alcohol  upon  the  brain  is  always 
that  of  a narcotic.  What  seems  like  a stage  of 
stimulation  or  excitement  is  but  an  evidence  of 
I the  first  stage  of  narcosis,  the  loss  of  self- 
restraint.  Even  the  smallest  doses  of  alcohol  tend 
to  lessen  the  activity  of  the  brain,  the  drug  ap- 
pearing to  act  most  strongly  and,  therefore,  in  the 
smallest  doses  on  the  most  recently  acquired 
faculties;  to  annihilate  those  qualities  that  have 
I been  developed  through  education  and  experience. 
Loss  of  self-restraint  results  in  a display  of  emo- 
tions which  is  often  very  erratic.  These  emotions 
range  from  the  desirable  feeling  of  good-fellow- 
ship, happiness  and  affection,  so  prized  by  the 
users  of  this  drug,  to  irritability,  moroseness, 
combativeness,  cruelty  and  maudlin  sorrow. 
While  these  latter  effects  are  extremely  disagree- 
able and  annoying  to  others,  it  is  the  effects  upon 
the  sense  of  responsibility,  judgment  and  the 
other  higher  functions  of  the  mind  which  concern 
us  most. 

The  effects  of  alcohol  upon  the  mind  are  very 
definite  and  regular.  Beginning  with  small  doses, 
the  faculties  are  dimmed  or  lost  in  exactly  a re- 
verse order  from  that  in  which  they  were  acquired 
in  the  course  of  embryologic  mental  and  physical 
development.  The  medulla  contains  the  vital 
centers  of  respiration  and  circulation  and  is  the 
most  primitive  part  of  the  brain.  It  i<;  the  last  to 
be  affected  by  alcohol.  The  cerebellum  is  next  in 
order  of  development  and  is  much  more  suscept- 
ible to  the  effects  of  alcohol.  We  may  become 
dead  drunk  and  unable  to  walk  without  seriously 
endangering  the  more  primitive  but  more  vital 
functions  of  the  medulla.  The  cerebrum  is  the 
last  to  develop  and  it  controls  our  highest  mental 
faculties.  It  is  most  susceptible  to  the  effects  of 
alcohol,  and  those  faculties  which  are  the  highest 
and  the  last  to  be  acquired  are  the  ones  most 
quickly  affected.  Thus,  alcohol,  even  in  small 
doses,  affects  judgment  and  the  sense  of  respons- 
ibility. 

Why  do  we  have  pleasurable  sensations  after 
taking  a small  amount  of  alcohol?  Not  because  of 
stimulation  as  has  so  often  been  suggested,  for 
it  is  a narcotic.  It  is  because  it  dulls  our  sense 
of  responsibility  and  thus  relieves  our  cares  and 


worries.  For  we  would  not  have  cares  and  wor- 
ries if  it  were  not  for  our  sense  of  responsibility 
to  ourselves,  our  families,  the  state  and  humanity 
A sense  of  responsibility,  one  to  another,  is  the 
basis  of  all  of  our  human  relationships.  Without 
it  we  would  have  chaos  and  anarchy.  It  is  this 
sense  which  makes  possible  the  comparative  safe- 
ty we  enjoy  under  our  intricate  system  of  rapid 
transportation.  It  is  the  lack  of  it,  from  one 
cause  or  another,  which  is  responsible  for  most 
of  our  accidents.  Damage  or  destroy  it,  even 
temporarily,  as  can  be  done  by  the  use  of  a small 
amount  of  alcohol  in  many  individuals,  and  the 
health,  the  safety,  the  life  of  the  individual  in- 
volved, as  well  as  all  those  with  whom  he  comes 
in  contact,  are  jeopardized. 

Cushny  shows  how  the  receptive  and  intellec- 
tual powers  are  weakened  by  very  small  amounts 
of  alcohol.  For  example,  a person  after  taking  a 
very  small  dose  makes  more  errors  in  adding  a 
column  of  figures  and  in  reading  a series  of  un- 
connected syllables,  and  apparently  recognizes 
letters  and  words  somewhat  more  slowly.  He 
reminds  us  that  regiments  of  soldiers  not  supplied 
with  alcohol  were  able  to  march  farther  and  were 
in  better  condition  at  the  end  of  the  day  than 
others  to  whom  it  had  been  given.  Durig’s  experi- 
ments in  mountain  climbing  show  the  same  re- 
sults. The  total  work  done  under  alcohol  was 
smaller  and  the  expenditure  of  energy  greater. 
Forms  of  work  requiring  greater  intelligence 
than  marching  are  performed  less  correctly  with 
alcohol  than  without  it.  For  instance,  typesetters 
can  do  more  work  and  do  it  more  perfectly  when 
they  abstain  from  drinking. 

Although  in  all  probability  not  possessed  with 
the  scientific  knowledge  of  these  facts,  the  courts 
have  learned  from  experience  and  realized  for  a 
long  time  that  the  taking  of  alcohol,  even  in 
small  amounts,  is  distinctly  dangerous  to  the  pub- 
lic safety.  In  their  decisions  they  have  made  it 
clear  that  the  fact  that  a man  has  been  drinking 
at  all  will  be  held  against  him  in  case  he  becomes 
involved  in  an  accident.  Railway  companies  and 
other  concerns  whose  employes  hold  positions  of 
responsibility,  where  life  is  at  stake  and  judg- 
ment is  necessary  at  all  times,  have  for  decades 
insisted  that  their  employes  abstain  from  the  use 
of  alcohol  while  on  duty.  vSalesmen  and  shrewd 
business  men  have  known  for  ages,  without 
knowing  why.  that  if  they  wished  to  make  a good 
business  deal  with  a man,  it  would  be  to  their 


70 


LIQUOR  PRKSCRIPTION — WOOD 


Vol.  XXXII,  No.  2 


advantage  to  first  take  him  to  a saloon  and  treat 
him. 

Judges  have  for  many  years  been  writing  into 
their  decisions  and  sentences  their  condemnation 
of  the  so-called  temperate  or  moderate  drinking. 
Judge  Riddell  of  Toronto,  in  sentencing  a driver, 
said:  “You  had  obscured  your  mind  and  judg- 
ment by  drinking  alcoholic  liquor.  No  doubt  you 
thought  you  were  sober  (that  is  a matter  of  de- 
finition) but  the  fact  remains  that  you  were  not, 
and  very  few,  having  recently  taken  even  a little 
liquor,  are  fit  to  drive  a car.”  Magistrate  Howell 
of  Ottawa  went  as  far  as  to  say : “The  time  will 
come  when  no  man  will  be  given  a license  to 
drive  an  automobile  unless  he  is  an  abstainer  from 
liquor.”  Judge  Fisher  of  Brampton,  in  charging 
a grand  jury,  declared:  “It  is  impossible,  in  my 
estimation,  to  take  one  drink  and  manage  a car 
properly.  The  man  who  takes  two  or  even  one 
drink  cannot  handle  his  car  or  himself  as  well 
as  the  man  who  has  taken  none.”  Very  many 
statements  of  a similar  nature  made  by  magis- 
trates and  peace  officers  might  be  quoted. 

The  London  correspondent  of  the  Journal  of 
the  A.  M.  A.,  under  date  of  May  30,  1931,  wrote: 
“Last  year,  more  than  7000  persons  were  killed 
and  180,000  injured  by  automobiles  on  the  roads 
of  Great  Britain.  The  number  has  been  steadily 
increasing  year  by  year.  It  is  believed  that  a 
considerable  portion  of  the  accidents  are  due  to 
consumption  of  alcohol,  in  what  is  generally  re- 
garded as  moderate  quantities  by  the  drivers,  im- 
mediately before  or  during  the  drive.  Many 
normal  and  responsible  persons  who  drive  are  un- 
aware that  their  reaction  time  is  reduced  and, 
therefore,  that  they  are  rendered  more  dangerous. 
The  interval  between  the  reception  of  a stimulus 
from  the  retina  to  the  response  of  the  muscles  of 
the  hand  to  put  on  the  brake  or  turn  the  steering 
wheel  is  normally  a fifth  of  a second  but  by  tak- 
ing a whiskey  and  soda  or  a pint  of  beer  it  may 
be  prolonged  to  two  or  even  four-fifths  of  a sec- 
ond. A car  traveling  thirty-five  miles  an  hour 
will  go  twenty  feet  farther  in  consequence  of  the 
increase  in  reaction  time,  which  may  make  the 
difference  between  life  and  death.”  He  quotes 
Vernon  (physiologist)  as  saying  people  did  not 
realize  that  the  effects  of  alcohol  were  still  present 
hours  after  drink  had  been  taken.  He  said  that 
one  pint  of  beer  caused  a reduction  in  skill  which 
might  persist  for  three  hours  afterward. 

For  countless  generations,  alcohol,  especially 
in  the  form  of  wine,  has  been  considered  a tonic 


and  aid  to  digestion.  Because  through  its  nar- 
cotic action  it  removes  restraint  and  feelings  of 
social  inferiority,  it  promotes  congeniality.  In 
this  way  it  may  be  an  aid  to  appetite  and  diges- 
tion. No  doubt  it  was  because  of  this  quality 
that  much  of  its  praises  have  been  sung.  Per- 
haps it  was  because  of  this  quality  that  Paul  ad- 
vised Timothy  to  “use  a little  wine  for  thy  stom- 
ach’s sake  and  thine  often  infirmities.”  But  we 
must  not  overlook  the  fact  that  at  the  time  this 
epistle  was  written  wine  was  considered  a remedy 
for  many  ills,  and  he  recommended  a little  as  a 
medicine.  Also  in  the  same  epistle  he  admon- 
ished Timothy  to  be  “not  given  to  wine,  not  a 
brawler.” 

We  may  sum  up  the  finding  of  Cushny  con- 
cerning the  effects  of  alcohol  upon  the  digestion 
by  saying  that,  while  the  digestive  juices  outside 
the  stomach  are  not  altered  to  any  extent  by  weak 
solutions  of  alcohol,  the  action  of  higher  per- 
centages is  detrimental  and  “even  small  quanti- 
ties of  ordinary  beers  and  wine  have  this  detri- 
mental effect.”  Small  quantities  of  alcohol  may 
through  local  irritation  stimulate  the  motility  and 
secretory  action  of  the  stomach  and  thus  to  a 
certain  extent  counteract  the  undesirable  chemi- 
cal effects  upon  the  digestive  enzymes.  No  doubt 
this  beneficial  reaction  depends  to  a great  extent 
upon  the  psychic  reaction.  If  one  enjoys  the 
smell  and  taste  of  the  liquor  consumed,  the  secre- 
tions may  be  increased  just  as  they  are  by  the 
smell  and  taste  of  savory  food.  While  there  is 
some  diversity  of  opinion  among  investigators 
as  to  the  effects  of  small  quantities  of  alcohol  up- 
on the  digestion,  all  are  agreed  that  even  moder- 
ate doses  are  deleterious.  The  equivalent  of  from 
one-half  to  one  wine-glassful  of  brandy  or  whis- 
key leads  to  irritation  of  the  stomach  wall  and 
profuse  secretion  of  mucus,  and  if  used  repeated- 
ly, eventually  results  in  gastric  catarrh  and  per- 
manently impaired  digestion. 

The  point  that  alcohol  is  a real  food  seems  to 
me  not  to  be  well  taken.  The  final  results  of  all 
investigations  seem  to  indicate  that  when  ab- 
sorbed and  assimilated,  it  takes  the  place  of  a 
certain  amount  of  food,  so  that  a less  amount  of 
protein  and  fat  are  required.  Whether  this  is  a 
physiologic  process  or  a pathologic  one  is  hard  to 
determine.  We  know  that  one  of  the  pathologic 
actions  of  alcohol  is  to  cause  a fatty  degenera- 
tion of  tissue  cells  with  the  deposit  of  fat  in  the 
tissues.  For  this  and  other  reasons  we  should 
not  be  too  willing  to  agree  that  alcohol  can  pro- 
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<luce  energy  and  prevent  tissue  waste  in  the  same 
manner  as  recognized  fats,  proteins  and  carbo- 
hydrates. We  have  so  many  easily  digested  and 
assimilated  foods  for  the  use  of  those  who  are 
sick,  that  to  use  alcohol  as  a substitute  when  it 
is  known  to  be  injurious  to  tissue  cells,  even  in 
small  quantities,  does  not  seem  rational. 

Alcohol  was  formerly  freely  employed  in  com- 
bating infections  and  there  are  still  a few  physi- 
cians who  employ  it  in  colds,  influenza  and  even 
pneumonia.  Persons  who  are  addicted  to  the 
use  of  alcohol  are  known  to  show  less  resistance 
to  infections  and  shock  than  others.  All  investi- 
gations tend  to  show  that  alcohol  in  small  quan- 
tities does  not  lessen  resistance  to  infections  to 
any  extent,  but  it  does  not  increase  it  and,  there- 
fore, the  practice  of  many  laymen  and  some 
physicians  of  using  it  in  common  respiratory  in- 
fections is  entirely  unwarranted,  for  while  its 
specific  action  in  these  cases  may  be  negligible 
either  way,  its  general  effect  upon  the  organism 
is  deleterious. 

Thus,  from  the  findings  of  the  ablest  pharma- 
cologists and  medical  and  scientific  investigators 
of  two  continents,  it  is  apparent  that  alcohol  has 
little  or  no  value  as  an  internal  medicine  and  it 
may  be  wisely  ignored.  True,  it  is  a narcotic, 
and  narcotics  are  useful  in  medicine,  but  there 
are  others  that  are  so  much  more  effective  and 
prompt  and  certain  in  their  action  that  their  use 
should  always  be  preferred.  In  hemorrhage,  shock 
and  other  forms  of  sudden  and  serious  depres- 
sion of  the  heart  and  central  nervous  system,  its 
beneficial  action  has  been  seriously  questioned  in 
recent  years.  In  experimental  shock  in  animals 
Crile  found  that  its  action  was  harmful  in  ave- 
rage doses  and  in  small  doses  ineffective.  In  man 
any  effect  it  may  have  must  be  attributed  to  its 
narcotic  effect  in  allaying  nervousness.  In  sud- 
den chill  with  pallor,  alcohol  may  be  beneficial 
on  account  of  its  vasodilator  effects  upon  the 
skin.  Thus  it  may  induce  a feeling  of  warmth 
and  possibly  relieve  congestion  of  the  internal 
organs.  In  some  such  cases,  however,  morphine 
is  a much  more  effective  narcotic  and  in  others 
the  diffusible  stimulants,  caffeine  and  ammonia, 
are  preferable. 

We  need  not  consider  the  moral  side  of  drink- 
ing. It  is  a mistake  that  it  ever  was  considered. 
There  is  enough  to  be  said  from  the  medical  and 
economic  standpoints.  Neither  need  we  concern 
ourselves  with  the  problems  of  liquor  restriction 
by  law.  We  claim  to  be  a scientific  and  an  al- 


truistic body  of  men  and  women.  Let  us  prove 
that  we  are  both. 

In  every  other  field  of  human  endeavor  our 
profession  has  worked  side  by  side  with  other 
agencies  for  the  betterment  of  the  race,  but  in  its 
attitude  toward  this  dangerous  drug  there  has 
been  a silence  which  has  seemed  to  he  almost 
sinister.  Is  the  world  to  believe  that  we  have 
become  slaves  to  this  drug  or  the  willing  decoys 
of  those  who  profit  from  its  manufacture  and 
sale  ? Are  we  permitting  religious,  racial  or 
other  forms  of  prejudice  to  direct  our  thoughts 
and  acts,  or  have  too  many  of  us  become  so  com- 
mercialized that  idealism  and  altruism  have  been 
forgotten.  I hope  not,  but  there  are  some  signs 
that  cannot  be  ignored.  The  bitter  denunciation 
from  official  sources  hurled  at  one  of  the  finest 
and  noblest  types  of  American  physicians  because 
he  did  not  mince  words  but  called  a spade  a spade 
when  testifying  before  a Congressional  Commit- 
tee should  give  us  pause. 

In  Canada,  where  liquor  is  legal,  motorists  who 
drive  after  drinking  and  meet  with  accidents  are 
severely  dealt  Avith.  There  is  no  way  of  appre- 
hending, convicting  or  adequately  punishing 
physicians  who  treat  the  sick  or  perform  surgical 
operation  after  drinking.  The  victims  of  their 
“accidents”  are  “sunk  without  a trace.”  We 
would  not  fly  with  a pilot  upon  whose  breath  we 
could  detect  the  odor  of  alcohol.  Why  should  we 
expect  our  patients  to  trust  us  under  like  cir- 
cumstances? Being  treated  or  operated  upon  by  a 
physician  is  such  a commonplace  thing  that  the 
public  forgets  that  we  deal  in  instruments  of 
death  as  well  as  of  healing.  If  an  aeroplane  pilot 
errs  in  judgment,  he  knows  that  he  will  die  with 
his  victim,  so  he  does  not  drink.  No  such  fate 
awaits  the  erring  physician  and  thus  many  of  us 
are  taking  a chance  with  the  patient. 

There  are  three  important  ways  in  which 
physicians  err  in  regard  to  alcohol ; some  use  the 
drug  themselves ; some  prescribe  it  and  thus 
recommend  it  to  others;  and  a few  lend  their 
names  for  false  newspaper  propaganda  in  the 
interests  of  the  liquor  manufacturers.  One  pub- 
licly explains,  where  all  who  run  may  read,  how 
7 per  cent  alcohol  is  a harmless  stomach  tonic; 
another  falsely  but  favorably  compares  the  food 
value  of  a few  bottles  of  beer  with  a bottle  of 
milk. 

With  those  doctors  who  drink  we  can  only  re 
monstrate  and  remind  them  of  the  facts  concern- 
ing the  drug  as  presented  herein.  If  they  still 
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wish  to  jeopardize  their  own  health,  the  safety 
of  their  patients  and  the  prestige  of  our  profes- 
sion, we  are  helpless  to  prevent  it. 

Shall  we  prescribe  liquor  and  if  so,  to  what 
purpose?  It  is  apparent  to  all  intelligent  physi- 
cians that,  if  it  is  of  any  value  at  all  as  a medicine, 
there  are  other  and  safer  drugs  that  are  better. 
Shall  we  consider  material  gain  alone  and  pres- 
cribe for  the  fee  to  be  gained?  Again  we  en- 
danger the  prestige  of  our  profession  if  we  do, 
for  already  the  press  is  facetiously  pointing  out 
that  alcohol  will  probably  be  prescribed  for  every- 
thing from  corns  to  cancer,  which  is  not  very 
flattering  to  a scientific  body  of  men.  We  know 
that  the  same  type  of  physician  who  performs 
abortions  for  a fee  will  prescribe  alcohol  for  a 
fee.  It  remains  to  be  seen  how  many  of  use  are 
in  that  class.  Perhaps  some  of  the  commercially- 
minded  physicians  who  are  anticipating  consider- 
able profit  from  the  sale  of  liquor  prescriptions 
ha^'e  not  taken  into  consideration  the  fact  that  in 
encouraging  the  use  of  alcohol  as  a medicine  they 
are  encouraging  self -drugging,  so  that  when  the 
time  comes,  and  come  it  will,  that  liquor  will 
again  flow  freely  in  the  land,  these  people  who 
have  been  encouraged  to  believe  that  alcohol  is  a 
useful  medicine,  will  not  have  to  pay  the  physi- 
cian for  a prescription  but  will  go  straight  to  the 
bar  tender  for  their  medicine. 


Accidental  Injuries  In  Office  Practice.  Richard 
Kovacs,  New  York  {Journal  A.  M.  A.,  Jan.  14,  1933), 
analyzes  the  accidents  due  to  the  use  of  therapeutic 
apparatus  in  the  practice  of  physical  therapy,  exclusive 
of  x-rays,  and  presents  the  principles,  the  observance  of 
which  (1)  will  prove  reasonable  knowledge  and  skill 
on  the  part  of  both  general  practitioner  and  specialist 
and  (2)  will  tend  to  keep  accidental  injuries  at  a mini- 
mum.  The  causes  that  lead  the  occurrence  of  acciden- 
tal injuries  are:  (1)  the  equation  of  the  operator — im- 
proper technie  or  inattention;  (2)  the  equation  of  the 
patient-— unusual  sensitiveness  (or  idiosyncrasy,  which 
is  particularly  true  in  regard  to  roentgen  rays),  lack 
of  cooperation  or  contributory  negligence;  (3)  the 
equation  of  apparatus  and  accessories— faulty  construc- 
tion or  mechanical  breakdown.  Accidental  injuries  in 
the  course  of  office  treatment  by  physical  measures 
are;  (1  Electrical  shock,  due  to  the  sudden  powerful 
induence  of  an  electric  current  on  the  entire  body; 
this  may  be  due  to  (a)  accidental  contact  with  a 
grounded  object  (water  pipe,  radiator,  electrical  socket) 
while  receiving  an  electric  current  from  an  apparatus 
while  reeeivmg  a galvanic  bath;  (b)  breakdown  be- 
tween the  primary  and  secondary  side  of  a high  tension 
transformer  and  lack  of  sufficient  safeguards  (magnetic 
cutout)  to  prevent  the  jumping  over  the  dangerous 
high  tension  low  frequeney  current  to  the  patient.  (2) 
Burns  of  varying  kind,  due  either  to  excessive  current 
density  or  to  excessive  heat  or  ultraviolet  radiation 
over  part  of  the  body.  Inflammation  of  the  eyes  has 
occurred  through  neglect  of  protecting  the,  eyes  against 
ultraviolet  rays. 


RELATIONS  OF  THE  COUNTY  MEDICAL 
SOCIETY  TO  THE  PUBLIC* 

A.  M.  Webster,  M.D. 

PORTLAND,  ORE. 

Primarily  a county  medical  society  is  organized 
to  cultivate  the  science  and  art  of  medicine  and 
surgery  and  “to  advance  the  character  and  honor 
of  the  medical  profession.”  In  seeking  to  attain 
these  objects,  our  society  has  devoted  nearly  all 
of  its  energy  and  ability  to  the  presentation  of 
scientific  programs  during  the  twenty-seven  years 
that  I have  had  personal  knowledge  of  its  activi- 
ties. During  the  past  year  it  has  seemed  to  your 
officers  and  council  that  the  economic  problems 
that  have  been  forced  upon  us  should  be  given 
serious  thought  and  the  society  programs  have 
been  modified  to  bring  before  us  economic  ques- 
tions which  require  earnest  consideration  with  a 
view  to  united  action. 

The  economic  confusion,  through  which  our 
social  organization  is  groping  its  way  in  this 
present  decade,  is  not  of  our  making  but  we  are 
its  victims  just  as  every  one  else  and,  strange  to 
say,  the  very  ones  whose  financial  blundering  has 
brought  disaster  upon  our  fair  land  are  very 
ready  to  tell  the  medical  profession  how  we  can 
practice  medicine  with  increased  incomes  on  de- 
creased fees.  The  medical  profession  from  time 
immemorial  has  had  to  deal  with  medical  quacks, 
and  it  is  not  then  any  reason  for  surprise  if  we 
refuse  to  be  stampeded  by  social  and  financial 
quacks  when  they  offer  us  their  panaceas.  Not 
only  a time  of  depression  but  an  era  of  returning 
prosperity  is  fruitful  of  half-baked  suggestions 
as  to  how  we  can  provide  the  public  with  medical 
service  with  little  or  no  strain  on  the  individual 
pocketbook. 

We  may  expect  to  see  a considerable  number  of 
bills  having  to  do  with  medical  matters  introduced 
in  the  coming  session  of  our  state  legislature  and 
the  number  of  politically-minded  individuals  who 
believe  that  all  economic  and  social  ills  can  be 
cured  by  legislation  is  not  small  and  they  are  very 
cock-sure  about  their  proposals.  We  will  have  to 
face  proposals  which  provide  for  the  encroach- 
ment of  the  state  upon  the  field  of  the  private 
practice  of  medicine. 

If  there  is  any  one  among  us  who  is  very  toler- 
ant of  the  idea  of  state  medicine,  let  him  consider 
the  activities  of  the  present  Industrial  Accident 

*I’rp.«ident'.s  Annual  Ad<lre.«.s  before  Portland  City 
and  County  Midical  Society,  Portland,  Ore.,  Pec.,  21, 
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Commission  and  its  encroachments  on  the  rights 
of  physicians  and  worker-patients.  The  history 
of  the  administration  of  the  Workmen’s  Com- 
pensation Law  in  this  state  during  the  past  one 
and  a half  years  is  a warning  that  every  one 
should  heed  who  is  interested  in  safeguarding  the 
interests  of  the  laboring  people  and  the  medical 
profession. 

When  prosperity  comes,  the  presence  of  full 
public  treasuries  will  whet  the  appetites  of  the 
public  job  seekers  and  more  commissions  will 
be  provided  to  eat  up  tax  money  and  encroach 
still  further  on  private  business.  State  medicine 
is  no  far-away  bugaboo.  It  is  a present  menace 
and  every  physician  should  be  alert  and  keenly 
cooperative  with  the  leaders  in  our  profession, 
that  we  may  meet  this  problem  with  complete 
knowledge  of  what  it  means. 

The  doctor  can  well  afford  to  spend  part  of 
every  day  educating  his  patrons  as  to  what  is 
desirable  in  public  health  and  medical  economics. 
We  hold  in  our  hands  a tremendous  power  if  we 
will  but  use  it,  and  if  measures  detrimental  to  the 
public  and  to  our  profession  are  forced  upon  us, 
it  will  be  largely  because  we  have  been  apathetic 
and  indifferent. 

The  tendency  of  well-meaning  individuals  and 
groups  to  try  to  revolutionize  the  practice  of 
medicine  in  its  relation  to  the  social  organization 
should  be  met  with  tolerance  and  diplomacy,  not 
with  denunciation  and  abuse.  We  should  be 
ready  to  confer,  advise  and  direct.  It  follows 
that  we  should  use  every  means  to  perfect  and 
solidify  our  organization  so  that,  no  matter  how 
much  we  may  differ  among  ourselves  as  to  the 
details  of  treatment  and  management  of  a prac- 
tice, we  may  present  a solid  front  to  those  who 
would  destroy  the  fundamentals  on  which  the 
whole  structure  of  medical  service  has  been  built. 
Let  us  take  the  initiative  in  shaping  the  destiny 
of  our  profession,  for  our  position  is  far  from 
hopeless  if  we  have  foresight  and  exercise  the 
j)ower  we  possess. 

Much  of  the  unfriendly  criticism  of  physicians 
and  medical  practice  arises  from  a lack  of  know- 
ledge of  the  most  elementary  matters  that  affect 
medical  service.  We  have  hitherto  been  very  re- 
luctant to  use  the  public  press  and  the  radio  in 
acquainting  the  public  with  those  things  the  public 
should  know.  Here  is  an  opportunity  for  service 
that  should  be  utilized. 

Health  educational  publicity  is  timely  and  the 
•American  Medical  Association  favors  this  work 


by  county  societies.  The  Portland  District 
Dental  Society  has  already  entered  this  field  and 
it  is  a commendable  activity.  Advocating  periodic 
health  examinations  would  be  beneficial  to  the 
public  and  to  the  profession.  Medicine  must  end 
its  policy  of  passiveness  and  become  energetic,  ag- 
gressive and  dominant  in  its  own  field. 

I would  not  have  you  conclude  from  the  above 
that  I would  be  in  favor  of  resisting  all  changes 
that  may  be  proposed  or  have  been  proposed  as 
to  the  present  methods  of  practicing  medicine  and 
the  economic  relations  of  our  profession  and  the 
public.  We  should  recognize  that  the  public  is 
very  restless,  that  a revolution  in  social  organiza- 
tion possibly  more  far  reaching  and  more  radical 
in  its  effects  than  the  French  revolution  is  going 
on  and  we  do  not  know  and  probably  no  one  can 
tell  us  what  the  situation  will  be  five  or  ten  years 
hence  as  to  the  relation  of  labor  and  industry, 
medicine  and  the  public,  producers  and  consumers 
and  the  multitude  of  other  economic  questions 
that  have  not  yet  been  answered. 

Somehow  we  shall  muddle  through  and  a better 
era  will  come.  Our  place  in  the  rearrangement 
will  depend  largely  on  us  and  we  cannot  right- 
fully expect  more  than  we  shall  win  by  deserving 
acts.  We  should  be  willing  to  study  all  pro- 
posals carefully  and  then  hold  fast  to  all  that  is 
good  in  what  we  now  practice,  and  be  willing  to 
accept  changes  that  have  been  proven  advantag- 
eous to  the  public. 

The  public  should  be  interested  in  avoiding  the 
pitfalls  of  any  system  which  discredits  the  awards 
of  competitive  medicine.  We  should  be  able  to 
point  out  the  danger  of  any  changes  which  would 
threaten  the  steady  advancement  of  scientific 
knowledge  and  progress  in  the  art  of  healing. 
In  all  countries  where  medical  practice  has  be- 
come subservient  to  extraneous  control,  progres- 
sive scientific  medicine  and  the  best  medical  care 
have  been  found  incompatible  with  such  a system, 
whether  governmental  or  not. 

The  Committee  on  the  Costs  of  Medical  Care 
has  labored  five  years,  spent  a million  dollars  and 
thrown  its  report  into  the  laps  of  every  commun- 
ity. It  is  our  problem  to  search  out  what  is  good 
and  practical  for  this  community  in  that  report 
and  the  accompanying  minority  reports,  and 
evolve  a plan  of  procedure.  A committee  for 
this  purpose  has  been  authorized  by  our  Council 
and  has  been  appointed.  Similar  committees  will 
act  for  the  hospitals,  the  dentists,  the  nurses  and 
the  pharmacists. 
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Their  recommendations  will  be  handled  by  a 
coordination  committee,  consisting  of  the  presi- 
dents of  these  societies,  the  public  health  league, 
the  Secretary  of  the  State  Board  of  Health  and 
the  president  of  the  Oregon  State  Medical  So- 
ciety. We  hope  that,  with  these  organizations 
cooperating,  we  can  present  to  such  lay  organiza- 
tions as  may  be  interested,  practical  plans  for 
meeting  the  public  demand  for  adequate  medical 
service  on  an  economic  basis  that  will  make  it 
possible  for  us  to  render  service  to  the  whole 
public  at  a cost  within  reach  of  all  and  with  ade- 
quate remuneration  to  the  individuals  participat- 
ing in  medical  care. 

In  shaping  new  plans,  we  will  need  to  consider 
the  following:  (1)  The  Iowa  plan  of  dealing 
with  indigency.  (2)  Health  insurance  schemes. 
(3)  Should  hospitals  employ  physicians?  (4) 
Should  we  oppose  the  government  hospitalization 
of  veterans  suffering  from  nonservice  connected 
disabilities?  (5)  Should  we  favor  the  care  of  such 
cases  by  local  physicians  in  private  homes  and 
hospitals  at  government  expense?  (6)  Should  we 
favor  limiting  the  number  of  medical  graduates? 
(7)  Should  we  seek  to  restore  to  private  practice 
the  immunization  and  preventive  medical  work 
now  done  by  the  city  and  county  doctors?  (8) 
Should  we  demand  that  the  County  Hospital  be 
open  to  all  physicians  to  treat  their  charity  pa- 
tients there  if  they  so  desire?  (9)  Should  we  op- 
pose free  clinics  not  under  the  direction  of  the 
medical  school  for  teaching  purposes? 

The  above  list  is  not  complete  but  only  sug- 
gested to  emphasize  the  fact  that  we  have  many 
points  to  consider  in  our  relations  to  organized 
society. 

In  all  the  noise  and  clamor  concerning  costs  of 
medical  care  and  the  conflicting  conclusions  of 
majority  and  minority,  one  thing  seems  outstand- 
ing and  that  is  the  emphasis  placed  on  the  part 
played  by  the  general  practitioner.  The  wise  men 
tell  us  that  he  can  handle  85  to  90  per  cent  of  all 
cases  seeking  medical  aid.  Furthermore,  it  seems 
evident  that  the  general  practitioner  must  occupy 
the  central  place  in  any  modified  plan  of  prac- 
tice that  may  be  adopted. 

The  public  has  gone  to  extremes  in  seeking 
specialists  even  to  the  point  of  being  ridiculous, 
but  it  would  seem  that  the  pendulum  is  beginning 
to  swing  the  other  way  and  suggestions  are  being 
made  that  strict  regulations  be  made  as  to  qualifi- 
cations of  specialists.  We  need  a few  specialists 


but  not  so  many.  A closer  cooperation  between 
the  specialists  and  the  general  practitioner  would 
promote  harmony  where  now  there  is  suspicion 
and  distrust.  The  public  is  wise  to  the  fact  that 
it  is  very  expensive  to  Ije  passed  through  the 
hands  of  one  specialist  after  another,  and  the 
general  practitioner  is  very  reluctant  to  refer  a 
case  to  a specialist  who  never  refers  a case  to  him 
but  always  to  some  other  specialist. 

We  have  some  difficulties  among  ourselves 
that,  like  the  poor,  will  in  all  probability  always 
be  with  us.  The  human  body  cannot  be  put  on  a 
moving  assembly  line  like  an  automobile  and  have 
one  specialty  man  after  another  do  a little  tinker- 
ing and  then  leave  the  line  a short  time  later  per- 
fect and  complete  in  every  detail.  The  specialist 
needs  the  general  practitioner  and  the  general 
practitioner  needs  the  specialist.  The  public  needs 
the  general  practitioner  85  to  90  per  cent  of  the 
time  and  the  specialist  only  10  to  15  per  cent.  The 
general  practitioner  who  is  needed  most  is  poor- 
ly paid.  The  specialist  is  far  better  paid,  but  as 
a rule  not  paid  too  much.  There  is  something 
wrong  with  that  arrangement  and  there  lies  an- 
other problem  for  study. 

The  public  needs  competent  general  practi- 
tioners. To  be  such  is  no  easy  task  and  many 
men  in  the  medical  profession  are  temperamental- 
ly, spiritually,  physically  and  intellectually  unfit 
for  that  kind  of  practice.  They  are  misfits  and 
the  public  conception  of  what  the  medical  pro- 
fession really  is  has  been  distorted  by  judging 
the  whole  profession  by  the  misfits.  This  is  true 
of  other  professions  too,  but  the  intimate  rela- 
tionship between  the  patient  and  his  family  phy- 
sician makes  the  distorted  conception  more  pro- 
nounced. 

In  conclusion,  let  me  say  that  1 am  .strongly 
of  the  opinion  that  much  of  our  energy  as  a soc- 
iety should  be  e.xpended  in  educating  the  public 
as  to  what  it  means  to  be  an  M.  D.  and  as  to  the 
purposes  and  advantages  of  medical  science.  Con- 
fidence in  the  knowledge  and  skill  of  the  mem- 
bers of  the  medical  profession  will  be  most  firm- 
ly established  when  the  people  understand  the 
sources  of  our  knowlege  and  the  methods  by 
which  it  is  acquired. 

Confidence  in  the  individual  is  necessary,  of 
course,  but  that  depends  largely  upon  personal- 
ity. Confidence  in  scientific  medicine,  on  the 
other  hand,  is  an  end  to  be  sought  by  the  whole 
profession  and  it  is  for  the  purpose  of  estab- 
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lishing  such  confidence  that  publicity  campaigns 
should  be  planned  by  such  organizations  as  ours. 

We  shall  be  successful  in  direct  ratio  to  the 
solidarity  of  our  organization  and  it  is  incumbent 
on  every  member  who  has  any  interest  whatever 
in  medical  progress  to  lay  aside  all  selfish  and 
petty  considerations  and  join  hands  with  the 
splendid  fellows  who  are  earnestly  striving  for 
the  good  of  all. 


DECL.ARATION  OF  MEDICAL 
INDEPENDENCE* 

AlE-xander  Ha.milton  Peacock,  M.D. 

SEATTLE,  WASH. 

The  medical  profession  is  beset  with  economic 
problems.  These  have  arisen  with  changes  in 
industry,  commerce,  incomes  and  living  costs. 
Our  methods  of  treating  the  sick  are  bound  to  be 
influenced,  irrespective  of  the  wishes  of  or- 
ganized medicine.  In  a short  period  of  time  we 
have  seen  the  rapid  growth  of  compulsory  in- 
dustrial insurance,  of  treatment  by  clinics,  groups, 
hospitals  and  benefit  associations. 

Medical  practice  has  been  contaminated  by  its 
association  with  industry,  where  dishonesty  and 
questionable  acts  have  been  practiced.  We  have 
noted  ruthless  competition,  a mania  to  corner 
markets,  to  gain  complete  control,  to  dominate 
and  dictate,  and  to  squeeze  from  stockholders  and 
customers  every  dollar  possible  by  all  methods 
available.  In  short,  there  seems  to  be  but  one 
passion,  to  monopolize  the  field  in  which  you  are 
active  at  all  costs,  or  you  will  be  buried  sans 
friends,  sans  money,  sans  everything. 

Some  of  this  spirit  has  invaded  the  medical 
fraternity.  Organized  medicine  finds  itself  on  the 
defensive  to  save  the  fundamental  principles  of 
practice,  which  haxe  existed  for  two  thousand 
years.  It  is  a war  in  which  we  all  should  be  en- 
gaged. What  are  these  principles? 

1.  At  all  times  medical  competition  should  be 
founded  on  the  basis  of  ability,  of  good  reputa- 
tion, of  satisfied  patients.  Any  plan  whereby 
fair  competition  is  denied  should  be  resisted 
strenuously. 

2.  Any  plan  of  caring  for  the  sick  which  hind- 
ers the  growth  and  development  of  the  young 
practitioner  is  undesirable.  Difficulties  and  strug- 
gles develop  character  and  ability.  When  men  arc 

•Read  before  a meeting  of  Snohomish  County  Medi- 
cal Society,  Everett,  Wash.,  Dec.,  7,  1932. 


assured  of  a fixed  income,  even  a small  one,  often 
incentive  for  development,  progress  and  growth 
is  removed.  This  is  constantly  witnessed  in  gov- 
ernmental services.  Professional  men  on  a 
.salary  are  apt  to  lean  on  their  organizations ; 
many  are  working  for  a salary  and  not  their  own 
reputations.  Their  independence  weakens  and  it 
is  a well  known  fact  that  few  have  the  courage 
to  take  up  private  practice  after  a service  in  the 
government.  The  most  superficial  study  of  panel 
doctors  in  England  and  insurance  doctors  of 
Germany  shows  them  to  be  overworked,  demoral- 
ized, disheartened,  underpaid  and  sorely  tempted 
to  sacrifice  their  scientific  training  and  at  times 
their  honor,  just  to  win  the  necessities  of  life. 
American  physicians  must  take  a stand  against 
the  submergence  and  crushing  of  the  individual. 

3.  Only  those  citizens  are  happy  and  contented 
who  are  economically  independent.  They  develop 
strength  and  vigor  by  fighting  for  their  own 
shelter,  food  and  necessities.  Give  them  these 
things,  as  has  been  done  with  our  American 
Indians,  and  you  develop  a weakness  which  soon 
makes  them  paupers  and  dependents.  They  lose 
their  fine  moral  fibre  and  spirit.  Each  citizen 
should  pay  for  his  own  medical  care,  no  matter 
how  small  the  fee.  He  should  be  able  to  select 
the  medical  service,  in  which  he  has  trust  and 
faith.  Let  us  try  to  keep  our  citizens  self-sup- 
porting and  maintain  their  faith  in  themselves. 

4.,  Much  of  the  success  of  all  healing  arts  is 
dependent  upon  faith.  The  mother’s  kiss  of  the 
injured  child,  the  soothing  touch  of  the  sympa- 
thetic nurse  and  the  mere  presence  of  the  kindly 
man  of  medical  science  are  known  the  world  over. 
This  trust,  faith  and  often  adoration  of  the  doc- 
tor are  founded  upon  sympathy  and  medical 
skill,  and  are  the  fondest,  most  cherished  heri- 
tages of  the  medical  profession.  This  is  what  we 
mean  when  we  ask  that  the  people  may  continue 
to  have  the  privilege  of  calling  their  own  doctors. 

This  privilege  is  threatened.  Industry  which 
has  learned  to  deal  with  masses,  now  dictates  to 
all,  and  wants  human  sickness  dealt  with  in  the 
same  manner.  It  is  to  the  family  doctor  that  we 
owe  most.  He  is  the  one  who  has  best  preserved 
the  personal  relationship  between  jiatient  and 
doctor,  whose  advice  on  many  other  things  beside 
health  is  sought,  and  he  is  the  one  who  has  man- 
ned the  front  line  trenches.  The  family  doctor 
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is  the  backbone  of  our  profession.  We  must  try 
to  safeguard  him.  Any  plan  which  eliminates 
him  will  be  a grievious  mistake,  for  it  would 
destroy  all  that  is  finest  in  the  noble  traditions 
of  our  profession. 

5.  Another  tradition  that  has  become  a part 
of  us  is  our  right  of  independence  and  to  control 
our  own  affairs.  It  is  a happy  and  momentous 
day  in  the  life  of  every  doctor  when  he  opens 
his  own  office  for  the  reception  and  treatment  of 
patients.  No  matter  how  small,  how  humble,  how 
moderately  equipped  that  office,  it  represents  to 
him  a sanctuary,  of  which  he  has  dreamed  and 
labored  for  many  years.  Most  of  us  have  elected 
this  field  of  w'ork  because  it  is  removed  from  the 
time  clock,  and  because  it  offers  an  opportunity 
to  study,  investigate  and  work  as  our  interests 
lead  us.  This  life  is  the  antithesis  of  a commer- 
cial life;  we  are  essentially  students,  philosophers 
and  thinkers.  Outside  of  the  necessities  of  life, 
the  financial  returns  mean  little ; we  can  be  satis- 
fied easily  and  adjust  our  living  to  our  incomes. 

We  want  to  keep  our  independence  to  manage 
our  own  affairs,  and  resent  greatly  being  dictated 
to  by  politicians  and  insurance  societies.  Each 
one  of  us  wants  to  stand  on  a reputation  of  ability. 
In  our  hearts  we  are  contented,  happy  or  even  a 
little  proud  over  some  of  the  help  we  have 
rendered  the  sick  and  wounded  of  society.  With- 
out these  inner  glorifications,  of  accomplishing 
acts  of  helpfulness,  our  calling  would  not  be 
worthwhile,  for  we  as  a profession  are  not  com- 
mercially minded ; we  are  fundamentally  humani- 
tarians. 

6.  The  solicitation  of  business  is  foreign  to 
the  best  interests  of  society  and  medical  prac- 
tice. In  the  past  we  have  seen  to  what  lengths 
of  absurdity  and  untruthfulness  this  practice  has 
lead.  Through  it  the  unsophicated  public  has 
been  directed  to  the  charlatans  and  montebanks  to 
suffer  the  loss  of  fortune,  health  and  even  life. 
Every  honest  practitioner  of  medicine  desires  to 
establish  a clientele  on  merit  only.  Solicitation 
has  no  rightful  place  in  the  practice  of  medicine 
and  must  be  resisted  now  as  it  has  been  in  the  past. 

7.  Corporation  practice  is  against  our  prin- 
ciples. Each  state  in  granting  the  privilege  to 
practice  medicine  grants  this  to  an  individual  and 
not  a company  or  corporation.  It  implies  an  in- 
dividual responsibility  and  trust,  which  cannot  l)e 


delegated  to  a corporate  body.  Tbe  same  prin- 
ciple holds  good  in  the  practice  of  law.  In  both 
of  these  professions,  numerous  cases  have  come 
to  trial,  contesting  corporation  practice  and  in  all 
of  them  it  has  been  declared  against  the  good  of 
society  and  unconstitutional.  It  is  this  prin- 
ciple of  individual  practice  which  makes  the  pro- 
fessions radically  different  from  the  workings  of 
trade,  industry  or  commerce.  When  corporations 
engage  in  the  practice  of  medicine  they  are  do- 
ing so  illegally  and  violating  one  of  the  funda- 
mental principles  of  our  profession. 

These  principles  should  be  enforced,  as  in 
the  practice  of  law.  It  requires  only  a little 
energy  and  perseverance  on  our  part.  We  cannot 
afford  to  have  corporations  usurp  the  rights  in- 
vested in  the  individual  practitioner  of  medicine. 
General  changes  are  bound  to  occur  in  society 
and  with  it  changes  in  the  practice  of  medicine. 
However,  there  always  will  exist  certain  moral 
codes  and  ethics.  By  these  codes  life  is  made 
happier  and  more  harmonious.  They  must  be 
preserved. 

At  the  present  time,  throughout  the  whole 
world  the  medical  professions  is  being  assailed  by 
selfish  interests  which  care  naught  for  us  but 
the  help  we  can  render  them.  We  are  constant- 
ly being  restricted  and  hampered  by  powerful 
financial  institutions,  private  practice  has  dwindled 
and  public  medical  service  vastly  expanded,  until 
our  medical  liberty  is  threatened  to  be  taken  from 
us.  We  must  organize  and  fight  to  preserve  the 
liberty  we  have  enjoyed  in  the  past,  and  do  so  by 
standing  pat  on  the  fundamentals  of  m.dical 
practice. 

Studies  On  Commercial  Bacteriophage  Products. 
Margaret  E.  Straub  and  Martha  Applebaum,  New  York 
{Journal  A.  M.  A.,  Jan.  14,  1933),  tested  the  bacterio- 
phage products  of  three  well  known  pharmaceutic  com- 
panies manufacturing  bacteriophage  and  offering  it  to 
the  medical  profession.  They  used  plain  nutrient  broth 
of  throughout.  To  sterile  tubes  of  this  broth  tliey 
added  0.5  cc.  of  the  filtrate  to  be  tested  and  0.1  cc.  of  a 
broth  bacterial  suspension  from  twenty-four  hour 
growth  on  agar  slants.  Suitable  controls  without  bac- 
teriophage were  included.  Incubation  was  at  32  C.  with 
readings  taken  at  intervals  recorded  in  the  tables.  Fil- 
trations  were  made  at  four  hours  for  the  staphylococ- 
cus and  the  colon  bacillus,  and  at  six  hours  for  the 
streptococcus.  From  their  tests  they  found  that  one 
company  markets  a bacteriophage  preparation  contain- 
insr  a preservative,  which  does’ not  belong  in  a bacteri- 
ophage. Its  preparation  for  staphylococcus  contained  a 
weak  bacteriophage.  In  the  streptococcus  filtrates  for 
clinical  trial  as  well  as  in  the  streptococcus  and  colon 
bacillus  products  offered  for  sale,  the  presence  of  bac- 
teriophage could  not  be  detected  by  them. 
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ANTIGOITROUS  SUBSTANCES  IN 
PLANTS 

The  well  known  antigoitrous  results  from  the 
ingestion  of  certain  plants  are  attributed  to  their 
iodine  contents,  exhibited,  for  example,  in  sea- 
shore kelp.  Whether  or  not  other  substances 
may  exist  which  aid  in  the  production  of  this 
result  must  have  arisen  in  the  inquiring  mind. 
That  such  an  element  is  present  in  certain  plants 
has  been  demonstrated  by  the  experiments  of 
Marine,  et  al.^  It  has  been  observed  that  goiters 
will  develop  in  rabbits  fed  liberally  with  cabbage, 
demonstrating  a goiter-producing  property  in 
this  vegetable.  It  has  also  been  ascertained  that 
this  same  article  of  diet  possesses  an  antigoitrous 
substance.  The  cabbage  being  hashed,  pressed 
juice  equal  to  50  per  cent  of  its  weight  was  re- 
moved. To  one  group  of  rabbits,  fed  on  stock 
diet  of  rolled  oats  and  alfalfa,  was  added  a certain 
amount  of  this  pressed  juice.  To  the  stock  diet 
of  the  control  rabbits  was  added  cabbage  cake, 
from  which  the  cabbage  juice  had  been  expressed. 
In  due  time  thyroids  two  or  three  times  the  nor- 
mal size  with  marked  hyperemia  appeared  in  the 
latter  group,  while  those  digesting  the  pressed 
juice  had  thyroids  of  normal  size  without  hypere- 
mia. In  another  experiment  the  hashed  cabbage 
was  leached  twice  with  distilled  water.  Rabbits 
fed  on  the  whole  cake  developed  moderate  goiters 
with  slight  hyperemia,  while  those  receiving  the 
once  leached  material  had  thyroids  twice  the 
normal  size  with  marked  hyperemia  and  the  twice 
leached  cake  developed  glands  thrice  the  normal 
size  with  marked  hyperemia. 

One  interesting  series  of  experiments  concerned 
the  involuting  effect  of  lawn  grass.  One  group 
of  control  rabbits  fed  on  stock  diet  developed  thy- 
roids twice  the  normal  size  with  hyperemia,  while 
others  receiving  in  addition  fresh  lawn  grass  pre- 
sented involuted,  nonhyperemic  thyroids.  Another 
interesting  observation  pertained  to  fresh  and 
old  alfalfa  hay.  Rabbits  receiving  the  fresh  hay 

1.  Marine,  D.,  Bauman,  E.  J..  Webster,  B.  and  Cipra, 
A,  The  Oecurrenee  of  Antigoitrous  Substances  in 
Plants,  .1.  Exper.  Med.,  67:121-138,  Jan.,  1933. 


failed  to  develop  thyroid  enlargement,  while  those 
fed  on  old  alfalfa  presented  hyperemic  thyroids 
two  or  three  times  normal  size.  This  seems  to  de- 
monstate that  the  nongoitrous  substance  d. sap- 
pears  in  hay  exposed  to  the  atmosphere.  This 
fact  is  said  to  explain  the  increase  of  goiter  among 
rabbits  in  the  spring  time  compared  with  the  fall. 
The  alfalfa  stock  is  purchased  in  the  fall  to  last 
until  the  following  summer  and  the  diet  of  the 
spring  rabbits  is,  therefore,  deficient  in  the  non- 
goitrous element. 

Since  iodine  is  a well  known  antigoitrous  sub- 
stance in  plants,  the  question  arises  as  to  whether 
this  may  not  be  the  responsible  factor  in  the.se 
experiments.  The  investigators,  however,  removed 
the  iodine  as  completely  as  possible  from  the  cab- 
bage and  found  that  the  pressed  juice  retained 
the  nongoitrous  material.  In  the  opinion  of  these 
investigators,  therefore,  antigoitrous  substances 
other  than  iodine  exist  in  certain  plants.  Exposure 
of  certain  of  these  to  the  air  seems  to  increase 
their  goitrous  power  by  a reduction  of  the  reduc- 
ing substance.  It  has  been  noted  that  men  and 
animals  living  in  the  tropics  and  subsisting  on 
tropical  vegetation  rarely  have  goiters,  which  sug- 
gests the  occurrence  of  antigoitrous  ingredients 
other  than  iodine  in  fresh  fruits  and  vegetables. 
The  facts  presented  by  these  experimenters  sug- 
gest interesting  possibilities  in  further  dietary 
selections  which  may  have  a bearing  on  the  wide- 
spread i)roblem  of  goiter. 


PRESCRIPTION  OF  LIQUOR 
When  the  eighteenth  constitutional  amendment 
was  adopted,  some  of  the  states  enacted  legislation 
providing  for  prescription  of  medicinal  liquor. 
Other  states  prohibited  the  sale  of  liquor,  even 
its  prescription  by  physicians.  Such  a “bone  dry” 
law  was  enacted  by  the  Washington  legislature 
previous  to  the  national  enactment.  During  sub- 
sequent years  there  has  been  no  deterioration  of 
health  in  consequence  of  this  limitation  in  the 
prescribing  of  liquor,  so  far  as  has  been  dis- 
closed. Since  recent  legislative  enactment  has  re- 
pealed this  law,  one  might  infer  that  the  health  of 
the  people  was  in  jeopardy,  judging  from  the 
deluge  of  letters  received  by  physicians  of  the 
state  and  personal  visits  from  distillers’  agents, 
urging  the  profession  to  hasten  in  the  obtaining 
of  prescription  permit  blanks.  Even  the  medical 
society  was  invaded  by  the  superintendent  of  the 
Bureau  of  Industrial  Alcohol  and  his  assistants 
in  an  endeavor  to  stampede  members  into  early 
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applications  for  permits.  One  cannot  but  speculate 
whether  the  distilling  interests  anticipate  a re- 
sponse by  prescribing  for  medicinal  beverages. 
The  attitude  of  the  medical  profession  to  liquor 
prescribing  will  vary  according  to  one’s  viewpoint. 
On  page  68  will  be  found  a discussion  of 
this  subject  which  merits  the  attention  of  the 
readers  of  this  journal.  It  is  commended  for 
their  consideration. 


MEDICAL  LEGISLATION. 

In  anticipation  of  the  regular  legislative  sessions 
which  assembled  last  month  in  our  states  of  the 
Northwest,  bills  were  prepared  bearing  on  various 
])hases  of  public  health  activities  and  medical  re- 
lations. The  surprising  political  overturn  produced 
unexpected  changes  in  the  personnel  of  each  le- 
gislative body.  These  changes  have  undoubtedly 
had  a bearing  on  the  prospects  of  legislative  action 
on  various  measures  introduced  in  each  state.  At 
the  time  of  writing  no  information  was  available 
relative  to  legislative  attitude  on  these  various 
l)roposals.  It  seems  likely  that  some  of  them  may 
not  meet  with  favorable  consideration.  In  fact,  it 
is  possible  that  some  existing  acts  may  be 
altered  or  repealed  through  the  influence  of  op- 
ponents of  certain  established  features.  In  our 
next  issue  it  is  hoped  that  information  may  be 
available  outlining  legislation  on  these  matters 
from  the  different  states. 


OREGON  ALUMNI  ASSOCIATION 
MEETING 

Many  alumni  of  Oregon  University  Medical 
School  are  practicing  in  Oregon  and  Washington. 
It  is  well  known  that  the  annual  meeting  of  this 
association  furnishes  an  opportunity  for  enthusi- 
astic alumni  meetings.  The  character  of  the 
program  of  papers  presented  on  these  occasions 
is  always  of  a high  order.  The  annual  meeting 
this  year  will  be  held  in  Portland,  March  6-8. 

The  program  will  include  papers  on  medicine, 
surgery  and  allied  branches.  The  guest  speaker 
will  be  Dr.  Frank  W.  Lynch,  prominent  gynecolo- 
gist of  San  Francisco.  There  will  be  clinics  each 
morning  from  9 to  12,  with  afternoon  programs 
2 to  5 and  evening  8 to  9:30.  Alumni  from 
Washington  will  have  charge  of  the  Tuesday 
program.  The  meeting  will  close  Wednesday 
with  election  of  officers  followed  by  a banquet  at 
6:30  P.  M.  All  physicians  practicing  in  the  North- 
west are  invited  to  attend. 


NEW  ADVERTISEMENTS 

Attention  is  called  to  the  following  new  advertise- 
ments that  appear  in  this  issue ; Chicago  Eye,  Ear,  Nose 
and  Throat  College  (page  9)  offers  special  courses 
in  these  branches.  Stimson  Biological  Laboratory 
(page  8)  performs  general  laboratory  work.  Freed- 
landcr’s  Sanitarium  (page  19)  cares  for  nervous  and 
heart  ca.ses.  Spencer  corsets  (page  12)  are  individually 
designed.  Clark’s  Coffee  Tavern  (page  19)  serves 
prescribed  diets. 


MEDICAL  NOTES 

OREGON 

\’isiTiNG  Professorship  in  Japan.  A.  R.  Moore,  pro- 
fessor of  general  physiology  at  University  of  Oregon 
Medical  School,  has  received  an  offer  from  the  Rocke- 
feller Foundation  for  a visiting  professorship  at 
Tohoku  Imperial  University  at  Sendai,  Japan.  The  pro- 
fessorship will  cover  a period  of  fifteen  months,  in- 
volving lectures  at  the  graduate  school  at  the  Imperial 
University  on  experimental  embryology  and  physiology 
of  the  nervous  system.  Dr.  Moore  has  been  associated 
with  scientists  in  Europe  and  has  studied  in  numerous 
marine  stations  in  various  parts  of  the  world.  While 
previously  connected  with  a number  of  institutions  in 
this  country,  since  1926  he  has  been  professor  of  gen- 
eral physiology  and  head  of  the  department  of  animal 
biology  at  University  of  Oregon  Medical  School. 

Accommodations  for  the  Middle  Classes.  It  has 
been  proposed  to  the  county  commissioners  of  Mult- 
nomah county  that  an  addition  be  built  to  the  county 
hospital  to  provide  faicilities  for  sickness  of  average 
persons.  It  is  stated  that  many  people  make  liars  of 
themselves  for  admission  to  the  county  hospital  who 
are  unable  to  pay  regular  charges  of  private  hospitals. 
Some  people  think  the  county  might  do  something  for 
these  average  citizens.  On  the  other  hand,  what  would 
be  the  end  of  such  service  if  once  instituted?  This  prob- 
lem is  my  no  means  one-sided. 

Hospital  'Refinances.  On  account  of  insufficient 
receipts  to  meet  its  obligations,  the  board  of  trustees 
of  Salem  General  Hospital  have  proposed  a scheme  for 
refinancing  the  institution  which  has  been  endorsed  by 
the  medical  staff.  It  is  a combined  savings  and  insur- 
ance plan,  written  by  an  old  line  life  insurance  com- 
pany. Subscription  loans  are  made,  providing  endow- 
ment life  insurance  that  will  ultimately  return  the  sub- 
scriber or  his  beneficiaries  $150.  for  each  $1(X).  invested. 
The  preimum  cost  to  the  hospital  is  less  than  the  in- 
terest rate  on  the  bonds.  It  is  expected  that  sufficient 
interest  will  be  exhibited  by  citizens  to  relieve  the 
hospital  of  financial  difficulties. 

Multnomah  Industrial  Health  Association  has 
been  organized  in  Portland  for  the  purpose  of  render- 
ing medical  service  to  people  whose  income  is  less  than 
$1500.  per  year.  The  purpose  is  to  render  them  medical 
service  so  that  the  doctor  may  receive  something  for 
his  work  which  is  now  usually  given  gratuitously.  The 
outcome  of  this  effort  will  be  awaited  with  interest. 
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Annual  Hosimtai.  Meeting.  Eugcm;  Hospital  and 
Clinic  held  its  annual  meeting  last  month.  The  follow- 
ing were  elected  as  officers  of  the  board;  president, 
W'm.  Kuykendall ; vice-president,  P.  J.  Bartle ; secre- 
tary, G.  P.  Winchell ; treasurer,  W.  B.  Neal.  The  regu- 
lar staff  of  the  hospital  includes  nine  physicians.  It  is 
a privately  operated  institution  conducted  according  to 
modern  hospital  regulations. 

Good  Sam.aritan  Hospital  staff  of  Portland  has 
elected  the  following  officers  for  the  ensuing  year: 
president,  A.  J.  Browning;  \ice-president,  C.  E.  Carl- 
son ; secretary-treasurer,  G.  .V.  Cathey ; executive  com- 
mittee, C.  E.  Brous,  E.  M.  .-\nderson,  T.  W.  Adams, 
E.  D.  DeBois  and  C.  H.  Manlovc. 

Hospital  Interns.  Hall  Seely,  son  of  Dr.  A.  C. 
Seely  of  Roseburg  has  been  apjxiinted  intern  at  Peter 
Bent  Brigham  Hospital  in  Boston.  John  Trommald, 
son  of  the  late  Dr.  Trommald  of  Portland,  has  been 
appointed  intern  at  Boston  City  Hospital.  Both  of  them 
arc  recent  graduates  of  Harvard  Medical  School. 

Tonsillectomy  Should  Be  Curbed.  At  a meeting  of 
the  staff  of  St.  Mary’s  Hospital  at  Astoria,  January 
11,  a symposium  discussed  indications  and  contrain- 
dications for  tonsillectomy.  Statistics  were  presented 
showing  that,  though  some  diseases  were  lessened,  there 
was  a definite  increase  in  bronchitis  and  pneumonia  fol- 
lowing tonsillectomy.  Those  present  condemned  the  re- 
moval of  tonsils  from  adults  and  aged  without  pro- 
nounced cause  being  present. 

Physician  to  Indian  Agency.  W.  L.  Lockman,  who 
has  been  physician  to  the  Yakima  Indian  Agency  at 
Toppenish  for  the  past  fifteen  months,  has  been  trans- 
ferred to  the  Salem  Indian  School  at  Chemawa,  Ore. 
At  the  Yakima  reservation  he  set  up  a health  unit  for 
the  Indians  and  did  effective  work,  especially  in  diph- 
theria and  smallpox. 

Death  of  Pioneer.  During  December  at  Scaview, 
Wash.,  Mrs.  Louisa  Kinney'  died,  the  wife  of  Dr.  Alfred 
C.  Kinney',  one  of  the  oldest  and  best  known  physicians 
of  Oregon.  He  was  the  first  president  of  the  state 
medical  society  when  it  was  organized  fifty-nine  years 
ago.  He  served  a second  term  as  president  during  its 
jubilee  year,  when  it  had  existed  for  a half  century. 
This  is  an  experience  accorded  to  but  few  physicians. 

Professor  of  Obstetrics  and  Gynecology.  Following 
the  death  of  C.  J.  McCusker,  professor  and  head  of  the 
Department  of  Obstetrics  at  University  of  Oregon 
Medical  School,  the  departments  of  obstetrics  and  gyne- 
cology have  been  combined  in  one.  R.  E.  Watkins, 
now  professor  of  gynecology',  has  been  appointed  pro- 
fessor and  head  of  the  Department  of  Obstetrics  and 
Gynecology. 

St.\te  Board  of  Health  Officftis.  At  a meeting  of 
the  Oregon  State  Board  of  Health  at  Albany  last 
month,  N.  E.  Irvine  of  Lebanon  was  elected  president. 
.\lbert  Mount  of  Oregon  City  was  elected  vice-presi- 
dent and  F.  A.  Strieker  of  Portland  secretary.  The 
board  decided  there  should  be  no  changes  made  in 
health  Jaws  of  the  state. 

Oregon  Pathological  Society  held  a meeting  at  the 
University  of  Oregon  Medical  School,  Portland,  Jan- 
uary 9.  C.  H.  Manlove  read  a paper  on  “Basis  of  Bi- 


opsy.” J.  E.  Else  presented  a case  of  carcinoma  of  the 
appendix,  while  W.  C.  Hunter  showed  microscopic 
lantern  slides  of  a similar  case. 

ExMPLoyed  As  Pathologist.  James  D.  Edgar  of  Spo- 
kane has  been  engaged  as  full  time  pathologist  at  Dea- 
coness hospital.  For  the  past  seven  years  he  has  taught 
pathology  at  Unive/rsity  of  Oregon  Medical  School. 

, Negro  Girl  As  Nurse.  Miss  Clara  Mae  Ingersoll  of 
Portland  has  been  registered  as  a qualified  nurse.  She 
was  born  in  Georgia  and  came  to  Portland  from  Ala- 
bama. She  is  the  first  colored  girl  to  qualify  as  a reg- 
istered nurse  in  the  state. 

Appointed  County  Physician.  W.  A.  Moser  of  Grants 
Pass  has  been  appointed  county  physician  for  Josephine 
County  as  a result  of  competitive  bids  presented  to  the 
county  commissioners.  C.  J.  Smith  was  reappointed 
county  health  officer. 

Returns  To  Practice.  R.  W.  Clancy  of  Medford  has 
returned  to  this  city  to  resume  the  practice  of  medicine. 
For  a number  of  years  he  has  lived  in  Portland  where 
he  was  engaged  in  business. 

Columbia  Hospital  at  Astoria,  at  a meeting  in  Jan- 
uary, elected  S.  G.  Morgan  as  chief  of  staff  and  C.  W. 
Waffle,  secretary'. 

WASHINGTON 

Officers  Retained.  The  county  commissioners  of 
Pierce  County  made  a wholesale  discharge  of  county' 
employees  last  month,  practically  eliminating  all  old 
appointees.  The  exception  to  this  sweeping  change  was 

B.  A.  Brown,  who  was  retained  as  superintendent  of 
the  county  hospital  and  R.  E.  McPhail,  superintendent 
of  Mountain  View  Sanatorium  at  Lakeview.  The  com- 
mission commended  these  men  for  their  records  of  ef- 
ficiency and  stated  they  wished  to  prevent  these  insti- 
tutions from  becoming  political  footballs. 

Hospital  To  Be  Continued.  Wlien  the  United  States 
Marine  Hospital  is  moved  from  Port  Townsend  to  the 
new  institution  in  Seattle,  the  old  hospital  and  its 
equipment  will  remain  intact.  It  will  be  used  for  Coast 
Guard  [Purposes,  emergencies,  and  for  convalescent  and 
quarantine  work. 

Hospital  Destroyed.  Benton  County'  hospital,  a pri- 
vate institution  at  Kennewick,  was  destroyed  by  fire 
December  26,  at  an  estimated  loss  of  $8000.  All  pa- 
tients were  safely  removed.  The  hospital  was  opened 
three  months  ago.  Among  other  losses  was  $1000 
worth  of  surgical  instruments. 

Seattle  Surgical  Society  held  a meeting  Jan.  27-28, 
at  which  Robert  C.  Coffey  of  Portland  was  guest  of 
honor  and  chief  speaker.  He  delivered  three  addresses 
at  Harborvjew  Hall.  Dry  and  operative  clinics  were 
conducted  by  Seattle  surgeons. 

Hospital  St.vff  Officers.  At  a meeting  last  month 
of  Harborview  Hospital  of  Seattle  the  following  of- 
ficers were  elected:  chairman  of  the  consulting  staff, 
A.  T.  Wanamaker.  B.  T.  King  was  elected  president 
and  A.  L.  Jacobson  vice-president  of  the  visiting  staff. 

C.  W.  Sharpies  was  elected  a member  of  the  hospital 
executive  committee  and  R.  L.  Zech  the  visiting  staff 
member  of  the  committee.  R.  J.  O’Shea  was  elected 
chief  of  surgical  staff  and  Geo.  Miller  chief  of  medical 
staff. 
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Spokane  County  Medical  Society  held  a meeting 
at  Spokane,  January  12.  The  following  officers  were 
elected  for  the  ensuing  year:  F.  W.  O’Neill,  president; 
C.  R.  Movvcry.  vice-president ; R.  T.  Flaherty,  secre- 
tary ; J.  C.  Hathaw  ay,  treasurer ; E.  J.  Barnett  and  J. 
M.  Nelsons,  trustees;  Arthur  Betts,  board  of  censors; 
G.  H.  Anderson,  library  board.  Delegates  to  the  an- 
nual state  meeting:  J.  G.  Cunningham,  E.  B.  Nelson, 
R.  J.  Sprowl,  all  of  Spokane,  and  M.  W.  Conway  of 
Cheney.  Alternates : C.  W.  Countryman.  C.  R.  Mowery, 
F.  \V.  Mulburn  and  J.  M.  Finney. 

Skagit  County  Medical  Society  held  a regular 
monthly  meeting  at  Sedro  Woolley,  December  21.  The 
following  officers  were  elected  for  the  ensuing  year* 
president,  A.  B.  CcKik;  vice-president,  S.  G.  Brooks; 
secretary-treasurer,  Austin  Shaw;  all  from  Anacortes. 
The  Ladies  Auxilary  held  a meeting  at  the  same  time 
at  the  home  of  Mrs.  E.  C.  Ruge. 

Lewis  County  Medical  Society  held  a meeting  at 
Centralia,  January  9.  The  following  officers  were 
elected  for  the  ensuing  year:  president,  David  Living- 
stone of  Centralia;  vice-president,  J.  H.  Manning  of 
Chehalis;  secretary-treasurer.  Rush  Banks  of  Centralia. 

Child  Guidance  Clinic.  A clinic  under  this  title 
has  been  formed  in  Spokane,  of  which  Dr.  Marjorie  M. 
Heitman  has  been  elected  chief  of  staff.  Its  purpose  is 
to  aid  in  solving  behavior  problem  cases  of  children. 

Appointed  Health  Officer.  W.  V.  Frick  of  Dayton 
has  been  appointed  county  health  officer  of  Columbia 
county,  dating  from  February  1. 

W.  J.  Lightburne,  formerly  of  Issaquah,  has  located 
at  Seahurst.  He  has  made  a specialty  of  the  study  of 
allergy. 


IDAHO 

Lake  Polluted.  A commission  appointed  to  inves- 
tigated alleged  pollution  of  Coeur  d’Alene  lake  has  pre- 
pared a report  for  submission  to  the  legislature.  It  is  re- 
ported that  mine  slimes  and  tailings  create  poisonous 
substances  destructive  of  fish  and  other  life.  Since 
this  lake  is  the  source  of  water  to  Coeur  d’Alene  city, 
it  is  expected  that  the  report  will  provide  arguments 
before  the  legislature  to  prevent  mine  companies  using 
the  river  to  carry  off  slimes  and  tailings. 

County  Physician  Not  To  Be  Employed.  At  Poca- 
tello last  month  the  county  commissioners  decided  not 
to  employ  a county  physician.  Members  of  Pocatello 
Medical  Society  will  do  county  work  at  a cost  of  $200 
per  month.  The  following  deputy  health  officers  were 
appointed : G.  G.  Fitz  of  Bancroft,  B.  K.  Zaring  of 
Grace  and  H.  J.  Hartvigsen  of  Downey. 

Nez  Perce  County  Medical  Society  held  a meeting 
at  Lewiston  last  month,  at  which  the  following  officers 
were  elected  for  this  year:  president,  J.  F.  Gist  of 
Lewiston ; secretary,  M.  J.  McRae  of  Lewiston. 

OBITUARIES 

Dr.  C.  j.  McCusker  of  Portland,  Ore.,  died  December 
24,  following  an  illness  of  three  weeks,  aged  58  years. 


He  was  hern  at  Decorah,  la.,  in  1874.  After  receiving 
his  degree  of  batchellor  of  science  from  Iowa  State 
University,  he  obtained  his  medical  education  at  Rush 
Medical  School.  He  located  at  Portland  in  1905,  where 
he  became  one  of  the  outstanding  physicians  of  the 
city.  He  was  chief  of  the  obstetric  clinic  at  Multnomah 
County  Hospital  and  a member  of  the  Board  of  Direc- 
tors of  St.  Vincents  Hospital.  At  the  time  of  his 
death  he  was  secretary  of  the  state  board  of  medical 
examiners.  During  the  World  War  he  was  captain 
in  the  medical  corps,  later  being  advanced  to  lieutenant- 
colonel.  He  was  a man  of  notable  personality  and  a 
leader  in  his  profession.  His  death  is  a distinct  loss 
to  the  medical  profession  and  the  community. 

Dr.  Dale  W.  Conger  of  Montesano,  Wash.,  died 
January  12  from  a self-inflicted  revolver  bullet  wound 
in  the  head,  aged  48  years.  He  was  born  in  1884  and 
graduated  from  St.  Louis  University  School  of  Medi- 
cine in  1906.  He  practiced  for  a time  in  Tono  and  later 
at  Centralia.  From  that  city  he  moved  to  Montesano  in 
1931. 

Dr.  Malcolm  Cameron  died  at  the  Naval  Hospital 
at  Bremerton,  Wash.,  December  22,  aged  87  years.  He 
was  a Civil  War  veteran  and  formerly  practiced  at 
Washington,  D.  C.  for  forty  years.  After  retiring  he 
located  at  Mt.  Vernon,  Wash.,  where  he  has  lived  for 
a number  of  years. 


WOMAN’S  AUXILIARY 

WASHINGTON 

Mrs.  Horace  J.  Whitacre  of  Tacoma,  former  presi-  ! 
dent  of  the  Washington  Auxiliary,  has  been  elected  | 

first  national  vice-president,  following  the  sudden  j 

death  of  Mrs.  W.  J.  Freeman,  national  president,  whose 
office  was  assumed  by  Mrs.  James  F.  Percy  of  Los 
Angeles,  first  vice-president.  Mrs.  Percy  declares  it  is 
of  greatest  assistance  to  the  national  auxiliary  to  have 
Mrs.  Whitacre  elected  to  national  office  and  again 
become  part  of  the  administrative  body.  “She  brings 
to  this  office  charm,  wisdom  and  a large  experience 
from  which  we  shall  all  reap  the  benefit.’’  Under  the 
guidance  of  Mrs.  Whitacre  as  state  organization  chair- 
man, thirteen  county  auxiliaries  have  been  organized, 
having  about  500  members.  According  to  the  national 
report  this  gives  Washington  more  auxiliaries  than 
Oregon  and  California. 

The  Woman’s  Auxiliary  of  Snohomish  County  Medi- 
cal Society  held  a meeting  January  3.  Dr.  J.  F.  Beattie 
addressed  the  meeting  on  public  health  measures. 

The  following  officers  were  elected  for  the  ensuing 
year:  president,  Mrs.  N.  L.  Thompson  of  Everett;  presi- 
dent-elect, Mrs.  C.  B.  Jones  of  Everett;  first  vice-presi- 
dent, Mrs.  C.  L.  Hoeffler  of  Everett;  second  vice-presi-  j 

dent.  Mrs.  J.  A.  Durrant  of  Snohomish ; third  vice-  I 

president,  Mrs.  J.  W.  Rose  of  Marysville ; fourth  vice-  j 

president,  Mrs.  R.  G.  Nelson  of  Sultan;  secretary- 
treasurer,  Mrs.  E.  M.  Adams  of  Everett;  correspond- 
ing secretary,  Mrs.  J.  Fiorino  of  Everett. 

The  Women’s  Auxiliary  to  Grays  Harbor  Medical  i 

Society  held  a meeting  at  Aberdeen  December  21,  at  ! 

the  home  of  Mrs.  M.  W.  Brachvogel.  Mrs.  O.  F.  Lam-  ' 

son  of  Seattle,  president  of  the  State  Auxiliary,  des- 
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cribed  the  work  in  King  county  and  the  state.  Mrs. 
H.  A.  Whitacre  described  the  work  which  is  being  car- 
ried on  in  Pierce  county.  Mrs.  Milton  Graham  re- 
viewed Haggard’s  book,  “Doctors,  Drugs  and  Devils. 
More  than  fifteen  were  present  at  the  meeting. 

The  Woman’s  Auxiliary  of  Pierce  County  Medical 
Society  held  a meeting  January  5 at  the  Medical  Arts 
Bldg.,  Tacoma.  Mrs.  Edgar  F.  Dodds,  president,  pre- 
sided. S.  M.  Creswell,  head  of  the  city  health  depart- 
ment, gave  an  address  on  “What  the  City  Health  De- 
partment has  to  Offer  the  Public.’’  Dr.  Dodds  addressed 
the  meeting  on  “The  County  Health  Work.’’ 


CORRESPONDENCE 

CERTIFICATION  OF  SPECIALISTS 
To  the  Editor; 

In  line  with  the  editorial  in  your  January  issue  upon 
the  certification  of  specialists  in  medicine,  I wish  to 
report  some  recent  developments  in  the  specialty  of 
orthopedic  surgery.  Realizing  the  very  fact  in  your 
editorial,  that  the  volitional  selection  of  some  medical 
or  surgical  specialty  does  not  alone  constitute  a right 
to  proclaim  one  a specialist  in  a selected  field  has  deter- 
mined those  interested  in  the  future  of  bone  and  joint 
surgery  to  organize  during  the  past  year  the  American 
Academy  of  Orthopedic  Surgery.  The  meeting  for 
such  organization  has  just  been  held  in  Chicago. 

If  one  reads  the  signs  of  the  times,  it  is  inevitable 
that  in  orthopedic  surgery  as  in  otolaryngology  and 
other  specialties  there  will  soon  be  general  legal  steps 
taken  to  enter  any  specialty  of  medicine.  The  special- 
ists themselves  feel  keenly  that  certain  qualifications 
further  than  self-assertion  should  constitute  the  thres- 
hold into  the  fields  of  most  of  the  specialties  of 
medicine.  There  must  be  the  grounding  in  general 
medicine  and  basic  sciences,  after  which  must  follow 
most  active  residencies  under  competent  leaders  in 
hospital  special  services  for  a term  of  years,  abundant 
clinical  experience  in  the  specialty  and  a certain  wide 
experience  in  specialty  travel. 

From  this  time  forth  entrance  into  the  American 
Academy  of  Orthopedic  Surgery  will  probably  be  only 
by  rigid  and  thorough  examination,  including  prac- 
tical demonstration  of  mechanical  dexterity  and  surgical 
skill.  The  state  boards  will  be  asked  to  qualify  as 
orthopedic  surgeons  only  such  doctors  as  present  certi- 
ficates of  attainment  from  the  Academy  of  Orthopedic 
Surgery. 

Edward  A.  Rich,  M.D.,  Tacoma,  Wash. 


REPORTS  OF  SOCIETY 
MEETINGS 

OREGON 

POLK-YAMHILL-MARION  COUNTIES  SOCIETY 
Pres.,  F.  E.  Brown;  Secty.,  W.  W.  Baum 
Polk-Yamhill-Marion  Counties  Medical  Society  held 
its  annual  meeting  in  Salem,  January  10.  Forty-five 
members  were  in  attendance.  The  evening  was  devoted 


to  discussion  of  the  costs  of  medical  care.  The  ad- 
dress was  delivered  by  A.  N.  Webster  of  Portland  on 
the  question,  “Medical  Service  and  the  Public.’’ 

The  following  officers  were  elected  for  the  ensuing 
year:  president,  J.  O.  VanWinkle  of  Jefferson;  vice- 
president,  Hugh  Dowd  of  Salem;  secretary-treasurer, 
W.  W.  Baum  of  Salem;  councillors,  L.  O.  Oement  of 
Salem,  J.  G.  Manning  of  McMinnville,  and  H.  K. 
Stockwell  of  Salem. 


PORTLAND  ACADEMY  OF  MEDICINE 
Portland  Academy  of  Medicine  held  a meeting  Jan- 
uary 12  at  the  University  Club.  The  feature  of  the 
evening  was  an  address  by  G.  E.  Burget  of  University 
of  Oregon  Medical  School  on  “The  Use  of  the  Closed 
Intestinal  Loop  for  the  Study  of  Some  Problems  in 
Physiology.”  It  was  a notable  presentation  of  a great 
amount  of  original  research  on  some  phases  of  in- 
testinal obstruction  and  absorption  of  sugar  from  the 
bowel. 

The  following  officers  were  installed  for  the  ensuing 
year : president,  H.  B.  Myers ; president-elect,  R.  W. 
Matson;  first  vice-president,  H.  P.  Rush;  secretary,  H. 
J.  Sears;  treasurer,  A.  G.  Bettman. 


WASHINGTON 

GRAYS  HARBOR  COUNTY  SOaETY 
Pres.,  E.  L.  Calhoun;  Secty.,  L.  R.  Lightfoot 
Grays  Harbor  County  Medical  Society  held  a meet- 
ing at  Aberdeen,  December  21.  The  following  officers 
were  elected  for  the  ensuing  year : president,  A.  M. 
Skarperud;  vice-president,  B.  O.  Swinehart;  secretary- 
treasurer,  K.  W.  Graham ; delegate  to  the  meeting  of 
the  State  Medical  Association,  M.  P.  Graham,  all  from 
Aberdeen;  alternate,  E.  P.  Calhoun  of  Hoquiam. 

A.  J.  Bowles  of  Seattle  presented  a paper  with 
lantern  slides  on  “Complications  of  Goiter.”  This  was 
appreciated  very  much.  A.  H.  Peacock  of  Seattle  and 
H.  J.  Whitacre  of  Tacoma  discussed  the  medical  prac- 
tice act  and  medical  problems.  A general  discussion 
followed. 


KING  COUNTY  MEDICAL  SOCIETY 
Pres.,  Fred  Slyfield;  Secty.,  V.  W.  Spickard 

The  annual  meeting  of  King  County  Medical  Society 
was  held  in  the  auditorium  of  the  Medical  Dental 
Building,  Seattle.  January  9,  president  Fred  Slyfield 
presiding.  Preceding  the  meeting  the  orchestra,  com- 
posed of  members  from  the  county  medical  and  dental 
societies,  rendered  several  selections.  Reports  of  meet- 
ings of  December  13  and  28  were  read  and  approved. 

The  following  were  elected  to  membership : J.  F. 
Beattie,  H.  H.  Hamlin,  H.  L.  Hartley,  F.  H.  Hartung 
and  P.  R.  Rollins.  Applications  for  membership  were 
read  from  W.  S.  Brown.  H.  V.  Mikkelsen  and  Nicholas 
Sarro. 

Reports  were  read  from  the  following  committees : 
program,  A.  L.  Jacobson;  legislative  and  economic  re- 
lations, B.  T.  King;  personal  relations,  C.  W.  Sharpies; 
bulletin  advisory,  A.  H.  Peacock;  city  health,  V.  Cefalu; 
ethics,  G.  W.  Beeler;  library,  W.  S.  Griswold;  mem- 
bership, A.  J.  Boles ; university  extension,  F.  Epplen ; 
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entertainment,  F.  H.  Douglass;  telephone,  T.  Morcom ; 
welfare,  J.  E Nelson;,  clinic  announcement,  T.  T. 
Manzer ; publicity,  H.  E.  Coe. 

Report  of  the  secretary-treasurer  was  read  and  ac- 
cepted. .'Announcement  was  made  of  the  reduction  of 
dues  for  the  ensuing  year. 

The  following  officers  were  elected  for  the  coming 
year:  president-elect,  H.  G.  Wright;  secretary-treasurer, 
V'.  W.  Spickard;  trustees,  G.  W.  Beeler.  F.  J.  Oancy, 
C.  E.  Watts  and  J.  E.  Nelson.  President  C.  E.  Gray 
was  chosen  president-elect  at  last  year’s  meeting. 

The  following  delegates  were  elected  to  Washington 
State  Medical  Association  meeting:  H.  E.  Coe,  F.  Sly- 
field,  E.  W.  Young,  A.  T.  Wanamaker,  J.  T.  Whitty, 
E.  B.  Brookbank,  T.  E.  Douglas,  J.  H.  Mathews,  A.  J. 
Bowles,  with  C.  E.  Gray  and  V.  W.  Spickard  as  ex- 
officio  delegates. 

Retiring  president  Fred  Slyfield  expressed  his  ap- 
preciation to  the  members  of  the  board  of  trustees  and 
chairmen  and  members  of  different  committees  for 
their  assistance  in  his  work  during  the  past  year.  Dr. 
Gray,  the  newly  installed  president,  expressed  his  ap- 
preciation of  the  honor  conferred  upon  him. 

.A.n  exhibit  of  urologic  photomicrographs,  by'  W.  R. 
Jones,  was  on  display.  The  Woman’s  .•Auxiliary  served 
refreshments  after  the  meeting. 


SNOHOMISH  COUNTY  MEDIC.AL  SOCIETY 
Pres..  O.  G.  Kesling;  Secty.,  S.  E.  C.  Turvey 

Drs.  Kesling  and  Turvey  of  Everett,  in  their  capaci- 
ties of  president  and  secretary  of  Snohomish  County 
Medical  Society',  attended  the  meeting  in  Seattle  on 
December  20  of  the  presidents  and  secretaries  of  all 
the  county  societies  in  Washington.  They  disagreed 
wholeheartedly  with  the  speaker  who  avowed  that  a 
meeting  of  a county  society'  could  only  be  successful  if 
a banquet  was  held  first,  if  an  outside  speaker  was 
appointed,  and  if  all  liquor  was  banned.  .All  attending 
agreed  that  the  secretary  of  any  society  was  the  most 
important  person  in  that  society. 

On  January  3,  1933,  the  first  meeting  of  the  new 
y'ear  of  Snohomish ' County  was'held  in  the  Medical 
Dental  Building,  Everett,  sixteen  doctors  attending.  The 
annual  dues  were  fixed  at  the  usual  scale  of  ten  dol- 
lars per  man.  .A  member  reported  the  incorporation  of 
new  cancer  cure  clinic  with  Frederick  Franke,  M.D. 
in  charge,  the  headquarters  being  in  Seattle,  branch 
office  in  Everett.  Dr.  Thompson  made  a plea  for  more 
support  for  the  Public  Health  League.  This  was  sup- 
ported so  strongly  by  several  other  physicians  present 
that  a committee  was  appointed  with  the  object  of  in- 
creasing the  membership  and  collecting  dues. 

Symposium  was  held  on  the  subject  of  appendicitis. 
Dr.  Duryee  read  a paper  on  diagnosis.  Dr.  Caldbick 
sketched  some  details  of  technic  that  he  had  gleaned 
from  operating  experiences.  Dr.  Turvey,  after  pre- 
senting Dr.  Thordarson’s  regrets  that  he  was  unable 
to  attend  the  meeting  because  of  illness,  read  his  paper 
on  the  reasons  for  high  mortality  in  appendicitis. 
Spirited  discussion  followed  these  papers,  a particular 
bone  of  contention  being  whether  or  no  there  was  such 
a condition  as  traumatic  appendicitis. 


WALLA  WALLA  VALLEY  MEDIC.AL  SOCIETY 
Pres.,  E.  L.  Whitney;  Secty.,  C.  J.  Johannesson 

Walla  Walla  Valley  Medical  Society  held  its  regular 
monthly  dinner-meeting  in  the  Spanish  room  at  the 
Grand  Hotel,  Walla  Walla,  on  January  12.  Dr.  Robert 
C.  Coffey  of  Portland  was  guest  of  honor  and  principal 
speaker. 

Dr.  Coffey  discussed  "The  Application  of  the  Quaran- 
tine Dtrain  in  .Abdominal  Surgery.’’  This  is  a special 
method  devised  and  developed  by  him  for  the  treatment 
of  purulent  infections  of  the  abdomen  and  pelvis.  By 
this  method,  as  he  explained  it,  complications  have  been 
greatly  lessened  and  the  death  rate  lowered  remark- 
ably. Discussion  was  opened  by  F.  C.  Robinson  and 
J.  C.  Lyman  of  W^alla  W’alla,  with  others'lat  the  meet- 
ing participating  in  general  discussion  later. 

Dr.  Coffey,  at  the  close,  gave  an  interesting  resume 
of  his  recent  visit  in  Europe,  where  he  was  invited  to 
present  the  subject  of  this  meeting’s  lecture,  as  well  fis 
his  work  on  ureteral  transplantation. 

Fifty-three  physicians  were  present  at  the  dinner- 
uneeting,  including  men  from  Lewiston,  Idaho;  from 
Pomeroy,  Pasco  and  Kennewick,  and  from  Milton-Free- 
water,  Ore.  In  other  words,  this  was  a Tri-State  meet- 
ing, which  in  late  years  has  not  been  an  infrequent 
occurrence  at  the  Walla  M'alla  A’allcy  Medical  Society. 

E.  L.  Whitney,  President,  announced  that  Richard  B. 
Dillehunt,  Dean  of  the  Medical  .School  of  the  University 
of  Oregon,  Portland,  will  be  honor  guest  and  prin- 
cipal speaker  at  the  next  regular  monthly  meeting  on 
February  9 at  the  Marcus  Whitman  Hotel.  His  subject 
will  be  “The  Early  Recognition  of  Tuberculosis  of  the 
Bones  and  Joints  and  the  Treatment  of  Early  and  Late 
Cases.” 
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.A  Manual  of  Pharmacology.  By  Torald  Sollmann, 
M.D.,  Professor  of  Pharmacology  and  Materia  Medica 
in  the  School  of  Medicine  of  Western  Reserve  Uni- 
versity, Qeveland,  Ohio.  Fourth  Edition,  Thoroughly 
Revised.  Octavo  of  1237  pages.  Philadelphia  and  Lon- 
don W.  B.  Saunders  Company,  1932.  Cloth,  $7.50  net. 

This  is  a very  scholarly  w'ork  and  the  writer  has  had 
recourse  to  all  the  best  of  the  world’s  medical  literature 
on  the  subject,  as  is  attested  by  the  bibliography  in  the 
appendix,  consisting  of  107  pages  of  fine  print.  .As 
additions  to  this  latest  and  fourth  edition  we  find  new 
matter  particularly  in  relation  to  the  following  subjects,: 
.Arsphenamine  fate,  barbiturates,  bismuth,  cinchophen 
toxicosis,  gold,  iodine,  compounds  in  roentgenography, 
liver  extract,  mercury,  morphine  addiction,  nitric  vapors, 
pituitary,  quinine  and  plasmoquin,  sex  hormones,  tem- 
perature regulation,  thallium  and  vitamins. 

The  author  points  out  that  there  is  no  need  of  giving 
salyrgen  intravenously,  as  the  reviewer  has  found  the 
general  understanding,  but  that  it  and  novasural  may 
be  given  just  as  effectively  by  the  intramuscular  route. 
He  docs  not,  how'cver,  emphasize  the  much  greater  ac- 
tivity of  salyrgen  when  preceded  for  three  days  by  the 
administration  of  ammonium  nitrate,  gr.  20  t.i.d.  by  the 
mouth,  and  its  continuance  while  giving  salyrgen  every 
three  days  for  diuresis.  The  physiologic  actions  of 
histamine  are  thoroughly  discussed  but  the  therapeutic 
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uses  are  not  dwelt  upon.  The  use  of  intramuscular 
injections  of  histamine  are  often  valuable  in  discrim- 
inating between  a functional  and  absolute  achlorhy- 
dria, as  for  instance  occurs  in  most  cases  of  pernici- 
ous anemia. 

The  fact  that  digitalis  acts  just  as  efficiently  in 
fevers  is  stressed,  contrary  to  commonly  accepted  pro- 
fessional opinion,  and  indeed  fever  patients  are  even 
more  susceptible  to  its  influence.  The  pro’s  and  con's  of 
the  administration  in  pneumonia  are  discussed  but 
without  reaching  any  decisive  conclusion.  To  those 
who  have  seen  large  numbers  of  pneumonia  cases,  the 
experience  of  observing  patients  without  much  toxemia 
and  with  small  involvement  of  the  lung  suddenly  die  of 
apparent  heart  failure,  the  airrent  avoidance  of  digi- 
talis is  unreasonable. 

It  is  stated  that  “in  most  forms  of  secondary  anemia 
liver  feeding  has  little  or  no  value.’’  Since  liver  therapy 
took  its  origin  from  the  great  blood  regeneration  noted 
by  Whipple  in  feeding  liver  to  dogs  after  severe  bleed- 
ing, it  is  hard  to  reconcile  the  above  statement  with  his 
work.  The  book  as  a whole  is  one  of  the  most  com- 
plete and  able  contributions  to  pharmacology. 

Winslow. 

Diseases  of  the  Spinal  Cord.  By  Williams  B.  Cad- 
walader,  M.D.,  Professor  of  Clinical  Neurology,  Uni- 
versity of  Pennsylvania  Medical  School,  etc.  Introduc- 
tion by  William  G.  Spiller,  M.D.,  Professor  of  Neuro- 
logy. University  of  Pennsylvania  Medical  School.  204 
pp.  $5.00  The  Williams  and  Wilkins  Co.  Baltimore,  1933. 

This  is  a very  excellently  written  small  book,  having 
all  of  the  fundamental  knowledge  which  is  necessary 
to  the  understanding  of  lesions  of  the  spinal  cord.  It 
is  written  that  a man  need  not  necessary  have  spe- 
cial knowledge  of  neurology  in  order  to  grasp  it.  It  is 
apparently  written  for  the  general  practitioner. 

The  first  two  chapters  are  devoted  to  the  neuron 
theory  and  anatomy  of  the  spinal  cord.  The  third  chap- 
ter contains  an  explanation  of  the  various  reflexes  and 
reflex  actions,  giving  the  various  levels  through  which 
the  reflexes  are  mediated  in  the  spinal  cord.  This  is  a 
very  important  chapter,  in  that  many  individuals  are 
taking  reflexes  without  realizing  just  what  the  reflex 
action  itself  means.  This  chapter  clears  the  situation 
and  gives  a very  definite,  accurate  description  of  every 
reflex.  The  fourth  and  fifth  chapters  are  devoted  to 
the  topographic  diagnosis  and  localization  of  diseases 
of  the  spinal  cord.  In  these  chapters  many  helpful 
hints  are  given  as  an  aid  in  localizing  definitely  various 
lesions  of  the  spinal  cord. 

There  is  a very  interesting  chapter  on  injuries  of  the 
spinal  cord.  The  rest  of  the  book  is  devoted  to  the 
various  diseases  of  the  spinal  cord,  including  cord  tu- 
mors and  syphilis  of  the  spinal  cord.  Each  condition 
is  treated  in  the  same  way.  First  of  all  a definition, 
then  etiology,  then  pathology,  then  a discourse  on  the 
symptoms  and  the  course  of  the  disease  and  then  ma- 
terial on  prognosis  and  treatment. 

This  book  is  not  at  all  wordy;  it  is  small  and  the 
entire  substance  is  very  meaty.  There  is  no  chaff  what- 
soever. It  can  be  freely  recommended  for  the  use  of 
anyone  who  is  at  all  interested  in  diseases  of  the  spinal 
cord.  At  the  end  there  is  a complete  bibliography  for 


those  who  are  interested  in  getting  a more  compre- 
hensive review  of  the  subject  than  is  given  in  this 
what  might  really  be  called  a handbook.  It  would  be 
a valuable  addition  to  any  man’s  library,  since  in  it 
he  can  find  the  essentials  of  those  conditions  in  which 
he  is  interested  without  going  into  a great  deal  of  data 
and  hyperscientific  discussion.  Flothow. 

Eye,  Ear,  Nose  and  Throat.  The  Practical  Medical 
Series  for  the  year  1932.  The  Eye,  by  E.  V.  L.  Brown, 
M.D.,  Professor  of  Ophthalmology,  University  of  Chi- 
cago, etc.  The  Ear,  Nose  and  'Throat  by  George  E. 
Shambaugh,  M.D.,  Professor  of  Otology,  Rhinology 
and  Laryngology  at  the  Rush  Medical  College,  etc.  686 
pp.  $2.50.  "The  Year  Book  Publishers,  Inc.,  Chicago,  111. 

This  little  volume  sets  for  its  goal  the  abstracting  of 
the  year’s  most  notable  contributions  to  this  branch  of 
medicine,  embracing  the  authors  from  every  nook  and 
corner  whence  contributions  emanate.  It  is  replete 
with  abstracts  of  different  technics  used  for  the  al- 
leviation of  different  conditions,  together  with  sta- 
tistical information  dealing  with  the  successes  or  fail- 
ures of  the  various  procedures.  Another  feature  is  the 
editor’s  short  commentaries  that  supplement  each  ab- 
stract that  needs  comment.  The  editor  enhances  the 
values  of  these  abstracts  by  lending  a procedure  weight 
or  by  questioning  it  as  the  article  may  demand.  What 
are  some  of  the  rarer  ocular  conditions;  what  are  some 
of  the  newer  procedures  used  in  severe  cases  of  belph- 
arospasm;  what  is  the  attitude  toward  tonsillectomy  in 
Vincent’s  angina  and  the  use  of  arsenic  in  such  cases? 
Answers  to  these  and  other  questions  will  be  found  in 
abundance  in  this  year’s  Year  Book  as  it  is  called.  The 
specialist  in  the  large  city  will  surely  want  this  volume. 
To  the  practitioner  in  the  smaller  locality  who  is  called 
upon  to  do  everything,  this  volume  is  a live  necessity. 

Firestone. 

A Text-Book  of  Anatomy  and  Physiology.  By  Jesse 
Feiring  Williams.  M.D.,  Professor  of  Physical  Educa- 
tion, Teachers  College,  Columbia  University,  New  York 
City.  Fourth  Edition,  Reset.  601  pages  with  416  illustra- 
tions, 32  in  colors.  Philadelphia  and  London:  W.  B. 
Saunders  Company,  1932.  Qoth,  $2.75  net. 

This  volume  is  not  intended  for  study  by  physicians 
but  offers  the  essentials  of  anatomy  and  physiology 
for  students  of  the  practical  arts,  as  nursing,  physical 
education,  physical  therapy,  occupational  therapy  and 
household  arts.  Accordingly  it  does  not  feature  the 
details  of  anatomy  and  physiology  as  these  are  found 
in  the  textbooks  for  these  subjects.  There  are  chapters 
of  embryolog>-,  tissues  of  the  body,  the  skeleton  and 
skeletal  muscles,  and  others  dealing  with  the  nervous 
system  as  well  as  the  other  bodily  systems  and  their 
functions.  There  are  abundant  illustrations  which  help 
to  emphasize  the  text.  For  the  purpose  for  which  it  is 
intended  this  is  an  excellent  book  and  should  attract 
the  class  of  students  for  whom  it  is  intended. 

The  Sex  Technique  in  Marriage.  By  Isabel  Emslie 
Hutton,  M.D.  Foreword  by  Ira  S.  Wile,  M.D.,  Former 
Commissioner  of  Education  for  New  York  City,  etc. 
160  pp.  $2.00.  Emerson  Books,  Inc.,  New  York  City, 
1932. 

Frequently  one  hears  the  statement  that  most  of  the 
serious  difficulties  in  marriage  arise  from  sexual  mal- 
adjustments. It  is  undoubtedly  true  that  “ignorance, 
fear,  ineptness  and  gutter  teaching  are  responsible  for 


84 


BOOK  REVIEWS 


Vol.  XXXII,  Xo.  2 


much  marital  infelicity,  incompatibility,  desertion  and 
divorce.”  At  the  present  time  there  is  much  less  prudery 
and  false  modesty  than  in  former  years  on  the  subject 
of  sex.  In  some  high  schools  and  colleges  instruction 
is  given  on  sex  matters. 

This  volume  offers  a clear  and  reliable  exposition 
of  particular  questions  involved  in  making  marriage 
successful  in  its  relation  to  sexual  problems.  The  author 
presents  the  subject  in  a straightforward  manner,  with 
no  evasion  of  descriptions  and  explanations.  Under 
"preparation  for  marriage”  many  conditions  are  dis- 
cussed affecting  the  marital  state,  such  as  venereal 
disease,  heredity,  insanity,  feeble-mindedness,  epilepsy 
and  other  diseases.  The  sex  instinct  in  man  and  wo- 
man is  considered  and  their  relative  importance  dis- 
cussed. Conditions  pertaining  to  the  first  sex-act  are 
discussed  in  a sensible,  constructive  manner.  The  chap- 
ter on  sex-life  during  marriage  is  drawn  out  to  con- 
siderable length,  accompanied  by  reasonable  recommen- 
dations. This  volume  is  naturally  superfluous  as  con- 
cerns instruction  for  the  physician.  It  is  intended  for 
the  enlightenment  of  the  prospective  bride  and  groom 
and  of  the  newly-weds.  To  such  it  will  present  valu- 
able information. 

Practical  Obstetrics  for  students  and  Practitioners. 
By  P.  Brooke  Bland,  M.D.,  Professor  of  Obstetrics, 
Jefferson  Medical  College,  etc.  Assisted  by  Thaddeus 
L.  Montgomery,  M.D.,  Associate  in  Obstetrics,  Jefferson 
Medical  College,  Philadelphia.  Illustrated  with  516 
engravings,  including  21  colored  plates.  730  pp.  $8.00. 
F.  A.  Davis  Co.,  Philadelphia,  1932. 

This  recent  textbook  in  obstetrics  covers  the  subject 
in  a concise  and  complete  wording,  with  the  latest 
teachings.  The  chapter  on  physiology  is  clearly  pre- 
sented and  well  worthwhile  reading.  The  chapter  brings 
out  some  important  conditions  in  the  pathologic  field, 
several  other  subjects,  such  as  toxemias  of  pregnancy, 
diseases  and  abnormalities  of  the  ovum,  pathology  of 
labor,  and  complications  of  the  puerperium  are  well 
covered  and  present  interesting  information.  The  chap- 
ter on  diseases  of  the  newborn  has  many  instructive 
new  teachings.  The  last  chapter  is  devoted  to  obstetric 
jurisprudence,  a subject  with  which  all  obstetricians 
should  be  familiar.  In  fact,  this  is  valuable  informa- 
tion for  all  doctors.  The  profuse  illustrations  add 
greatly  to  the  instruction  of  the  text.  Rarely  is  a book 
offered  to  the  profession  with  so  many  striking  and 
beautiful  cuts.  Especially  noticeable  are  the  many  il- 
lustrations in  colors.  This  book  is  recommended  to 
the  medical  profession  as  the  latest,  dependable  contri- 
bution to  obstetric  guidance.  Carroll. 

Asthma,  Hay  Fever  and  Related  Disorders.  A 
Guide  for  Patients.  By  Samuel  M.  Feinberg,  M.  D.,  F. 
A.  C.  S.,  Assistant  Professor  of  Medicine  and  Attend- 
ing Physician  in  Asthma  and  Hay  Fever  Clinic,  North- 
western University  Medical  School,  etc.  Illustrated. 
12J  pp.  $1.50.  Lea  & Febiger,  Philadelphia,  1933. 

The  author  states  he  has  been  prompted  to  write  this 
little  book  for  allergic  patients  and  their  families  on 
account  of  a demand  among  the  public  for  a simple 
explanation  of  the  subject  and  text-books  are  written 
for  the  physician  rather  than  the  layman.  Certain  de- 
tailed and  special  Information  pertaining  to  diets  and 


other  treatment  are  omitted.  Since  each  patient  re- 
quires particular  treatment,  he  will  be  compelled  to  con- 
sult his  physician.  The  chapter  on  general  considera- 
tions discusses  constitution  and  heredity  together  with 
other  factors.  Under  the  subject  of  primary  causes 
are  discussed  foods,  pollens,  drugs,  bacteria  and  other 
possibilities.  No  data  arc  presented  concerning  treat- 
ment. What  will  be  necessary  must  be  administered 
by  a physician.  The  consideration  of  features  pertain- 
ing to  the  general  subject  offers  useful  information  for 
any  investigator.  Any  one  subject  to  an  allergic  con- 
dition will  find  this  book  useful. 

Hospitals  and  Child  Health.  Reports  of  the  Sub- 
committees on  Hospitals  and  Dispensaries,  by  Clifford 
G.  Grulee,  M.D.,  Chairman;  Convalescent  Care  by  Ad- 
rian V.  S.  Slambert,  M.D.,  Chairman;  Medical  Social 
Service,  by  Ida  M.  Cannon.  R.  N.,  Chairman.  White 
House  Conference  on  Child  Health  and  Protection. 
279  pp.  $2.50.  The  Century  Co.,  New  York  and  Lon- 
don, 1932. 

The  information  presented  in  this  volume  has  been 
secured  by  a number  of  committees,  the  chairman  of 
each  being  mentioned  in  the  title.  Since  these  commit- 
tees comprise  eight,  seven  and  three  workers  respec- 
tively the  amount  of  labor  expended  can  be  appreciated. 
The  report  of  each  committee  includes  extensRe  data 
obtained  from  a survey  of  various  institutions  in  which 
its  group  is  interested.  The  report  follows  as  to  what 
has  been  accompIi.shed  and  what  may  be  anticipated 
with  conclusions  and  recommendations.  Each  commit- 
tee is  composed  of  well  known  pediatricians  and  social 
service  workers,  so  that  recommendations  may  be  con- 
sidered authoritative.  Any  one  interested  in  this  line 
of  work  will  benefit  by  a study  of  this  volume. 

The  Surgical  Clinics  of  North  America.  (Issued 
serially,  one  number  every  other  month.)  Volume  12, 
No.  6.  index  Number.  (Philadelphia  Number  December 
1932.)  280  pages  with  110  illustrations.  Per  clinic  year 
(February  1932  to  December  1932)  Paper,  $12.00;  Cloth, 
$1600  net.  Philadelphia  and  London:  W.  B.  Saunders 
Company,  1932. 

This  volume  contains  clinical  reports  from  twenty- 
two  Philadelphia  surgeons  representing  the  hospitals 
of  that  city.  A great  variety  of  surgical  conditions  arc 
considered.  Reports  deal  with  operations  on  the  stom- 
ach and  intestinal  tract,  carcinoma  of  the  breast,  stom- 
ach colon  and  rectum.  The  treatment  of  fractures  is 
presented,  occurring  in  children  and  adults.  One  will 
find  instructive  discussions  on  a great  variety  of  sur- 
gical conditions. 

Whooping  Coughs  Study  In  Immuniz.ation.  Louis 
Sauer,  Evanston,  111.  {Journal  A.  M.  A.,  Jan.  2^ 
1933),  points  out  that  from  7 to  8 cc.,  of  a relatively 
fresh  pertussis  vaccine  (1  cc.  equals  10  billion),  made 
from  five  to  seven  recently  isilated,  hemolytic  strains, 
given  hypodermically  in  divided  weekly  doses  seem 
to  have  immunized  an  appreciable  number  of  young 
susceptible  children.  During  the  past  four  years  about 
300  nonimmune  children  have  been  injected  without 
phocytes  often  increased.  There  have  been  eight 
any  untoward  symptoms.  The  local  reaction  is  tran- 
sient. The  leukocyte  count  on  the  day  of  the  last  in- 
jection in  60  per  cent  ranged  from  12,000  to  15.000 
per  cubic  millimeter,  with  the  percentage  of  small  lym- 
certain  (cohabitational  or  household)  exposures,  and 
a total  of  127  probable  (transient  or  accidental)  ex- 
posures without  any  child  contracting  the  whooping 
cough. 
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COUNCIL  ON  PHARMACY  AND 
CHEMISTRY 

PROPAGANDA  FOR  REFORM 

Hazards  of  Iodized  Oil  Injections.  It  has  been  ten 
years  since  Sicard  and  Forestier  introduced  into  medi- 
cal practice  the  iodized  oils  as  diagnostic  agents.  These 
appeared  to  offer  great  possibilities  in  the  localization 
and  definition  of  certain  lesions  in  the  cavities  of  the 
body.  Occasionally  incidents  have  been  reported  show- 
that  the  injection  and  retention  in  the  body  of  these 
oils  are  not  without  danger.  In  a recent  issue  of  The 
Journal,  December  3,  1932,  p.  1946,  appeared  a report 
of  the  Council  on  Pharmac.v  and  Chemistry  dealing 
with  the  dangers  of  the  injection  of  iodized  oils.  The 
report  emphasized  anew  the  necessity  for  a policy  which 
has  guided  the  Council  in  its  deliberations  over  the  past 
'Cjuarter  of  a century;  namely,  that  of  insisting  on  due 
caution  in  the  use  of  all  new  methods  and  preparations 
until  their  potentialities  for  doing  damage  have  been 
subjected  to  the  test  of  scientific  scrutiny.  (Jour.  A. 
M.  A.,  January  7,  1933,  p.  46) 

Dr.  StolPs  Diet-Aid.  Several  inquiries  have  been  re- 
ceived within  the  past  year  regarding  “Dr.  Stoll’s  Diet- 
Aid,  the  Natural  Reducing  Food.’’  The  address  of  Diet- 
Aid,  Inc.  is  also  the  address  of  Dr.  John  E.  Stoll,  who, 
according  to  our  records,  was  born  in  1900,  was  gradu- 
ated by  Rush  Medical  College,  Chicago,  in  1925,  and 
licensed  in  Illinois  the  same  year.  In  reply  to  an  in- 
quiry addressed  to  Dr.  Stoll  he  stated  that  Diet-Aid 
is  intended  to  be  taken  in  the  form  of  a beverage  by 
those  on  a reducing  diet,  and  is  a compound  of  milk 
chocolate,  starch,  and  a water  extract  of  roasted  whole 
wheat  and  bran ; that  Diet-Aid  has  the  following  com- 
position. carbohydrates,  75.5  per  cent ; crude  fat,  3 6 
per  cent;  crude  protein,  9.2  per  cent;  ash,  5.6  per  cent; 
moisture,  6.1  per  cent.  Dr.  Stoll  also  stated  that  in 
making  the  ordinary^  drink  of  Diet-Aid,  one  level  tea- 
spoonful was  used  in  a cup  of  water.  This  weighs 
about  3 grams,  and  in  view  of  the  composition  of  Diet- 
Aid,  would  give  almost  11  calories  (10.89)  in  all,  in  a 
cup  of  Diet-Aid.  In  this  connection,  it  is  worth  re- 
membering that  a tablespoonful  of  whole  milk  has  a 
fuel  value  of  14  calories.  According  to  the  directions 
on  the  trade  package,  the  person  is  told  to  substitute 
‘‘one  or  more  cups”  of  Diet-Aid  in  the  place  of  break- 
fast and  lunch.  The  average  sedentary  woman’s  daily 
fuel  requirements  range  from  1,800  to  2,300  calories. 
The  breakfast  for  such  a woman  would  call  for  caloric 
values  ranging  between  400  and  600.  According  to 
Dr.  Still’s  plan,  such  a woman,  would  take  “one  or 
more  cups”  of  Diet-Aid  having  a fuel  value  of  less 
than  11  calories  to  the  cup.  of  which  9 calories  would 
be  carF'^hydrate.  The  same  would  be  true  for  lunch- 
eon. The  person  who  follows  the  Diet-Aid  suggestion 
must  inevitably  receive  a hopelessly  unbalanced  diet. 

( Tour.  A M.A.,  January  21,  1933,  p.  207) 

Neocaine.  One  original  package  of  Rachi-Neocaine 
Corbiere  (Laboratoires  Pharmaceutiques  Corbiere, 
Paris;  Sole  U.  S.  Agents,  the  Anglo-French  Drug  Com- 
pany. Inc.,  New  York)  was  submitted  to  the  A.M.A. 
Chemical  Laboratory  for  preliminary  examination. 
Qualitative  tests  indicated  the  presence  of  procaine 
base  (’naraaminrtbenzovl-diethylaminoethanol)  and  chlo- 
ride On  thermal  analysis  the  specimen  was  found  to 
be  identical  with  procaine  hydrochloride  U S.P.  Neo- 
caine appears  therefore  to  be  the  French  proprietary 
name  for  procaine  hydrorhloride.  The  product  has  not 
been  submitted  to  the  Council  on  Pharmacy  and  Chem- 
istry for  inclusion  in  New  and  Nonof^icial  Remedies. 
(Jour.  A.M.A.,  January  21,  1933,  p.  210) 

Bancroft’s  Thiocyanate  Therapy.  Recently  The  Jour- 
nal referred  to  Bancroft’s  method  for  the  control  of 
narcotic  addiction  and  of  the  effects  of  anesthetic  drugs. 
Choosing  soditim  thiocyanate — also  designated  rhodanate 
by  some  chemists — as  the  peptizing  agent,  the  Cornell 


University  chemists  believed  that  the  sensory  nerve 
colloids  are  albumin-like  and  should  absorb  the  thio- 
cyanate ion  strongly  and  be  easily  peptized  by  the  cell 
electrolytes.  The  experiments  have  recently  been  cri- 
ticized as  unconvincing  by  Burkholder  of  the  depart- 
ment of  pathology  at  the  University  of  Chicago.  His 
results  obtained  with  sodium  thiocyanate  as  an  an- 
tagonist for  ether  did  not  corroborate  the  conclusions 
brought  forth  by  Bancroft  and  Rutzler  that  thiocyanate 
ions  antagonize  the  anesthetic  action  of  ether.  In  a 
large  majority  of  the  experiments  with  ether  the  re- 
turn to  normal  of  the  lid  reflexes  and  other  mani- 
festations required  a longer  time  in  these  experimental 
animals  than  in  their  controls.  As  an  antagonist  for 
sodium  amytal  it  was  found  that  the  sodium  thiocyanate 
did  not  shorten  the  long  anesthesia  but  instead  length 
ened  it,  and  decreased  instead  of  increased  the  respira- 
tory rate.  As  an  antagonist  for  morphine  it  was  found 
that  the  morphine  narcosis  was  not  counteracted  in 
any  way  and  that  gradient  reduction  in  the  dosage  of 
thiocyanate  still  proved  fatal  or  toxic.  Such  a recital 
of  actual  attempts  to  corroborate  Bancroft’s  results 
warns  against  undue  exploitation  of  a drug  of  which 
the  pharmacologic  effects  are  by  no  means  conclusively 
established.  (Jour.  A.M.A.,  January  28,  1933,  p.  262) 

The  Federal  Trade  Commission.  At  various  times  at- 
tention has  been  called  to  the  good  work  that  is  being 
done  by  the  Federal  Trade  Commission  in  protecting 
the  public  against  misrepresentation  or  fraud  in  the 
medical  or  quasi-medical  fields.  Congress  has  given 
this  Commission  power  to  investigate  _ and  take  action 
on  cases  that  involve  or  that  seem  to  involve  what  are 
broadly  spoken  of  as  unfair  trade  practices.  Where 
such  investigations  prove  that  unfair  trade  practices 
have  been  indulged  in,  the  Commission  can,  and  in 
many  instances  does,  obtain  from  the  individual  or 
concern  involved  a signed  stipulation  to  the  effect  that 
the  objectionable  methods  will  be  abandoned.  If  a 
stipulation  cannot  be  arrived  at,  the  Commission  may 
issue  what  is  known  as  a Cease  and  Desist  Order,  in 
which  the  person  or  concern  involved  is  ordered  to 
cease  and  desist  from  the  objectionable  practices.  A 
few  of  the  many  cases  reported  in  the  Commission’s 
bulletins  in  the  past  few  months  were:  Marvo  (Wil- 
liam Witol  and  Marvo,  Inc.,  New  York  City). — The 
firm  has  agreed  to  discontinue  representing  that  Marvo 
will,  within  three  days’  time,  remove  pimples,  black- 
heads, crow’s-feet  around  the  eyes,  wrinkles,  etc.  It 
appears  that  Witol’s  Marvo  had  at  one  time  as  its 
active  caustic  ingredient  salicylic  acid.  Later  resorcin 
seems  to  have  been  the  active  ingredient.  Reports  have 
been  received  from  physicians  of  severe  reactions  suf- 
fered by  patients  who  had  used  the  Marvo  product. 
Hildebrand  Laboratories. — Frank  Granzow  of  Chicago, 
whose  trade  name  is  “Dr.  Hildebrand  Laboratories,” 
sold  an  alleged  treatment  for  gallstones,  stomach  trouble, 
nervousness,  jaundice  and  constipation.  He  has  agreed 
to  discontinue  representing  that  his  treatment  will  cure 
the  ailments  specified,  when  such  is  not  the  fact.  The 
Hildebrand  product  has  been  reported  to  contain  men- 
thol, oleic  acid,  phenolphthalien,  powdered  gentian, 
castile  soap  and  sodium  salicylate.  Goldman  Hair  Dye 
(Monroe  Chemical  Company,  St.  Paul). — The  concern 
has  agreed  to  discontinue  representing  that  the  dye  will 
“restore”  the  color  of  the  hair,  that  the  treatment  takes 
only  seven  or  eight  minutes  and  requires  only  a few 
cents’  worth  of  dye,  and  that  the  gray  hair  regains  its 
youthful  color  overnight,  when  such  are  not  the  facts. 
The  product  is  a hair  dye  of  the  silver-salt  type.  Cvs- 
tex  (The  Knox  Company,  Kansas  City.  Mo). — The 
Knox  Company  has  agreed  to  discontinue  making  false 
and  misleading  claims  for  its  nostrum.  Cystex,  it 
seems,  comes  in  the  form  of  two  tablets,  gray  and 
brown.  A few  years  ago  the  .gray  tablets  were  said  to 
contain  hexamcthyleneamine,  powdered  extracts  of  col- 
chicum,  calcium  phosphate,  and  thyroid  substance. 
Later,  reference  to  thyroid  substance  was  omitted. 
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POSTOPERATIVE  MASSIVE  COLLAPSE 
OF  THE  LUNG* 

ITS  CAUSE,  PREVENTION  AND  TREATMENT 

William  B.  Faulkner,  Jr.,  ^I.D. 

AND 

Edward  C,  Faulkner,  jM.D. 

SAN  FRANCISCO,  CALIF. 

Postoperative  massive  collapse  of  the  lung 
(pulmonary  atelectasis)  is  of  more  than  academic 
interest  because  it  similates  closely  both  broncho- 
pneumonia and  lobar  pneumonia.  When  pre- 
cautionary measures  are  neglected,  or  proper 
treatment  is  delayed,  true  pneumonia,  pulmonary 
abscess,  empeyma  or  even  death  may  be  the  out- 
come. These  complications  are  particularly  un- 
fortunate because  atelectasis  not  only  is  prevent- 
able, but  also  responds  favorably  to  proper  treat- 
ment. The  fault  lies  in  diagnosing  and  treating 
these  early  postoperative  pulmonary  complications 
as  pneumonia  rather  than  as  massive  collapse  of 
the  lung.  This  type  of  collapse  is  a condition  en- 
tirely different  from  the  collapse  or  compression 
that  follows  pneumothorax  (figs.  1,  2). 

Massive  collapse  of  the  lung  does  not  occur  in 
every  patient  who  has  been  operated  upon.  When 
it  does  occur,  the  clinical  picture  is  exceptionally 
variable.  It  may  take  place  during  the  operation, 
in  the  first  few  hours  afterward,  or  not  until 
several  days  thereafter.  Usually  it  is  well  es- 

*From the  Department  of  Surgery.  University  of 
California  Medical  School.  San  Francisco. 

’Thoracic  Surgical  Department,  St.  Mary’s  Hospital, 
San  F'rancisco. 

•Read  before  a meeting  of  .American  College  of 
Physicians,  San  Francisco,  Calif.,  April  6,  1932. 


tablished  within  the  first  48  to  72  hours.  The 
classic  case  begins  with  pain  in  the  chest,  short- 
ness of  breath,  cyanosis,  increase  in  pulse  and 
respiratory  rates,  fever,  cough  and  expectoration. 
The  sputum  is  thick  and  sticky  and  of  a pearly 
white  or  greenish  color.  It  may  be  tinged  with 
blood  if  associated  with  intrabronchial  infection. 
Occasionally  symptoms  are  absent  in  spite  of  the 
extensive  abnormal  physical  findings. 

The  affected  side  of  the  thorax  is  immobile  and 
sunken.  Percussion  is  dull  or  flat,  breath  sounds 
are  either  typically  bronchial  or  completely  ab- 
sent, and  there  is  a noticeable  increase  or  de- 
crease in  the  voice  sounds.  Rales  may  be  present 
or  absent.  The  displacement  of  the  heart,  trachea 
and  mediastinum,  to  which  attention  already  has 
been  called,  roentgenologically  also  is  to  be  noted 
on  jibysical  e.xamination.  Naturally,  these  signs 
are  most  marked  when  an  entire  lung  is  involved. 

Atelectasis  may  be  unilateral  or  bilateral,  but 
it  appears  more  often  on  the  right,  especially  in 
the  lower  lobe  (affecting  the  upper  lobe  decided- 
ly less  often).  The  signs  depend  upon  the  site 
and  extent  of  the  involvement,  and  are  no  less 
variable  and  changeable  than  the  symptoms.  When 
the  involvement  is  patchy  and  scattered  through- 
out the  lung,  the  mediastinal  shift  is  often  lack- 
ing and  a differentiation  from  bronchopneumonia 
is  at  times  difficult.  The  history  of  onset  im- 
mediately following  operation  should  be  the  due 
to  diagnosis  and  treatment. 

Rational  measures  of  prevention  and  treatment 
can  be  instituted  only  when  the  factors  respons- 
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Fig.  1.  Type  of  collapse  seen  with  pniieniothornx. 

The  air  displaces  the  lung  away  from  the  chest  wall — • 
and  unless  the  mediastinum  is  fixed  in  position  there  is 
a displacement  of  the  trachea,  heart  and  mediastinal 
structures  towards  the  sound  side.  There  is  no  nar- 
rowing of  the  intercostal  spaces  or  elevation  of  the 
diaphragm  on  the  affected  side.  This  is  quite  differ- 
ent from  “massive  collapse”  (fig.  2). 

ible  for  the  atelectasis  are  understood.  Pre- 
viously there  has  been  considerable  difference  of 
opinion  as  to  its  cause,  and  it  has  been  ascribed 
to  angioneurotic  edema,  vasomotor  reflexes, 
neurogenic  disturbances  of  either  the  phrenic, 
vagus,  sympathetic  or  laryngeal  nerves,  interfer- 
ence with  the  muscles  of  respiration  and  plugging 
of  the  bronchi. 

In  considering  this  question,  it  is  important  to 
distinguish  the  contributing  and  complicating 
factors  from  those  that  are  essentially  primary. 
The  underlying  cause  must  explain  the  type  of 
onset,  great  variance  in  symptoms  and  physical 
signs,  predilection  for  the  bases  and  especially 
the  right,  and  infrequency  of  isolated  upper  lobe 
involvement.  The  primary  etiologic  factor  must 
account  also  for  the  tendency  of  atelectasis  to  mi- 
grate to  new  areas,  to  clear  spontaneously  or  fol- 
lowing treatment,  and  even  to  recur  at  the  or- 
iginal site. 

In  our  experience  atelectasis  has  been  the  re- 
sult of  excess  secretion  within  the  tracheobron- 
chial tree.  The  secretion  acts  either  as  an  intra- 
bronchial  foreign  body,  mechanically  plugging 
the  major  or  minor  bronchi,  or  causes  infection  of 
the  bronchial  mucous  membrane  so  that  the  re- 
sultant edema  shuts  off  the  air  flow  to  a portion 
of  the  lung. 

The  source  of  the  intrabronchial  exudate  and 
secretion  is  twofold.  It  is  already  within  the 


Fig.  2.  Massive  collapse  of  left  lung.  The  lung  is 
not  displaced  away  from  the  chest  wall,  but  there  i.s 
an  increased  density  of  the  left  lung  field.  The  heart, 
trachea  (T)  and  mediastinal  structures  are  drawn  to- 
ward the  affected  side.  There  is  a narrowing  of  the 
intercostal  spaces  and  an  increase  in  the  downward 
slant  of  the  ribs  on  the  left.  Usually  a marked  eleva- 
tion of  the  diaphragm  is  to  be  seen. 

tracheobronchial  tree  before  operation  in  sup- 
purative pulmonary  conditions,  whereas  in  pa- 
tients who  have  no  previous  pulmonary  disease, 
the  material  is  aspirated  from  the  mouth  and 
nasopharynx  during  and  immediately  following 
the  operation’^.  In  either  case  secretions  follow 
the  laws  of  gravity  and  spill  to  the  most  dependent 
and  accessible  regions  within  the  tracheobron- 
chial tree,  plugging  bronchi  and  setting  up  in- 
fection. This  spilling  we  have  designated  as  “in- 
ternal drainage”^.  It  is  influenced  by  the  posture 
of  the  patient,  amount  and  viscosity  of  the  secre- 
tion, and  course  of  the  bronchial  stems. 

^/^When  the  lungs  have  been  squeezed  into  a 
smaller  space  than  normal,  and  decreased  in  vol- 
ume as  a result  of  chest  compression,  tight 
bandaging,  lying  upon  the  side  or  elevation  of  the 
diaphragm,  the  bronchi  share  in  this  narrowing 
process,  and  consequently  smaller  amounts  of 
secretion  are  sufficient  to  cause  bronchial  occlu- 
sion. Under  these  circumstances  trapped  air  is 
absorbed,  and  atelectasis  ensues.  Compression  of 
the  chest  wall  is  an  important  contributory,  rather 
than  main  factor,  because  in  the  absence  of  ex- 
cess intrabronchial  secretion  plugging  has  not  oc- 
curred. The  same  may  be  said  with  respect  to 

1.  Faulkner,  W.  B.,  Jr.,  and  Faulkner,  E.  C.,  In- 
ternal Drainage;  Factor  in  Production  of  Postopera- 
tive Massive  Collapse  of  Lung  (Pulmonary  Atelecta- 
sis). Suggestions  as  to  Prevention  and  Treatment. 
Acta  chir.  Scandinav.  49:105,  1932. 

2.  Faulkner,  W.  B.,  Jr.,  Internal  Drainage;  its  Ap- 
plication in  Pulmonary  Suppuration,  J.  A.  M.,  95:1325- 
1328,  Nov.,  1930. 
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Fig'.  3.  lodi/.ed  oil  iu.iec‘tioii  of  right  f rneheohron- 
cliial  tree.  Note  the  direction  of  the  upper  lobe  bron- 
chus (U).  Mouth  secretions  can  drain  into  this  open- 
ing and  may  produce  an  upper  lobe  atelectasis  when- 
ever the  patient  lies  flat  upon  the  right  side,  C — Car- 
nia  (bifurcation  of  the  trachea) ; D — point  of  division 
of  the  main  bronchus  into  the  middle  and  lower  lobe 
bronchi. 

dilatation  of  the  stomach  and  distention  of  the 
liowel  which  elevate  the  diaphragm  and  second- 
arily cause  atelectasis. 

In  previous  papers^’  ^ it  has  been  shown  that 
iodized  oil  introduced  into  the  tracheobronchial 
tree  could  cause  atelectasis  and  that  this  condition 
differed  in  no  essentials  from  that  seen  following 
operation.  By  means  of  the  oil  we  could  visual- 
ize the  behavior  of  intrabronchial  secretions  after 
changes  in  the  posture  of  the  patient.  At  the 
same  time  we  could  determine  why  postoperative 
massive  collapse  occurred  with  such  regularity  at 
definite  sites.  The  anatomic  arrangement  of  the 
tracheobronchial  tree  is  such  that  the  oil  spills 
to  the  bases,  especially  the  right.  Aspirated  mouth 
secretions  do  likewise.  They  rarely  flow  into  the 
upper  lobes  unless  the  patient  is  lying  flat  and 
upon  his  side  (fig.  3). 

When  he  is  upon  his  back,  or  slightly  propped 
up  in  bed,  or  even  in  the  semisitting  position,  the 
oil,  if  slowly  introduced,  flows  into  the  first  open- 
ing it  encounters.  This  is  the  posterior  minor 
bronchus  of  the  lower  lobe  which  supplies  that 
portion  of  lung  lying  directly  below  the  angle 
of  the  scapula.  When  this  opening  becomes  plug- 
ged or  filled,  the  secretion  passes  on  to  the  next 
most  available  bronchus.  Such  plugging  or  fill- 
ing of  the  minor  bronchi  produces  a scattered 
patchy  atelectasis  which  reseml)les  l:>ronchopneu- 
monia  (fig.  4).  Thicker  material  gravitates 
less  readily,  tends  to  plug  larger  main  stem 

3.  Jacobaeus,  H.  C..  Selander,  G.  and  Westermark, 
N.,  Study  of  Acute  Massive  Atelectatic  Collapse  of 
Liung,  Acta  med.  Scandinav.,  71:439-466,  1929. 

4.  Moore.  Julian  A..  Postoperative  Pulmonary  Atel- 
ecta.sis.  .1.  Michigan  M.  Soc.,  29:182-190,  March,  1930. 


Pig.  4.  Areas  at  which  atelectasis  occurs  and  at 
which  abnormal  physical  signs  are  elicited  when  the 
various  minor  bronchi  of  the  right  lower  lobe  are  oc- 
cluded by  secretions.  L — posterior  minor  bronchus 
of  the  lower  lobe;  M — middle  lobe  bronchus. 


Fig.  5.  Iodized  oil  injection  or  right  lung  showing 
the  area  most  often  involved  toy  atelectasis.  This  bron- 
chus is  the  first  to  be  reached  by  secretions  which  run 
down  along  the  floor  of  the  right  tracheobronchial 
tree.  Hence  the  frequency  of  atelectasis  at  this  side. 

lironchi,  and  produces  the  lobar  type  of  atelec- 
tasis. Patients  escape  without  any  postoperative 
pulmonary  complication,  if  the  secretions  are  so 
situated  in  the  major  bronchi  that  no  bronchial 
openings  are  plugged. 

Symptoms  associated  with  atelectasis  are  gov- 
erned by  certain  general  principles,  namely,  sud- 
denness in  onset  of  the  bronchial  plugging,  size 
of  the  plugged  bronchus,  alteration  in  the  intra- 
pleural pressure,  disturbance  in  the  position  of 
the  mediastinal  structures,  and  amount  and  virul- 
ence of  the  intrabronchial  infection.  In  the  ab- 
sence of  intrabronchial  infection,  an  extensive, 
slowly  developing  atelectasis  may  be  present  with 
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Fig.  6.  ludized  oil  injection  of  right  lower  lobe  to 

demonstrate  the  ease  with  which  intrabronchial  mate- 
rial can  spill  by  “internal  drainage”  to  new  areas.  The 
oil  is  beginning  to  spill  from  the  right  base  into  the 
upper  lobe,  following  a change  from  the  erect  to  the 
horizontal  position.  There  was  no  .cough  associated 
with  this  spilling.  It  was  dependent  entirely  on  the 
change  of  posture. 

no  essential  disturbance  of  the  patient.  Gradual 
changes  in  the  vital  capacity  and  intrapleural  pres- 
sures are  tolerated  very  well ; but  sudden  altera- 
tions are  accompanied  by  severe  symptoms.  With 
highly  virulent  aspirated  material  there  will  be 
generalized  toxemia  and  severe  symptoms  that 
are  out  of  all  proportion  to  the  extent  of  the 
atelectasis. 

Changes  elicited  on  physical  examination  are 
influenced  by  the  site  and  size  of  the  plugged 
bronchus,  the  amount  of  surrounding  normal  lung 
tissue,  and  the  extent  to  which  the  negativity  of 
the  intrapleural  pressure  is  increased.  It  is  this 
latter  factor  which  accounts  for  the  retraction  of 
the  heart,  trachea  and  mediastinal  structures  to- 
wards the  side  of  the  atelectasis.  If  the  pressures 
are  equalized  in  the  two  pleural  cavities  because 
of  equal  amounts  of  involvement  in  similar  por- 
tions of  each  lung,  this  mediastinal  shift  will  be 
lacking.  Likewise,  there  will  be  no  shift  if  the 
mediastinum  is  indurated  and  fixed  in  position 
as  a result  of  previous  inflammation. 

Intrabronchial  secretion  which  is  not  too  viscid 
spills  from  its  original  site,  following  changes  in 
the  posture  of  the  patient,  and  air  enters  the  pre- 
viously involved  areas.  This  alteration  in  the 
physical  findings  which  follows  postural  change 
is  quite  characteristic  of  atelectasis.  It  is  such 
spilling  that  accounts  not  only  for  the  migratory 
types  of  atelectasis  but  also  for  the  spontaneous 
recoveries  and  cures  subsequent  to  the  institution 
of  Sante’s  maneuvers  (fig.  5,  6).  The  patient’s 
symptoms  and  abnormal  chest  signs  may  disap- 


pear after  these  changes  of  posture  in  spite  of  the 
the  fact  that  the  secretion  is  not  expectorated,  but 
the  atelectasis  is  likely  to  recur  when  the  patient 
resumes  his  former  posture  and  the  secretion 
gravitates  to  its  original  site. 

With  this  understanding  of  the  danger  of  as- 
piration and  the  behavior  of  intrabronchial  se- 
cretions, the  prevention  and  treatment  of  post- 
operative pulmonary  atelectasis  should  become 
evident.  Measures  should  be  adopted  to  prevent 
the  formation  of  excessive  secretion  and  its 
dripping  into  the  trachea  and  bronchi ; to 
lessen  the  virulence  of  any  material  that  might 
be  aspirated ; and  to  remove  such  substances  from 
the  tracheobronchial  tree  before  postoperative 
pulmonary  complications  ensue. 

In  emergency  surgery  there  is  no  choice  as  to 
the  time  of  operation.  General  selective  surgery 
should  be  postponed,  if  the  patient  has  any  con- 
dition that  predisposes  to  excessive  secretion  and 
the  spread  of  infection  to  the  lungs.  Sinusitis, 
laryngitis  and  bronchitis  are  sufficient  indication 
for  this  delay. 

There  are  a few  additional  factors  to  consider 
when  deciding  upon  any  operation  for  patients 
with  pulmonary  conditions.  In  these  patients 
excess  secretion  is  usually  present  within  the 
bronchi.  Such  secretion  should  be  removed  by 
postural  drainage  and  bronchoscopy  before  the 
operation.  Bronchoscopy  is  required  after  opera- 
tion in  some  of  these  patients.  The  position  upon 
the  operating  table  depends  upon  tbe  site  of  the 
pulmonary  involvement ; the  posture  after  opera- 
tion should  be  with  the  unoperated  side  upper- 
most. Otherwise  exudate  will  spill  into  and  plug 
the  bronchi  of  the  good  lung,  start  infection,  and 
possibly  end  with  the  death  of  the  patient 

(fig-  7). 

To  lessen  the  amount  of  secretion,  atropine  in 
full  doses  is  especially  serviceable  if  given  before 
operation.  Nevertheless,  we  believe  that  atro- 
pine should  be  dispensed  sparingly  postoperative- 
ly,  as  it  tends  to  thicken  secretions  that  might 
have  drained  from  the  mouth  and  nasopharynx 
into  the  bronchi.  Here  saturated  solution  of 
potassium  iodide  is  of  help.  .Attention  should  be 
directed  to  the  importance  of  inducing  anesthesia 
slowly.  “Forcing  the  anesthetic”  often  causes  an 
increase  in  the  amount  of  secretion  within  the 
mouth,  and  the  gasping,  straining  inspiration 
leads  to  the  aspiration  of  this  secretion  into  the 
larynx  and  trachea,  even  before  the  operation  has 
commenced. 
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Fig-.  7.  Draiving  illustrating  the  danger  of  internal 
drainage,  if  faulty  posture  is  employed  during  or  fol- 
lowing an  operation.  With  the  diseased  right  side  up- 
permost, pus  will  spill  from  the  abscess  (A)  and  occ- 
lude not  only  the  right  main  bronchus  (R)  but  also  the 
left  (L).  No  air  can  enter  either  lung,  and  death  en- 
sues. With  lesser  amounts  of  spilling,  the  patient  may 
survive  but  a postoperative  pulmonary  complication  is 
very  likely  to  occur. 

The  use  of  ])roper  posture  on  the  operating 
table  and  after  the  jiatient  has  returned  to  the 
ward  cannot  lie  overemphasized  as  a preventive 
measure.  The  Trendelenburg  position,  with  the 
head  lowered  and  the  foot  of  the  bed  raised,  is  to 
he  recommended.  This  mechanically  prevents 
drainage  into  the  lungs.  Tremendous  amounts 
of  thick  viscid  secretion  collect  occasionally  within 
the  mouth  and  well  up  over  the  larynx,  even  in 
the  Trendelenliurg  position.  This  will  be  aspir- 
ated unless  the  suction  apparatus  is  used  vigilantly 
during  the  course  of  the  anesthesia.  Since  mouth 
secretions  collect  in  the  posterior  nasopharynx 
while  the  patient  is  in  the  Trendelenburg  position, 
suction  should  be  applied  to  this  area  before  he  is 
removed  from  the  operating  table.  Failure  to 
carry  out  these  details  is  to  invite  trouble.  The 
semi-F'owler,  or  half  sitting  position,  is  not  to  be 
used  until  the  patient  has  recovered  fully  from 
his  anesthesia. 

These  precautions  are  to  be  employed  without 
regard  to  the  type  of  anesthesia  used,  inasmuch 
as  aspiration  can  occur  after  the  use  of  local, 
spinal,  gas  or  ether  anesthesia,  or  even  in  the 
unanesthetized.  The  type  of  anesthesia  be.st 
suited  for  the  ]wevention  of  postoperative 
massive  collapse  of  the  lung  is  that  which  permits 
the  patient  to  awaken  immediately  upon,  or  short- 
ly after,  the  completion  of  the  operation.  So-called 
local  anesthetics  which  are  associated  with  maxi- 
mum doses  of  narcotics  and  hypnotics  do  not 
fall  into  the  ideal  class. 

Carbon  dioxide  inhalations  are  valuable  im- 
mediately following  the  operation.  They  increase 
the  rate  and  depth  of  re.spiration,  shorten  the 


period  of  recovery  from  inhalation  anesthesia  and 
gain  the  cooperation  of  the  patient  in  expectorat- 
ing aspirated  material. 

As  previously  discussed,  any  condition  that 
tends  to  diminish  lung  volume  should  be  avoided 
or  treated.  Tight  constricting  bandages  about 
the  chest  should  be  prohibited,  and  the  patient 
should  not  be  allowed  to  lie  for  prolonged  periods 
on  one  side  as  this  narrows  the  bronchi.  Disten- 
tion of  the  stomach  or  bowel,  which  is  sufficient  to 
elevate  the  diaphragm,  should  be  relieved. 

In  any  type  of  case  the  bronchoscope  should  be 
used  immediately  for  the  removal  of  secretion,  if 
there  is  difficult  breathing,  loud  wheezing,  sudden 
abnormal  changes  in  the  chest  signs  during  or  im- 
mediately following  operation.  In  trained  hands 
bronchoscopy  requires  but  one  to  two  minutes 
and  is  without  danger  or  marked  discomfort  to 
the  patient. 

Treatment  should  be  directed  along  the  same 
general  lines  as  outlined  for  prevention.  The  aim 
is  to  evacuate  intrabronchial  secretion,  reestablish 
air  flow  to  the  lung,  overcome  infection,  and  pre- 
vent complications.  The  essential  point  is  the 
early  recognition  of  the  postoperative  pulmonary 
complication  as  atelectasis  rather  than  pneumonia 
so  that  proper  treatment  may  be  instituted  with- 
out delay.  To  treat  such  cases  as  true  pneumonia 
may  rob  the  patient  of  his  chance  of  recovery. 

( figs.  8-11). 

CONCLUSIONS 

1.  Postoperative  massive  collapse  of  the  lung 
( pulmonary  atelectasis)  is  a shrunken  airless  con- 
dition of  the  lung  that  clinically  resembles  either 
bronchopneumonia  or  lobar  pneumonia.  It  is  not 
to  be  confused  with  the  type  of  collapse  seen  fol- 
lowing pneumothorax.  The  two  conditions  are 
entirely  distinct  entities. 

2.  Massive  collapse  of  the  lung  is  caused  by 
the  presence  of  excess  intrabronchial  secretion 
and  exudate.  In  general  surgical  conditions  this 
.secretion  is  aspirated  during  and  following  the 

0] )eration,  whereas,  in  patients  with  previous  pul- 
monary disease,  the  pus  is  present  within  the 
tracheobronchial  tree  before  any  type  of  surgery 
is  instituted. 

3.  Aspirated  material  may  cause  bronchial 

01) struction  and  atelectasis  by  acting  mechanically 
as  a foreign  body,  or  by  setting  up  an  infection 
of  the  bronchial  mucous  membrane  so  that  the 
resultant  edema  shuts  off  the  air  flow. 
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Fig.  8.  I’o.stoperative  massive  oollap.se  of  right  low- 
er lobe.  Roentgenogram  shows  an  increased  density 
of  the  right  lung  field,  elevation  of  the  right  half  of 
the  diaphragm  and  displacement  of  the  heart  to  the 
right.  The  patient  was  markedly  cyanotic  and  dys- 
pneic.  Fever  was  high;  pulse  and  respiratory  rates 
were  decidedly  increased;  cough  was  distressing:  and 
sputum  was  thick  and  tenacious.  The  physical  signs 
pointed  to  a consolidation  of  the  right  lower  lobe. 
Compare  with  figure  9. 

Fig.  9.  Roentgenogram  of  same  patient  as  shown  in 
figure  8.  Plate  was  made  several  hours  after  the 
bronchoscopic  treatment  (viscid  intrabronchial  mate- 
rial was  removed  at  the  time  of  bronchoscopy).  Note 
the  disappearance  of  the  abnormal  shadow  at  the  right 
base,  and  the  return  of  the  diaphragm  to  its  normal 
position.  The  heart  is  nearer  its  normal  position. 
Along  with  this  demonstrable  roentgenologic  improve- 
ment, there  was  a striking  improvement  in  both  the 
signs  and  symptoms. 


Fig'.  10.  Miis.sive  collapse  of  the  right  lung  (lobular 
type).  The  abnormal  finding's  were  posterior  on  the 
right  below  the  angle  of  the  scapula  and  close  to  the 
spine,  and  the  signs  and  symptoms  were  identical  with 
those  which  are  usually  interpreted  as  bronchopneu- 
monia. The  patient  was  treated  bronchoscopically. 
Thick  plugs  of  pus  'wiere  removed  from  the  minor 
Ijronchi  which,  led  to  the  posterior  and  vertebral  por- 
tions of  the  right  lower  lobe.  In  this  instance  it  wa.s 
possible  to  diagnose  accurately  the  site  of  the  plugs 
by  means  of  physical  examination. 

F'ig.  11.  Roentgenogram  of  same  patient  as  figure 
10.  (Plate  10  was  made  a few  minutes  before  broncho- 
scopic treatment;  plate  11  was  made  immediately  fol- 
lowing bronchoscopic  treatment).  Note  the  disap- 
pearance of  the  abnormal  shadow  at  the  right  base. 
There  was  a corresponding  improvement  in  the  signs 
and  symptoms. 


4.  The  movement  of  this  secretion  within  the 
lung,  with  changes  in  the  posture  of  the  patient, 
has  been  designated  as  “internal  drainage”  and 
accounts  for  the  site  of  the  atelectasis,  the  migra- 
tions, recurrences  and  response  to  treatment. 

5.  Postoperative  massive  collapse  of  the  lung 
may  "Tie  prevented  by  adopting  measures  to  lessen 
the  chances  of  aspiration,  plugging  of  bronchi, 
obstruction  of  the  air  flow  and  the  spread  of  in- 
fection within  the  lung. 

6.  To  obviate  the  onset  of  atelectasis,  patients 
with  pulmonary  abscesses,  bronchiectasis  and  pul- 
monary tuberculosis  should  have  bronchoscopy 
before  and  after  operation,  to  remove  the  excess 
secretion  and  exudate  and  to  prevent  spilling 
within  the  tracheobronchial  tree.  The  posture 


during  and  following  operation  should  he  such  as 
to  accomplish  the  same  end. 

7.  In  general  surgery  the  Trendelenburg,  head 
down  position,  is  recommended;  atropine  is  ad- 
ministered preoperatively  to  lessen  the  amount  of 
secretion ; month  and  nasopharyngeal  secretions 
are  removed  by  suction ; and  the  toilet  of  the 
mouth  is  such  that  the  undesirable  effect  of  aspira- 
tion will  he  lessened  decidedly. 

8.  Treatment  is  based  on  the  removal  of  col- 
lected intratracheal  or  intrabronchial  secretion. 
This  is  facilitated  by  the  administration  of  satur- 
ated solution  of  potassium  iodide,  and,  when  the 
patient  can  not  expectorate  the  material  by  cough 
and  postural  exercises,  the  bronchoscope  is  to  he 
used. 


-\farch,  V).U 


ATKLKCTASIS  and  lobar  PNKUMONIA ROSS 


93 


AT]-:U<:CTAS1S  OF  THE  LUNG  AND 
LOBAR  PNEUMONIA 

THI-:iR  IvTiOLOGIC  IDENTITY* 

A.  H.  Ross,  M.D.,  F.A.C.P. 

EUGENE,  ORE. 

■Atelectasis  signifies  collapse  of  the  lung  tissue 
and  may  he  coni])lete  or  massive,  lobar  and  lobu- 
lar. This  is  the  condition  usually  referred  to  in 
the  so-called  postoperative  or  ether  pneumonia. 
'I'he  latter  term  should  be  discarded.  Brown  and 
Dehenhami  in  a series  of  812  cases  found  it  to 
he  nearly  five  times  more  frequent  following 
spinal  than  inhalation  anesthesia,  in  spite  of  the 
fact  that  the  surgical  staffs  always  recommended 
inhalation  method  in  the  poorer  surgical  risks, 
especially  in  the  aged.  Their  explanation  is  that 
respiration  is  more  depressed  at  the  time  of 
operation  and  for  a longer  period  of  time  after- 
wards in  spinal  than  in  inhalation  anesthesia. 

'Phis  leads  us  to  a consideration  of  the  causes 
of  atelectasis.  As  in  many  problems  the  solution 
has  been  slow  but  fascinating  and  the  theories 
many.  Pasteur^,  while  not  the  first  to  note  the 
condition,  was  certainly  the  first  to  give  it  clinical 
importance.  He  reported  in  1890  its  occurrence 
in  postdiptheritic  paralysis  of  the  diaphragm,  and 
later  in  1911  held  that  reflex  inhibition  of  the 
diaphragm  was  the  only  explanation.  In  his 
London  Oration^  he  dramatically  concluded  by 
saying:  “Gentlemen,  if  you  come  to  think  about 
it,  abdominal  section  is  a hit  below  the  belt.  The 
patient  is  always  winded  by  it  more  or  less  and 
that  is  the  real  reason  why  abdominal  operations 
are  so  often  followed  by  lung  trouble.”  He  also 
first  called  attention  to  the  displacement  of  the 
heart  towards  the  affected  side. 

Elliott  and  Dingley^  probably  first  expressed 
the  opinion  that  atelectasis  was  due  to  obstruction 
of  the  bronchus  with  viscid  exudate.  They^ 
postulated  two  conditions  in  the  production  of 
collapse:  (1)  Inhibition  of  the  cough  reflex  by 
some  toxic  or  reflex  stimulus,  and  (2)  impair- 
ment of  respiratory  muscles,  either  immobiliza- 

•Read  before  the  Fifty-eighth  Annual  Meeting  of 
Oregon  State  Medical  Society,  Klamath  Falls,  Ore., 
Sept.  22-24,  1932. 
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tion  from  a defense  reaction  or  paralysis  from  a 
toxic  neuritis  which  permits  secretions  to  ac- 
cumulate and  block  the  bronchus  with  resulting 
atelectasis. 

A few  of  the  other  theories  held  as  cause  of 
collapse  follow : ( 1 ) Insult  to  the  vagal  supply 
producing  a reflex  action  on  the  bronchioles,® 
(2)  diaphragmatic  infection",  (3)  reflex  respira- 
tory muscle  paralysis®,  (4)  angioneurotic  edema®, 
(5)  reduction  in  vital  capacity^®  and  (6)  pos- 
ture^^. 

I shall  not  attempt  to  discuss  the  arguments  for 
or  against  but  it  has  become  an  accepted  idea  that 
spasm  or  other  vasomotor  disturbances  are 
neither  a primary  or  even  a secondary  factor  in 
the  production  of  collapse  of  the  lung.  All  recent 
workers  have  agreed  upon  one  prime  factor,  that 
of  bronchial  obstruction  being  the  cause  of  ate- 
lectasis of  the  lung. 

Band  and  HalF^  were  able  to  produce  experi- 
mental collapse  of  the  lung  when  the  following 
conditions  were  present : ( 1 ) Intrabronchial 

content  of  definite  viscosity,  (2)  limitation  of 
cough  reflex  and  (3)  limitation  of  respiratory 
movement. 

Coryllos  and  Birnbaum^®,  after  considering  the 
various  theories  especially  bronchomotor,  vaso- 
motor and  embolism,  conclude  that  there  is  no 
clinical  or  experimental  evidence  in  support  of 
any  of  these  theories,  and  state  that  bronchial 
obstruction  offers  the  only  explanation.  They^^ 
experimentally  produced  collapse  of  the  lung  in 
dogs  by  introducing  with  a bronchoscope  a rubber 
balloon  plug  into  the  bronchus.  These  balloons 
were  inflated  with  a bromide  solution  through  a 
rubber  tubing  so  that  the  pressure  could  be  regu- 
lated at  will,  also  so  that  the  point  of  obstruction 
could  be  noted.  By  means  of  fluoroscopic 


6.  Sante,  L.  R.,  Massive  Collapse  of  the  Lung,  Radi- 
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Obstruction,  Its  Relation  to  Atelectasis,  Bronchopneu- 
monia and  Lobar  Pneumonia.  Am.  J.  Roentgenol  22- 
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studies  the  appearance  and  disappearance  of  ate- 
lectasis could  he  regulated  at  will  hy  the  pressure 
of  the  olistructing  balloon  plugs. 

Lee  et  aL^  went  further  in  the  same  direction 
and  occluded  the  bronchial  tree  at  dififerent  points 
with  viscid  mucous  plugs,  removed  by  means  of 
a bronchoscope  from  a patient  suffering  from 
postoperative  atelectasis.  When  they  inserted 
the  mucous  plug  so  that  it  occluded  a lobule,  the 
atelectasis  was  lobular ; when  in  a main  bronchus 
it  was  massive.  In  addition  to  the  introduction 
of  the  mucous  plug  they  depressed  the  breath- 
ing by  the  use  of  amytal  and  immobilized  the 
chest  by  strapping  the  affected  side. 

Sante^®  reports  an  interesting  observation  of 
spontaneous  reinflation,  following  rolling  the 
patient  about  on  the  fluoroscopic  table.  The  ex- 
plantation is  that  the  plug  became  dislodged  by  the 
rolling  on  the  affected  side  and  the  lung  im- 
mediately began  to  aerate. 

The  bronchoscopist  has  done  more  than  any- 
one else  in  the  solving  of  the  causes  of  collapse 
of  the  lung  as  well  as  giving  relief  and  treatment. 

Hearn  and  Clerf^’^  of  the  Chevalier  Jackson 
Clinic  report  seven  successive  bronchoscopic 
aspirations  of  mucous  plugs  in  the  same  patient 
within  a period  of  twenty-three  days.  Each  time 
reinflation  of  the  lung  took  place  after  the 
aspiration. 

Hirschboeck^*  reports  a case  of  massive  ate- 
lectasis following  operation  for  gallstones,  in 
which  autopsy  disclosed  a bronchial  obstruction 
on  the  right  side  through  compression  l)y  an 
aneurysm  of  the  arch  of  the  aorta. 

KoroE^  reports  ten  cases  of  atelectasis  due  to 
compression  over  a bronchus.  Three  were  due 
to  aortic  aneurysm,  three  to  mediastinal  tumor, 
two  to  leukemia  and  two  to  Hodgkin’s  disease. 

Henderson  and  Haggard^®  many  }ears  ago 
called  attention  to  the  value  of  carbon  dioxide 
inhalations  in  the  prevention  of  pneumonia  fol- 
lowing carbon  monoxide  asphy.xia,  and  were  the 
])ioneers  in  advocating  the  use  of  carhon  dioxide 
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inhalations  as  a preventive  of  postoperative 
pneumonia. 

Scott  and  Cutter’s-^  statistics  were  so  con- 
vincing that  the  practice  of  carlion  dioxide  in- 
halations after  anesthesia  has  become  a routine 
procedure  in  nearly  every  standardized  hospital. 
He  reports  an  incidence  of  0.6  per  cent  in  a series 
of  2000  cases  operated  on  at  Lakeside  Hospital 
without  carbon  dioxide  inhalations  and  0.2  per 
cent  in  a series  of  1000  cases.  The  only  two  cases 
in  the  last  series  had  not  had  hyperventilation 
with  carbon  dioxide,  contrary  to  instructions. 

The  following  case  report  of  postoperative 
atelectasis  illustrates  many  of  the  points  outlined 
above  and  particular  attention  is  called  to  the 
preoperative  and  postoperative  medication,  to  the 
anesthesia,  the  sudden  onset  usually  within 
twenty-four  hours,  the  viscid  and  bloody  sputum 
and  finally  the  dramatic  relief  and  improvement 
following  carbon  dioxide  inhalations. 

.4.  C.  C.  1-1 5S.  ,\ge  39,  male.  Operated  on  Feb.  6, 
1932,  by  Dr.  G.  I.  Hurley  for  cholecystitis.  I’reopcra- 
tivc  physical  examination : The  lungs  showed  vesicular 
breathing,  no  dullness,  no  rales.  Preoperative  medica- 
tion ; Morphine  gr.  J/^,  sodium  amytal  grs.  3.  An- 
esthesia: Nitrous  oxide  and  oxygen  induction  and 

ether  H pound.  Operation  began  at  8:55,  closed  at 
10:15.  Condition  good  throughout  operation.  Highest 
pulse  rate  84,  highest  respiratory  rate  30,  Cholecystec- 
tomy and  appendectomy  performed. 

Three  and  one-third  gr.  doses  of  pantopon  were 
given  during  twenty- four  hours  following  operation. 
.-\.t  7 :30  a.  m.  Feb.  7,  (the  day  following  operation) 
temperature  was  101 0,  pulse  108.  respiration  24,  and  a 
great  deal  of  thick  mucus.  .\t  8 :00  p.  m.,  thirty-si.x 
hours  after  operation  I was  called  in  consultation  and 
found  temperature  1046.  pulse  139,  respiration  28; 
cyanosed,  dyspneic ; dullness  over  entire  right  side, 
absence  of  breath  sounds  and  no  rales  over  right  side. 
Diagnosis  of  postoperative  pneumonia  or  atelectasis 
was  made  and  5 per  cent  carbon  dioxide  with  oxygen 
ordered  every  30  minutes  for  three  to  five  minutes. 

Following  the  first  inhalation  of  carbon  dioxide  for 
four  minutes  the  nurse’s  notes  state  that  “considerable 
thick  pinkish  mucus  was  expectorated.’’  Carbon  dio.xide 
was  given  every  hour  for  four  minutes  and  the  notes 
repeatedly  maintained  that  after  inhalations  the  pa- 
tient coughed  up  thick  mucus,  pinkish  in  color, 
'remperature  on  the  8th,  sixty  hours  after  operation 
and  twenty-four  hours  after  beginning  carbon  dioxide 
inhalations,  had  dropped  from  1040  to  996,  and  relieved 
by  the  inhalations.  note  that  the  opposite  side  is 

slightly  hyperresonant.  On  the  9th  patient  still  ex- 
pectorated large  amounts  of  rusty  sputum  (fig.  1).  On 
tlie  10th  breath  sounds  reappeared  with  few  rales.  Re- 
covery prompt  and  uninterrupted. 

ETIOLOGY  OF  LOBAR  PNEU.MONIA 

Henderson  et  al-^  strongly  condemn  the  intern- 
ist because  of  his  lack  of  imder,standing  of  the 

21.  Scott,  W.  J.  M.  and  Cutter,  E.  C.,  Postoperative 
Ma.ssive  Atelectasis;  Effect  of  Hyperventilation  with 
Carbon  Dioxide.  J.  A .M.  A.,  96:1759-1763,  June,  1928. 
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Fig.  1.  Note  the  displacement  of  the  mediastinal 
contents  including  the  heart  to  the  affected  side,  the 
raised  diaphragm,  the  narrowing  of  the  intercostal 
spaces  and  the  atelectatic  lung  tissue  with  beginning 
reaeration. 


pathology  of  loliar  pneumonia.  He  calls  attention 
to  the  fact  that,  whereas  in  practically  every  in- 
fectious disease  the  mortality  has  been  marked- 
ly lowered,  still  the  mortality  of  lobar  pneumonia 
is  practically  the  same  as  it  was  fifty  years  ago. 

He  further  states  that  it  has  remained  for  the 
surgeon,  whose  chief  concern  is  the  drainage  of 
infected  cavities,  to  point  the  way  in  postopera- 
tive pneumonias.  He  attributes  our  lack  of  suc- 
cess in  the  management  of  treatment  of  lobar 
or  medical  pneumonias  to  failure  to  recognize 
that  here,  too,  there  is  an  atelectasis  and  an 
infected  closed  cavity  requiring  drainage.  In  the 
early  stages  the  mucous  plug  can  be  removed, 
either  with  the  bronchoscope  or  carbon  dioxide 
inhalations. 

In  a discussion  of  the  physiology  of  atelectasis, 
Henderson^^  states  that  there  is  normal  peristalsis 
of  the  bronchial  tree  even  to  the  air  sacs,  and  that 
carbon  dioxide  inhalations  stimulate  these  per- 
istaltic waves  and  effectively  expell  the  obstruct- 
ing plugs  of  mucus  by  the  resulting  deep  res- 
piratory and  persistaltic  movements.  This  rein- 
flates  the  airless  lung.  In  a group  of  126  cases  of 
lobar  pneumonia  so  treated,  only  nine  died. 


22.  Hendei'son,  Y.,  Haggard,  H.  W.  and  Coryllos, 
P.  N.  and  Birnbaum.  G.  L.,  Treatment  of  Pneumonia 
by  Inhalation  of  Carbon  Dioxide;  Belief  of  Atelectasis. 
Arch.  Int.  Med.  45:72-91,  Jan.,  1930. 

23.  Henderson.  Y..  Physiology  of  .Atelectasis.  J.  A. 
M.  A.,  93:96-98,  July  13,  1929. 


It  remained,  however,  for  Coryllos  and  Birn- 
hauni-^  to  demonstrate  quite  convincingly  the 
identity  of  postoperative  and  lobar  pneumonia. 
My  chief  object  in  this  paper  is  to  call  attention 
to  their  remarkable  investigations.  By  previously 
insufflating  the  selected  lobe  of  experimental 
dogs  with  cultures  of  pneumococci  and  by  using 
rubber  balloons,  they  were  able  to  produce  col- 
lapse  of  the  lung  and  closure  of  an  infected  area. 
Circulatory  changes  and  cellulitis  resulted.  Ex- 
perimentally this  could  be  drained  by  the  removal 
of  the  obstructing  plug  or  clinically  by  the  use  of 
the  bronchoscope  or  by  the  longer  more  usual 
method  of  autolysis  of  the  exudate  producing  the 
obstruction. 

'I'hey  used  for  the  first  time  serial  radiographic 
studies  and  showed  the  changes  in  the  lung  in 
the  jiroduction  of  atelectasis  and  the  subsequent 
evolution  of  the  pneumonic  process,  controlled  at 
will  by  the  removal  of  their  balloon  plugs.  Eor 
the  first  time  they  satisfactorily  explained  why 
it  is  that  lobar  pneumonia  should  or  could  select 
a single  lobe.  They  were  able  at  will  to  produce 
a massive  consolidation  of  a whole  lung  by  in- 
serting the  balloon  plug  into  a main  bronchus  or 
a lobar  pneumonia  by  inserting  the  balloon  in  the 
bronchus  supplying  the  lobe.  Then,  hy  inserting 
the  balloon  in  a smaller  bronchus,  they  were  able 
to  produce  lobular  pneumonia. 

Other  heretofore  inexplicable  features  of  lobar 
penumonia  are  by  this  theory  easily  understood. 
The  interval  between  onset  and  crisis  is  the  time 
recpiired  for  the  autolysis  of  the  occluding  exud- 
ate or  plug  and  the  spectacular  improvement  after 
crisis  is  only  such  as  we  would  expect  from  the 
opening  and  drainage  of  any  infected  cavity. 

By  using  intrajugular  injections  of  iodized 
oil  and  perfusing  the  living  lung  with  Ringer's 
solution  and  India  ink,  both  the  arteriolar  and 
the  capillary  circulations  were  studied.  Thev 
conclude  that  the  circulation  and  ventilation  of 
the  lungs  are  parallel  functions  and  that  in  the 
compressed  atelectatic  and  consolidated  lung  the 
circulation  is  progressively  impaired. 

This  impairment  is  due  to  and  regulated  by 
the  degree  of  collapse  of  the  alveoli  and  not  to 
caiiillary  thrombosis  or  capillary  compression  by 
alveolar  exudate  as  formerly  believed.  To  further 
quote  them:  “If  between  postoiierative  atelcc- 

2 :.  Vide  13  Supra. 

2,5.  (’oryllo.s.  I>.  N.  an<i  irirnbaum.  G.  D.,  The  Circu- 
lation in  the  Compres.sed.  Atelectatic  and  Pneumonic 
Lung-.  .Arch.  Surg  , 19:1346-1  124,  Dec.,  1929 
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tasis  and  postoperative  pneumonia  there  is  no 
di {Terence  except  in  degree,  between  postopera- 
tive and  medical  pneumonia,  the  dilTerence  is  still 
smaller.  In  i)ostoperative  pneumonia  we  find 
the  connecting  link  between  atelectasis  and 
medical  pneumonia,  and  the  experimental  study 
of  atelectasis  gives  the  key  to  the  pathogenesis  of 
postoperative  and  medical  pneumonia.” 

The  investigations  of  Van  Allen  and  Linds- 
kog^®  add  further  support  to  their  work.  In  a 
study  of  the  collateral  circulation  of  the  lung  they 
show  that  the  branches  of  the  bronchial  tree  in- 
tercommunicate at  the  periphery,  but  that  the  air- 
ways of  two  neighboring  lobes  do  not  so  com- 
municate. Also,  the  collateral  respiration  may  be 
excluded  by  closure  of  these  airways.  This,  of 
course,  would  be  the  result,  if  there  was  an  ob- 
structing plug  and  explains  why  the  involved 
area  in  lobar  pneumonia  is  so  often  one  or  more 
lobes.  Head^"  calls  attention  to  the  same  col- 
lateral circulation  and  that  it  may  be  shut  off 
along  the  margins  during  periods  of  shallow 
respiration. 

As  to  the  clinical  differences  between  post- 
operative and  lobar  pneumonia,  the  degree  of  the 
virulence  of  the  infecting  organism  will  explain 
the  variations.  In  the  postoperative  pneumonias 
the  everpresent  group  IV  is  practically  always 
found.  This  group  is  much  less  virulent  than  the 
other  types  and  ordinarily  postoperative  pneu- 
monic atelectasis  is  less  virulent.  Symmer^®  re- 
ports that  there  is  no  pathologic  difference  be- 
tween experimental  atelectasis  and  lobar  pneu- 
monia. 

Acceptance  of  this  theory  also  for  the  first 
time  satisfactorily  explains  the  similarity  of  phy- 
sical findings  in  collapse  of  the  lung  and  lobar 
pneumonia,  both  in  the  early  and  late  stages. 
Leopold^®  states  that  in  the  early  stages  of  col- 
lapse. when  presumably  it  is  complete,  the 
breath  sounds  are  suppressed  or  almost  inaudible, 
with  corresponding  reduction  or  absence  of  the 
transmission  of  voice  sounds  or  tactile  fremitus. 
Where  can  you  find  a more  classic  description  of 
the  physical  findings  in  an  early  case  of  lobar 

26.  Van  Allen.  C.  M.  and  Lindskog,  G.  E.,  Collateral 
Aspiration  in  Lung;  Role  in  Bronchial  Obstruction  to 
Prevent  Atelectasis  and  to  Restore  Patency.  Surg., 
Gynec.  & Obst.,  53:16-21,  July,  1931. 

27.  Head.  J.  R.,  The  Effect  of  Operation  upon  the 
Vital  Capacity.  Boston  M.  & S.  J.,  197:83-87,  July  21, 
1927. 

28.  Symmers,  D..  vide  13  supra.,  p.  421. 

29.  Leopold,  S.  S.,  Blumer’s  Bedside  Diagnosis.  W. 
B.  Saunders  & Co.,  Philadelphia,  1928,  p.  179-197. 


pneumonia?  In  the  later  stages  he  states  that 
there  is  pure  bronchial  breathing  indistinguishable 
from  that  heard  over  the  most  typical  lobar  pneu- 
monic consolidation. 

It  has  long  been  accepted  as  a fact  that  in  loba- 
pneumonia  the  affected  side  is  larger  than  the 
opposite  side  but  this  is  not  true.  Coryllos^® 
showed  that,  when  the  trachea  is  clamped  and 
both  lungs  removed  intact,  the  displacement  of  the 
pneumonic  lung  is  less  than  the  unaffected  lung. 
This  is  the  real  reason  why  the  mediastinal  con- 
tents and  the  heart  should  he  displaced  toward 
the  affected  side.  We  have  become  so  accustomed 
to  viewing  the  postmortem  consolidated  lung  on 
the  one  side  and  the  collapsed  lung  on  the  other, 
not  taking  into  consideration  the  negative  intra- 
pleural pressure,  that  we  have  come  to  believe 
that  the  consolidated  lung  is  actually  larger. 

The  above  statement  of  Leopold’s,  that  the  dis- 
placement of  the  mediastinal  contents  and  heart 
toward  the  effected  side  is  the  only  differential 
point  in  the  diagnosis  between  atelectasis  and 
lobar  pneumonia,  shows  acceptance  of  this  belief 
and  inadvertedly  proves  the  identity  of  the  two 
conditions  and  illustrates  how  we  blindly  and  un- 
thinkingly accept  error  from  generation  to  gen- 
eration. If,  then,  from  symptoms,  physical  find- 
ings, roentgenologic  findings  and  finally  from 
pathologic  examination  of  tissues,  we  can  find  no 
difference  between  massive  collapse  of  the  lung 
and  lobar  pneumonia,  are  we  not  justified  in 
concluding  that  there  exists  an  identical  etiology? 

CONCLUSIONS 

1.  Atelectasis  of  the  lung  is  due  to  obstruction 
of  the  air  passages  by  mucous  plug  and  the  loca- 
tion of  this  plug  determines  the  massive,  lobar 
or  lobular  distribution. 

2.  Experimentally  the  disease  can  be  pro- 
duced and  the  course  controlled  at  will  by  the 
insertion  and  removal  of  the  obstruction  and, 
when  this  obstruction  is  allowed  to  remain,  the 
condition  progresses  until  typical  lobar  pneu- 
monia is  present. 

3.  Acceptance  of  this  theory  for  the  first  time 
satisfactorily  explains  the  often  definitely  local- 
ized lobar  distribution,  the  sudden  onset,  the  early 
absence  of  breath  sounds  and  finally  the  spectacu- 
lar crisis  that  takes  place  when  the  mucous  plug 
is  autolyzed  and  ventilation  with  drainage  is  re- 
established. 

30.  Coryllos,  P.  N..  Bronchoscppic  Findings  in  Lobar 
Pneumonia;  preliminary  note.  Am.  J.  M.  Sc.j  178:8-16, 
July,  1929. 
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DIAGNOSIS  AND  TREA'l'MENT  OE 
LOBAR  PNEUMONIA 

A REVIEW  OF  RECENT  ADVANCES* 

Leon  G.  Woodford,  M.D. 

EVERETT,  WASH. 

Lobar  pneumonia  is  an  acute  infectious  disease 
caused  by  the  pneumococcus.  As  a clinical  entity 
it  may  be  caused  by  various  organisms,  as  the 
Friedlander  bacillus,  streptococcus,  staphylococ- 
cus. 

There  is  a history  of  acute  infections  preceding 
more  than  50  per  cent  of  the  cases.  Pneumonia 
following  influenza  is  more  rarely  lobar ; it  is 
often  caused  by  the  streptococcus  or  pneumococ- 
cus type  IV,  or  the  influenza  bacillus.  The  ex- 
citing cause  of  lobar  pneumonia  in  95  per  cent 
of  the  cases  is  the  pneumococcus. 

If  the  pneumonia  produces  the  soluble  sub- 
stance ( toxin)  in  amounts  more  than  enough  to 
neutralize  the  immune  bodies,  phagocytosis  is 
prevented,  infection  spreads,  the  pneumococcus 
invades  the  general  circulation  and  the  patient 
often  dies  with  a pneumonic  sepsis.  The  role  of 
acidosis  as  a cause  of  the  dyspnea  seems  estab- 
lished by  Lewis,  as  respiratory  symptoms  range 
beyond  the  degree  produced  by  lung  damage  only. 
Excessive  cough  may  produce  a severe  strain  on 
the  right  heart. 

Lundsgaard  says  that  cyanosis  occurs  chiefly 
from  insufficient  oxygenation  of  the  blood  pass- 
ing through  sound  lung  tissue.  Cyanosis  is  in- 
tense in  aliout  10  per  cent  of  cases,  and  the 
respiratory  causes  of  this  symptom  are  more  im- 
portant than  the  circulatory.  Early  cyanosis 
is  a grave  sign.  Peabody  has  shown  that  meth- 
emoglobin  is  produced  liy  the  toxin  of  the  pneu- 
mococcus, diminishing  the  oxygen  combining 
power  of  the  blood,  especially  in  cases  showing 
pneumococcic  bactermia. 

In  regard  to  the  blood  pressure,  Gibson’s^  rule 
states  that,  when  the  heart  rate  per  minute  be- 
comes more  than  the  systolic  blood  pressure  ex- 
pressed in  milimeters,  the  prognosis  is  had.  This 
is  not  always  true,  although  the  severe  cases  are 
more  apt  to  have  a low  pulse  pressure.  Contin- 
ued observation  of  the  heart  efficiency  is  nec- 
essary in  order  to  detect  myocardial  deficiency  or 
more  especially  the  onset  of  vasomotor  ])aresis 
or  collapse.  Newberg  and  Porter  have  .shown 

•Read  before  a meeting-  of  the  Tri-County  Medical 
Society,  Mount  Vernon.  Wash.,  June,  1932. 

1.  Tice,  Frederick,  Practice  of  Medicine,  Acute  Lo- 
bar Pneumonia,  1921. 


that  the  heart  power  in  pneumonia  is  e.ssentially 
normal,  becoming  adapted  to  the  gradually  in- 
creasing toxemia. 

'Phe  phy.sical  findings  on  inspection  are  valu- 
able. The  decreased  resonance  on  percussion 
varies  with  the  stage  of  engorgement  and  with 
the  stage  of  consolidation,  and  is  absent  in  cases 
of  central  pneumonia.  Ausculation  shows  early 
diminished  respiratory  sounds  and  lessened 
breath  sounds,  later  crepitant  rales  at  the  end  of 
inspiration  which  become  more  moist  in  the  stage 
of  resolution.  In  the  stage  of  re.solution  there 
is  an  increasing  percussion  resonance,  appearing 
some  days  after  the  crisis. 

The  leucocyte  count  is  15,000  to  35,0(30  in 
over  one-half  of  the  cases,  in  one-third  between 
20,000  and  30,000.  Mortality  is  high  if  the  count 
is  below  10,000,  or  above  60,000,  the  low  count 
indicating  slight  infection  or  very  low  resistance, 
the  very  high  count  indicating  high  virulence  of 
the  pneumococci  or  complications. 

Blood  cultures  are  of  prime  importance  for 
prognosis  and  serum  treatment.  Dochez  gives  a 
typical  report  of  448  cases,  with  136  positive 
blood  cultures  with  a mortality  of  55.8  per  cent ; 
and  312  negative  cultures  with  a mortality  of 
only  8.3  per  cent.  The  percentage  having  sep- 
ticemia is  higher  in  pneumonia  of  tvpes  II  and 
III. 

differential  diagnosis 

The  diagnosis  of  a typical  case  of  pneumonia 
is  seldom  difficult.  Cough,  tenacious,  rusty 
sputum,  tachypenea,  tachycardia,  herpes,  leucocy- 
tosis,  localized  signs  of  consolidation,  suppression 
of  urinary  chlorides  make  a sure  diagnosis. 
Pneumonia  sometimes  must  be  differentiated 
from'  acute  tuberculous  pneumonia,  in  which 
there  is  obtained  a history  of  childhood  exposure, 
gradual  onset,  and  a diagnosis  which  after  a time 
becomes  certain  with  the  repeated  examinations 
of  sputum  and  other  laboratory  findings.  Bron- 
chopneumonia is  more  frequent  in  the  younger 
ages,  and,  associated  with  other  diseases,  may  be 
insidious  in  its  onset,  limited  in  distribution, 
terminated  by  lysis ; it  may  show  distinctive  lab- 
oratory fndings  and  physical  signs. 

Pleuritic  effusions  at  the  onset  are  distin- 
guished by  displacement  of  the  heart  and  physical 
signs.  Interlobar  empyema  may  simulate  de- 
layed resolution  or  re.semble  a suspected  tuber- 
culosis with  continued  fever  and  leucoevtosis.  In- 
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farction  of  the  lung  may  occur  from  eml)olism 
wlien  there  is  an  endocarditis.  'I'umors  of  the 
pleura  or  lung,  cysts  or  passive  congestions  must 
occasionally  he  differentiated.  Acute  abdominal 
conditions  may  he  simulated  by  pneumonia. 

COM  PLICATIONS 

The  complication  that  occurs  most  often  is 
])leurisy.  Chest  pain  at  the  onset  in  90  per  cent 
of  occurrences  is  pleural.  Empyema  occurs  in  2 
to  3 per  cent  and  is  characterized  by  fever,  rapid 
pulse  and  respiration,  increasing  pallor,  sweating, 
chills,  undue  loss  of  weight  and  clubbing  of  the 
fingers.  Local  physical  signs  and  roentgeno- 
graphy or  paracentesis  may  disclose  it  sometimes 
encapsulated.  Early  recognition  of  empyema  is 
essential  for  efficient  and  adequate  treatment. 
.\bscess  is  infrequent,  1 per  cent,  and  gangrene 
occurs  in  .5  per  cent  of  cases.  Delayed  resolu- 
tion occurs  in  3 to  5 per  cent. 

Endocarditis^  occurs  clinically  in  .4  jier  cent  of 
cases,  anatomically  in  5.8  per  cent  of  ^lostmor- 
tems.  It  is  ulcerative  and  valvular,  and  involves 
most  often  the  aortic  and  pulmonary  valves,  pro- 
ducing meningeal  complications  in  over  5 per 
cent  of  its  occurrences.  Its  prognosis  is  grave. 

^lyocarditis  is  unusual,  as  permanent  damage 
to  the  myocardium  in  pneumonia  is  rare.  Vaso- 
motor collapse  occurs  most  often  from  a peri- 
pheral failure  of  that  portion  of  the  circulatory 
apparatus  rather  than  from  failing  heart  muscle. 
Its  symptoms  are  those  of  shock  and  are  due  to 
.septicemia. 

CLINICAL  varieties 

It  is  .sometimes  difficult  to  distinguish  between 
lobar  and  confluent  bronchopneumonia.  The  so- 
called  central  pneumonia  is  sometimes  more  peri- 
])heral  in  location,  especially  in  children,  than  the 
])hysical  .signs  indicate.  The  roentgenogram  is 
valuable  in  diagnosis,  often  with  slight  shadow 
near  the  pleural  surface. 

Senile  jineumonia  is  insidious,  often  with 
.severe  prostration,  delirium,  gastrointestinal 
.symptoms,  increased  re.s])iratory  pulse  ratio,  and 
has  a high  mortality.  Lobar  jineumonia  in  chil- 
dren is  rarer  below  the  age  of  three  years  than 
bronchopneumonia.  Lobar  jmeumonia  has  a 
mortality  below  the  age  of  three  of  20  to  30  per 
cent;  after  three,  only  2 to  10  per  cent.  In  chil- 
dren high  fever  is  usual  and  there  is  less  often  a 

2.  Cecil.  R.  L».,  Prevention  and  Treatment  of  Pneu- 
monia, New  York  State  J.  Med.,  30:210-214,  Feb.  15, 
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chill  at  the  onset,  often  with  indefinite  or  late 
physical  signs. 

Postoperative  pneumonia  and  atelectasis,  or 
massive  collapse  of  the  lung,  are  attributed  to 
jiaresis  or  paralysis  of  the  diaphragm  or  to 
blocking  of  a bronchus.  These  cases  are  of 
especial  interest  because  of  recent  advances  in 
the  use  of  carbon  dioxide  and  oxygen  immediately 
after  operation,  thus  greatly  reducing  the  oc- 
currence of  pneumonias  which  are  more  often 
bronchial  than  lobar.  During  and  after  operation 
avoid  chilling  the  patient,  and  after  operation  also 
see  that  his  jiosition  is  changed  frequently  from 
side  to  side,  also  encourage  efforts  at  deep  breath- 
ing or  occasional  coughing. 

GENERAL  TREATMENT 

Physicians  are  generally  agreed  on  the  funda- 
mentals ; fresh  air  and  a room  preferably  cool, 
sufficient  warmth  for  the  comfort  of  the  patient 
by  covering,  especially  protecting  the  chest  from 
cold.  Sputum  examinations  or  blood  cultures 
should  be  made  to  determine  the  organism.  We 
should  have  in  our  hospitals  practical  facilities 
and  methods  for  typing  pnenumococci  and  deter- 
mining especially  those  cases  which  are  in  groups 
I or  II. 

Cardiac  depressants  and  measures  which  lower 
blood  pressure  are  to  be  avoided.  Codeine. 
Dovers’  powder  and  morphine  in  minimal 
amounts  may  be  given  for  pain  and  restfulness, 
never  when  there  is  much  moisture  or  pulmon- 
ary edema,  .\bsolute  rest  is  secured  by  good 
nursing,  care  and  minimal  examinations  after 
diagnosis. 

In  regard  to  specific  serum  treatment  I (juote 
Cecih^. 

“In  ])neumonia  the  death  rate  in  patients  wdth 
])ositive  blood  cultures  is  much  higher  than  in 
those  with  sterile  blood  cultures.  In  a total  of 
107  patients  at  Bellevue,  the  mortality  was  78.3 
]>er  cent  where  the  blood  culture  was  positive,  as 
against  10  per  cent  where  it  remained  sterile. 

“It  may  be  stated  that  the  administration  of 
the  concentrated  serum  early  in  the  course  of  the 
disease  frequently  causes  a striking  drop  in  the 
temperature  and  a general  amelioration  of  the 
jiatient’s  .symptoms.  In  the  cases  of  type  I pneu- 
monia treated  within  two  days  after  onset,  this  is 
the  rule  rather  than  the  exception. 

3.  Cecil,  R.  L.,  Recent  .Advance  in  Diagnosis  and 
Treatment  of  Pneumonia,  Pennsylvania  M.  J.,  33:24L 
246.  Jan.,  1930. 
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“Altogether  441  patients  with  pneumococcic 
pneumonia  were  included  in  the  serum  treated 
group.  The  most  striking  results  were  obtained 
in  the  pneumococcus  t)pe  I series.  In  the  153 
treated  cases  the  death  rate  was  20.6  per  cent, 
while  the  control  series  of  147  cases  showed  a 
mortality  of  32.6  per  cent.  Among  the  pneu- 
mococcus type  II  cases,  the  results  were  not  quite 
so  striking,  hut  even  here  there  was  a decided 
difference  in  the  mortality  of  the  treated  and  un- 
treated cases;  41.5  per  cent  for  the  treated  series 
as  compared  to  54.5  per  cent  for  the  untreated 
cases.  In  the  pneumococcus  type  HI  cases,  serum 
did  not  have  any  beneficial  effect.  Indeed,  the 
death  rate  was  actually  higher  for  the  treated 
group  (40  per  cent  for  the  treated,  28.6  per  cent 
for  the  untreated).  This  apparent  anomaly  in 
the  type  III  mortality  rates  is  probably  due  to 
the  presence  of  an  unusual  number  of  chronically 
ill  patients  in  the  type  III  treated  series.  In  the 
miscellaneous  group  IV  cases,  serum  appears  to 
have  had  a beneficial  effect.  In  a large  group  of 
treated  cases  the  death  rate  was  28.2  per  cent  as 
compared  with  38.3  per  cent  for  the  untreated 
cases.  This  may  he  due,  however,  to  factors 
other  than  serum,  which  modify  the  death  rate 
of  lobar  pneumonia.  The  death  rate  for  the  en- 
tire series  of  441  treated  cases  was  30  per  cent, 
while  in  444  untreated  cases  there  was  a mortal- 
ity of  39.2  per  cent. 

“Treated  patients  admitted  after  the  first  three 
days  of  the  disease  show  a considerably  lower 
death  rate  than  untreated  patients  admitted  after 
the  first  three  days  of  the  disease,  type  III  ex- 
cepted. Our  statistics  show  that  the  death  rates 
for  treated  patients  admitted  during  the  first 
three  days  of  the  disease  are  distinctly  lower  than 
those  for  the  entire  untreated  series.  This  is 
most  marked  in  the  type  I group,  in  which  the 
death  rate  for  the  treated  patients  admitted  early 
is  approximately  one-third  of  that  of  the  entire 
group  of  untreated  type  I cases. 

“Rapid  methods  of  sputum  typing  are  now  be- 
ing worked  out,  notably  the  one  by  Sabine  at 
Harlem  Hospital,  which  will  give  an  accurate  re- 
port on  pneumococcus  type  within  three  hours 
after  the  sputum  is  sent  to  the  lal)oratory.  Until 
these  methods  are  in  general  u.se,  however,  we 
would  advise  a radical  policy  with  regard  to  .ser- 
um treatment  in  young  adults  in  the  twenties 
and  thirties,  and  a conservative  policy  in  patients 


over  forty.  In  young  patients,  about  two-thii'ds 
of  the  pneumonia  will  fall  into  the  type  I or 
type  II  group.  In  middle  aged  and  elderly  pa- 
tients, about  two-thirds  will  fall  into  the  type  III 
or  type  IV  group.  It  is  probably  better  practice 
to  withohold  serum  from  middle  aged  patients 
until  the  laboratory  bas  made  a report  on  the 
sputum.” 

In  most  cases  of  vasomotor  collapse,  septicemia 
is  present  as  shown  by  culture.  In  threatened 
collapse  it  is  helpful  to  elevate  the  foot  of  the 
bed,  to  apply  centripetal  massage  to  the  lower  ex- 
tremities, then  to  bandage  them  snugly  from  feet 
to  hips. 

For  stimulation  caffein  sodium  l)enzoate  3% 
grains  every  four  hours-  adrenalin  .5  cc.  every 
thirty  to  sixty  minutes  or  pituitrin  .5  to  1 cc. 
may  be  used.  For  nervous  symptoms  and  head- 
ache the  ice  bag  may  be  used  to  the  head,  seda- 
tives cautiously,  never  sufficient  to  produce  de- 
jiression  to  the  circulation  and  respiration,  and 
diathermy. 

Stewarf*  has  conservatively  shown  that  de- 
finite benefit  and  lowered  mortality  in  pneu- 
monia are  secured  by  early  adequate  treatment  by 
diathermy.  Thirteen  hundred  to  1500  milliam- 
pres,  applied  with  large  electrodes  covering  the 
chest  front  and  back,  are  used  three  to  four 
times  in  twenty-four  hours  by  a skilled  operator 
for  periods  of  30  to  45  minutes.  Diathermy  re- 
lieves pain,  produces  deeper  breathing,  restful 
sleep  and  sweating,  often  followed  by  a fall  in 
temperature.  Given  early,  it  promotes  tbe  con- 
tinuation of  the  stage  of  engorgement,  increasing 
the  l)lood  supply,  liquefaction  and  phagocytosis 
within  the  lung.  Alisorption  and  free  expectora- 
tion are  also  promoted.  Its  use  over  developing 
fluid  or  empyema  is  contraindicated  or  to  be 
u.sed  cautiously.  Its  use  over  late  septic  con- 
.solidations  does  not  seem  logical  nor  .safe. 

Clement  et  al.^  summarize  the  therapeutic  ac- 
tion of  diathermy  on  inflammatory  areas  as  bac- 
tericidal, al).sorbent,  dissolvant,  decongestant,  an- 
algesic and  nutrient.  Applied  very  early  in  lobar 
pneumonia  the  action  of  diathermy  maintains  the 
state  of  congestion,  prevents  the  morbid  process 
from  ])rogressing  to  the  stage  of  red  or  gray 
hepatization. 

4.  Stewart  H.  I'L.  Diatlicimy  with  Special  Reference 
to  Pneumonia,  192(!;  I'hysiotherapy.  Therapy  and  Clin- 
ical Application,  1925, 

5.  Clement,  G.,  I’hysiological  Action  of  Diathermy 
in  Lobar  Pneumonia,  Arch.  Physical  Therapy,  9:99- 
202,  May.  1928. 
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MacLachlan*'  reports  that  dextrose  treatment 
adequately  given  to  a controlled  series  of  patients 
produced  22  per  cent  lowered  mortality  in  those 
cases  having  a pneumococcic  septicemia,  as  shown 
by  culture.  Seventeen  cases  with  adequate  dex- 
trose showed  a death  rate  of  29.4  per  cent. 
Twelve  cases  with  inadequate  or  no  dextrose 
showed  ten  deaths  or  83.3  per  cent.  Glucose  was 
given  to  combat  sepsis  and  acidosis  in  large 
amounts  daily  in  solution  by  mouth  with  lemon 
juice,  up  to  400  grams  or  even  more.  When  in- 
dicated and  when  the  patient  was  unable  to  take 
a sufficient  amount  of  it  by  mouth,  glucose  was 
given  intravenously. 

Case  1.  youth  of  17,  who  previously  had  pneu- 
monia three  times,  developed  chills  after  slight  exposure 
and  signs  of  lower  left  lobe  pneumonia.  A roentgeno- 
gram, taken  on  immediate  admission  to  the  Everett 
General  Hospital,  showed  the  onset  of  a lobar  pneu- 
mcnia  in  the  lower  right  lung,  very  little  bronchopneu- 
monia of  the  lower  left  lobe.  Diathermy  was  given 
first  over  the  left  lung  and  then  frequently  over  the 
right  and  recovery  by  crisis  followed  the  immediate 
amelioration  of  symptoms  by  diathermy  treatments.  The 
patient  was  given  liquids,  orange  juice  and  glucose  by 
mouth  freeh'.  Digitalis  was  not  used.  Sputum  showed 
pneumococci. 

Case  2.  female  patient,  age  40,  developed  coma 
which  had  continued  three  days  following  alcoholism 
and  self-administered  barbituric  sedatives.  There  was 
marked  cyanosis,  rapid  respiration,  feeble  heart  sounds 
with  the  cardiac  apex  drawn  toward  an  atelectatic  right 
lung.  No  air  was  passing  through  the  right  bronchus, 
which  was  cvidcntlj'  obstructed  by  accumulated  secre- 
tions producing  a drowned  lung.  The  chart  records  in- 
dicated a l)cginning  pneumonia.  Vigorous  stimulation 
by  caffein  sedium  benzoate  resulted  in  slightly  aroused 
consciousness,  cough,  expectoration  of  blood  stained 
secretions,  entrances  of  air  restoring  breath  sounds  to 
the  right  lung,  general  improvement  and  eventual  re- 
covery after  death  had  seemed  imminent. 

This  case  indicates  the  danger  of  retained  se- 
cretions in  the  bronchi  and  of  too  much  sedatives 
in  lung  diseases. 

In  a review  of  seventeen  cases  during  1930,  at 
the  Everett  General  Hospital,  of  lobar  and  bron- 
chopneumonia, there  were  two  deaths.  Diathermy 
was  used  in  six  cases  and  apparently  when  used 
early  had  been  beneficial.  Lobar  pneumonia 
shows  a general  mortality  of  18  to  20  per  cent  in 
a very  large  series  of  cases,  and  the  death  rate 
varies  at  various  times  and  places  from  20  to  60 
per  cent. 

SUMMARY 

lymphasize  early  diagnosis  and  treatment  of 
jmeumonia,  helped  if  necessary  by  bedside  roent- 

6.  MacLachlan,  W.  W.  G.,  Kastlin,  G.  J.  and  Lynch, 
R.,  Use  of  Dextrose  in  Pneumonia,  Am.  J.  M.  Sc.,  179: 
93-104,  .Tan.,  1930. 


genography  at  the  onset  of  symptoms.  Prevent 
bowel  distension  m order  to  preserve  the  free  use 
of  the  diaphragm.  Provide  absolute  rest  in  a 
comfortable  position,  in  a well  aired  room  at 
about  60®,  or  for  aged  patients  slightly  warmer, 
without  draft. 

'I'he  low  caloric  diet,  one  which  combats  acido- 
sis and  contains  at  least  3000  cc.  of  liquids, 
should  be  given.  Four  hundred  grams  or 
more  of  carbohydrates  with  fruit  juices  may 
be  given  daily.  If  necessary  in  septic  cases,  10 
per  cent  glucose  intravenously,  .SOO  to  700  cc.  at 
twelve  hour  intervals,  is  beneficial,  .\cidosis  may 
also  be  combatted  by  citrocarbonates,  calcionates 
and  other  drugs  which  promote  elimination.  As 
the  chlorides  are  retained  in  pneumonia  until  af- 
ter the  crisis  occurs,  sodium  chloride  should  be 
included  in  the  diet. 

In  young  individuals  in  the  twenties  and  thir- 
ties, two-thirds  of  whom  fall  into  the  type  I or 

II  lobar  pneumonia  groups,  Felton’s  polyvalent 
concentrated  serum  would  appear  indicated,  or 
better,  if  typing  can  be  done,  type  I serum  in  type 
I cases  meets  with  approval.  Other  pneumococcic 
biologies  may  prove  acceptable.  One  should  be 
very . conservative  in  the  use  of  serum  with  pa- 
tients over  forty,  two-thirds  of  whom  have  type 

III  or  type  IV  pneumonia,  withholding  the  serum 
until  typing  makes  possible  the  indicated  serum 
treatment.  Use  serum  early  ljut  only  after  an 
ophthalmic  serum  sensitization  test. 

The  use  of  diathermy  early  in  pneumonia  ac- 
cording to  Stewart’s  method  appears  to  be  a life 
saving  aid  in  skilled  bands. 

Oxygen  should  be  used  early  in  order  to  be 
efficient,  as  soon  as  there  are  definite  symptoms 
of  cyanosis  or  anoxemia,  and  should  be  used  in 
10  to  15  per  cent  of  cases.  The  dependable  ad- 
ministration is  given  by  the  Barach’s  or  similar 
tent  method,  using  a 40  per  cent  concentration  of 
oxygen.  Five  per  cent  carbon-dioxide-oxygen  is 
also  advocated  and  used. 

The  use  of  digitalis  as  a routine  measure  in 
pneumonia  is  condemned.  It  may  be  reserved  for 
the  five  per  cent  of  cases  which  develop  definite 
heart  symptoms,  auricular  fibrilation  or  flutter. 
Adequate  digitalization  may  be  life  saving  in  a 
few  of  these,  many  of  whom  recover  without 
digitalis.  Withhold  the  use  of  alcohol  except  in 
alcoholics  and  the  aged.  Caffeine,  frequent  small 
doses  of  adrenalin,  pituitrin,  atropine,  and  stry- 
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chninc,  are  used  if  necessary  for  stimulation.  So- 
dium iodide  has  been  used  intravenously.  \o 
reliable  data  determining  its  therapeutic  value  in 
lobar  pneumonia  have  l)een  found  by  the  author. 

Ephedrine  oil  spray  to  keep  the  nasal  passages 
open  and  glycerine  with  lemon  juice  to  keep  tlie 
tongue  and  mouth  clean  are  important.  Eumi)ar 
puncture  may  l)e  used  in  tlie  delirium  which  oc- 
curs early  in  the  disease  with  hope  of  benefit. 

Remember  that  empyma  is  often  overlooked  and 
.sometimes  called  delayed  resolution.  Wdien  needle 
puncture  at  the  usual  site  gives  a dry  tap,  punc- 
ture in  the  midaxillary  line  at  the  point  where  the 
great  fissure  crosses  will  sometimes  locate  the  pus 
or  fluid.  Dullness  and  vocal  fremitus  are  most 
useful  signs  in  locating  fluid. 


THE  RETICULOENDOTHELIAL 
SYSTEM* 

FROM  THE  practitioner’s  VIEW  POINT 

O.  J.  West,  M.D. 

SEATTLE,  WASH. 

Portions  of  the  reticuloendothelial  system  have 
been  subjected  to  study  for  decades.  Ranvier^ 
first  gave  a histologic  descrijition  of  the  macro- 
phages in  the  mammalian  omentum,  designating 
them  as  clasmatocytes.  Metchnikoff^  described 
large  fixed  and  motile  cells  in  the  connective  tis- 
sue of  the  metazoa  which  were  important  fac- 
tors in  the  defense  reactions  of  the  organism, 
especially  in  inflammation.  iMarchand^  studied 
the  omental  cells  as  “adventitial  cells.”  Maxi- 
mow^  found  these  cells  to  be  a regular  constitu- 
ent of  the  ubiquitous  connective  tissue  and 
termed  them  “resting  wandering  cells.” 

With  the  advent  of  vital  staining,  knowledge 
increased.  It  was  found  that  cells  similar  to 
those  in  the  loose  connective  tissue  were  widely 
distributed  throughout  the  body  and  especially 
concentrated  in  liver,  lymphoid  tissue,  bone  mar- 
row and  spleen-  When,  to  the  process  of  vital 
staining,  tissue  culture  was  added  as  a means  of 
cytologic  study,  our  knowledge  of  these  cells  be- 
came more  exact.  To  these  newer  methods,  vital 

•Pathological  Department  Harborview  Hospital. 

•Read  before  a meeting  of  Harborview  Hospital 
Staff,  Seattle,  Wash.,  April  13,  1932. 

1.  Ranvier,  L.,  Des  Clasmatocytes.  Compt.  rend, 
acad.  de.s  sciences,  110:165,  1890. 

2.  Metschnikoff,  E.,  Lecons  sur  la  Pathologie  com- 
paree  de  I’inflammation.  Paris.  Masson,  1892. 

3.  Marchand,  P.,  Ueber  die  bei  Entzundungen  in  der 
Peritonealhohle  auftretenden  Zellformer.  Verhandl. 
d.  deutsch.  path.  Gesellsch.,  1 Tag.,  63,  1898. 

4.  Maximow',  A.,  Bxperimenteile  Untersuchungen 
ueber  ent'zuendliche  Neubildung  von  Bindegeiwebe. 

P^th.  Anat.  u.  z.  allg.  Path.,  Supplementheft 

o,  1902. 


staining  and  tissue  culture,  much  of  our  present 
conception  of  the  reticuloendothelial  system  is 
due. 

VITAL  staining 

By  means  of  vital  staining  it  is  possible:  (1)  to 
mark  the  location  and  distribution  of  the  reticulo- 
endothelial cells;  (2)  to  demonstrate  the  power 
of  rapid  multiplication  present  in  these  cells; 
and  (3)  to  differentiate  them  from  cells  of  like 
appearance  but  different  character. 

Marking  the  location  of  the  reticuloendothelial 
cells.  After  one  of  the  smaller  animals  has  been 
subjected  to  repeated  intravenous  injections  of 
a dye,  such  as  lithium  carmine,  it  is  found  that 
certain  cells  in  the  animal’s  body  uniformly  have 
retrieved  this  dye  from  the  blood  stream.  The 
process  is  not  one  of  cell  staining  in  the  usual 
sense  but  is  that  of  phagocytosis,  the  cells  having 
ingested  the  dye  which  appears  as  fine  granules 
in  their  protoplasm,  similar  to  phagocytosed  par- 
ticles of  coal  dust  or  other  finely  particulate  mat- 
ter. In  all  animals  the  location  of  these  phago- 
cytic cells  is  the  same,  so  that  by  this  means  it 
is  possible  to  mark  the  location  and  distribution 
of  this  type  of  cell.  Their  distribution  is  found 
to  be  quite  uniform.  In  spleen,  lione  marrow  and 
lymphoid  tissue  they  are  found  lining  the  sinus- 
oids and  are  also  distributed  in  the  parenchyma 
of  these  organs ; they  are  in  the  alveolar  wall  of 
the  lung,  line  the  sinusoids  of  the  liver,  are  num- 
erous in  the  omentum  and  sparsely  distributed  in 
the  connective  tissue  throughout  the  body.  These 
are  the  cells  of  the  reticuloendothelial  system. 

Rapid  Multiplication  of  reticuloendothelial 
cells.  Investigation  further  reveals  that,  when 
topical  injections  of  the  dye  are  made,  the  phago- 
cytic cells  at  the  site  of  the  injections  rapidly  mul- 
tiply to  meet  the  increased  demand  made  by  the 
repeated  injections  so  that  soon  they  are  present 
in  great  numbers  in  the  injected  area. 

jtifferentiating  rcticulocndothclium  from  like 
cells.  Following  vital  staining  it  may  be  seen 
that  some  cells  morphologically  similar  to  reti- 
culoendothelium  do  not  ingest  the  dye  (fig.  1), 
thus  indicating  qualities  distinct  from  that  ot 
of  reticuloendothelium.  This  is  especially  noted 
in  the  reticulum  of  the  hemopoietic  organs. 

In  this  manner,  by  the  process  of  vital  staining, 
it  is  possible,  therefore,  to  mark  the  distribution 
of  the  reticuloendothelial  system,  to  demonstrate 
the  power  of  rapid  multiplication  inherent  in  the 
cells,  and  to  differentiate  them  from  cells  which 
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are  similar  in  appearance  l>nt  different  in  kind. 
That  these  phagocytic  cells,  though  widely  dis- 
tributed throughout  the  body,  are  of  the  same 
character  is  verified  by  tissue  culture. 

TISSUE  culture 

It  is  possible  to  mount  growing  cells  in  such 
manner  that  their  proliferation  can  be  observea 
microscopically.  By  this  means  we  may  observe : 

( 1 ) that  the  phagocytic  cells  which  ingested  the 
dye  during  the  vital  staining  are  all  of  the  same 
character;  (2)  that  these  cells  are  completely  dis- 
tinct from  cells  of  the  tissue  and  lilood  cell**  sys- 
tems; and  (3)  that  they  normally  propagate  and 
perpetuate  themselves  as  immature  cells  with 
scant  tendency  to  mature  into  adult  cells  as  do 
the  cells  of  tissue  and  blood. 

Common  identity  of  the  mononuclear  phagocy- 
tic cell  (reticulocndothclium) . Whether  the  phago- 
cytic cell  originally  appeared  as  reticuloendothe- 
lium,  as  Kuppfer  or  alveolar  cells  or  as  clasma- 
tocytes  in  the  connective  tissue,  it  is  found  that 
their  conduct  when  grown  artifically  is  the  same. 
They  are  ameboid,  phagocytic,  and  when  they  pro- 
liferate, their  progeny  are  alike.  They  all  produce 
the  “defense”  type  of  cell,  macrophages,  giant 
cells,  epitheloid  cells  and  intermediate  forms. 

**‘‘B'lood  cells”  throughout  this  treatise  does  not  in- 
clude the  small  lymphocyte  and  large  mononuclear 
cells,  since  these  develop  into  fibroblasts  in  culture 
and  seem  more  properly  classed  with  tissue  than  blood 
cells. 


When  the  culture  (cells)  matures,  a portion  of  the 
cells  become  adult  fibroblasts  and  another  portion 
remains  in  a resting  stage  of  immaturity. 

Distinguishing  cultural  features  of  reticidoendo- 
thclium.  In  culture  it  becomes  quite  apparent 
that  reticuloendothelium  is  distinct  in  character 
from  tissue  and  blood  cells.  Tissue  cells,  when 
they  proliferate,  reproduce  themselves,  indicat- 
ing that  they  are  fully  mature,  adult  cells.  On 
the  other  hand,  reticuloendothelium  proliferates 
in  forms  quite  different  from  that  of  the  origin- 
al cell  and  may  produce  various  forms  under  dif- 
ferent cultural  influences,  which  reveals  that  such 
cells  are  immature  and  have  not  yet  exhausted  the 
diverse  cell  potencies  of  an  immature  cell.  The 
immature  cell  of  the  early  embryo  possesses  mul- 
tiple cell  potencies  (power  to  produce  different 
types  of  cells)  ; as  the  cell  matures,  its  potencies 
diminish  in  numlier  until  the  cell  finally  becomes 
fixed  as  a unipotential  adult  cell.  Therefore, 
the  multipotentiality  displayed  by  reticuloendo- 
thelium clearly  points  to  the  immature  nature  ol 
these  cells  and  sharply  segregates  them  from  the 
adult  cells  of  tissue  and  blood. 

Perpetual  immaturity  of  reticuloendothelial 
cells.  When  cultures  of  reticuloendothelium  age, 
it  is  found  that  not  all  the  cells  eventually  develop 
into  mature  cells.  A portion  of  them  go  into  a 
resting  stage  as  immature  cells  so  that  reticulo- 
endothelium preserves  a state  of  permanent  im- 
maturity ready  at  any  time  to  perform  functions 
impossible  for  a mature  cell. 

Space  does  not  permit  the  further  evidence, 
but  the  facts  presented  seem  clearly  to  indicate 
that  the  reticuloendothelium  is  a system  of  cells 
distinct  from  tissue  and  blood  cells ; that  they  are 
immature,  phagocytic,  rapidly  multiplying,  mul- 
tipotential cells,  capable  of  ])erpetuating  them- 
selves indefinitely. 

Goldman^  was  first  to  express  the  idea  that 
the  cells  in  the  loose  connective  tissue  were  a part 
of  a great  cell  system  distributed  throughout  the 
body.  This  impression  has  been  confirmed  and 
the  system  has  been  subjected  to  study  until  we 
now  can  outline  some  part,  at  least,  of  its  nature 
and  functions.  A brief  attempt  to  do  this  will  be 
made. 

THE  reticuloendothelial  system 

Considering  the  tissues  as  one  system  of  cells, 
the  blood  cells  as  a second  system  of  cells,  let  us 
visualize : 

5.  Goldman,  E.  E.,  Die  aeussere  and  innere  Sekre- 
tion  de.s  ge.sunden  iind  kranken  Organismus  im  Lichte 
der  v'italen  Farebung,  Beitr,  z.  klin.  Chir.,  Juebing.,  64: 
192-265,  1909. 
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1.  That  there  is  within  the  body  a system  of 
cells  which  is  distinct  from  tissue  or  blood  cells, 
a third  system  of  cells. 

2.  That  this  system  consists  of  cells  which 
are  perpetually  immature,  i.e.,  cells  which  do  nor 
develop  into  adult  cells  as  do  those  of  tissue  and 
blood,  but  remain  in  a somewhat  embryonic  state 
throughout  the  life  of  their  host. 

3.  That  their  embryonic  character  endows 
them  with  proi)erties  not  possessed  by  adult  cells. 

4.  These  properties  are  extraordinary  phago- 
cytic power,  rapid  multiplication,  multiple  cell 
potency  and  i:>erpetuity.  Although  these  proper- 
ties may  seem  almost  trivial,  nevertheless  they 
endow  the  cells  with  diverse  functions. 

Phagocytosis,  with  its  subsequent  “digestion” 
of  the  engulfed  substance,  leads  to  destruction  of 
bacteria  or  other  foreign  matter  in  the  tissues ; 


Fig.  2.  The  arrow  points  to  histiocytes  in  lung 
alveoli  disposing  of  hemoglobin.  Case,  Chronic  pas- 
sive hyperemia. 


also  to  metabolic  changes  of  which  the  conversion 
of  hemoglobin  into  bilirubin,  metabolism  of  fat 
and  formation  of  urea  are  recognized. 

Possibly  of  greater  importance,  immunity  botli 
local  and  systemic  has  been  found  experimentally 
to  be  due  to  these  cells.  Experiments  also  dem- 
onstrate that  they  are  concerned  in  anaphylaxis, 
allergy  and  antibody  formation,  all  of  which  could 
be  due  to  their  phagocytic  and  digestive  power. 

Rapid  multiplication  greatly  enhances  their  ei- 
ficiency.  If  one  of  these  cells  has  too  great  a 
task  placed  upon  it,  it  immediately  produces  an- 
other cell  to  share  the  work,  or  a dozen  or  a 
hundred  cells  if  need  arises  (fig.  2). 

Mnltipotcntiality  (ability  to  produce  more  than 
one  kind  of  cell)  enables  them  to  produce  the 


type  of  cell  best  suited  to  the  task  in  hand.  This 
multipotentiality  is  best  seen  in  cultures  of  these 
cells.  If  finely  particulate  matter  is  added  to 
such  a culture,  large  numbers  of  cells  with  abund- 
ant protoplasm  (macrophages)  appear  and  engulf 
this  material ; when  bulky  necrotic  material  is 
added,  large  multinucleated  giant  cells  are  de- 
veloped, better  to  effect  its  disposal.  If  tubercle 
bacilli  be  placed  in  the  culture  medium,  epitheliod 
cells  develop®,  cluster  around  the  bacilli  and  form 
tubercles  morphologically  similar  to  those  seen  in 
tuberculous  tissue  areas. 

Perpetuity  is  accomplished  in  a peculiar  and  in- 
teresting manner.  Under  normal  conditions  there 
are  relatively  few  of  these  cells  in  the  tissues,  but 
as  soon  as  an  injurious  agent  invades  the  tissue, 
these  cells  multiply  (sometimes  enormously)  and 
attack  the  invader.  When  the  conflict  is  ended, 
some  of  the  cells  die,  others  develop  into  fibro- 
blasts to  repair  damaged  tissue,  but  always  a re- 
quisite number  return  to  the  preconflict  resting 
stage  and  thus  await  another  demand  for  service. 

Someone  aptly  has  said  that  these  cells  “nevei 
age  and  never  die.” 

The  properties  enumerated,  extraordinary 
phagocytic  power,  rapid  multiplication,  multiple 
cell  potency,  and  perpetuity,  serve  admirably  to 
equip  these  cells  as  agents  of  defense,  and  that 
they  act  in  this  capacity  has  been  proven  both  by 
experiment  and  by  clinical  experience. 

The  amount  of  experimental  work  is  large, 
and  space  does  not  permit  that  the  work  of  in- 
dividual investigators  be  reviewed.  Let  it  suffice 
to  state  that  efforts  have  been  chiefly  directed  to 
major  possibilities,  such  as  immunity,  anaphy- 
laxis, allergy  and  the  like.  Quite  naturally,  when 
dealing  with  such  difficult  and  occult  subjects, 
progress  is  slow,  but  it  is  being  made.  In 
the  meantime,  while  awaiting  major  develop- 
ments, it  is  possible  to  make  clinical  use  of  facts 
elicited  by  this  experimental  work.  Illustrative 
is  the  work  of  Victor,  Vanburen  and  Smith'^ 
which  has  direct  bearing  on  the  use  of  dye  tests 
of  liver  function;  that  of  Goldzieher  and  Sher- 
man* on  urea  formation,  and  that  of  Gay,  Clark 
and  Linton®  on  local  resistance. 

6.  Maximow,  A.  A.,  Macrophages  or  Histiocytes. 
Special  Cytology,  1:472.  Paul  B.  Hoeber,  Inc.,  N.  Y. 
1928. 

7.  Victor,  J.,  Van  Buren,  J.  R.  and  Smith,  H.  P., 
Studies  on  Vital  Staining.  India  Ink  and  Brilliant 
Vital  Red.  J.  Exper.  Med.,  51:531-548,  April,  1930. 

8.  Goldzieher,  M .A.  and  Sherman,  I.,  Experimental 
Studic.s  on  Reticuloendothelial  System;  Influence  of 
India  Ink  on  the  Ratio  of  Urea  in  the  Blood.  Arch. 
Path.,  12.180-185,  August,  1931. 

9.  Gay,  P.  P.,  Clark,  Ada  R.  and  Linton,  R.  W.,  His- 
tiologic  Basi.s  for  Local  Resistance  and  Immunity  to 
Streptococcus.  Arch.  Path,  and  Lab.  Med.  1:857-886, 
June,  1926. 
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Recently  I saw  progress  checked  in  a recalci- 
trant ulcer  by  means  of  sterile  broth  injections. 
There  was  a slowly  progressive  ulceration  of  the 
skin  at  the  site  of  a crushing  injury  of  the  heel 
fifteen  years  before.  The  lesion  was  eight  centi- 
meters in  diameter  and  had  slowly  progressed  for 
three  months,  despite  the  use  of  antiseptics,  lunar 
caustic,  actual  cautery  and  light.  Having  read 
of  the  experimental  work  of  Gay  and  Morrison^®, 
which  clearly  showed  the  facility  with  which  de- 
fense cells  can  be  attracted  to  the  site  of  broth 
injections  and  local  immunity  be  produced  there- 
by, the  attending  surgeon  infiltrated  the  skin  sur- 
rounding the  lesion  with  sterile  broth.  Within 
three  days  peripheral  healing  was  apparent ; with- 
in eighteen  days  “the  area  is  reduced  60  per 
cent” ; within  twenty-five  days  “the  lesion  is 
practically  healed.” 

To  what  extent  the  defensive  powers  of  these 
cells  can  be  utilized  is  not  known.  Quite  readily 
can  a defensive  arm}-  be  mobilized  at  any  exposed 
area.  Will  the  time  arrive  when  we  can  cor- 
respondingly stimulate  defense  ceils  throughout 
the  entire  body  and  thus  combat  a systemic  infec- 
tion? Are  they  stimulated  when  we  produce  a 
“protein  reaction”?  Is  it  by  means  of  these  cells 
that  intravenous  injection  of  peptone  influences 
allergic  conditions? 

If  the  field  workers  of  our  profession  under- 
stand the  location  of  these  cells,  their  functions 
and  the  means  of  stimulating  or  depressing  these 
functions,  opportunities  to  apply  this  knowledge 
to  clinical  cases  will  appear  and  the  number  of 
investigators  will  be  so  increased  that  wider  and 
better  knowledge  needs  must  result. 

LOCATION  OF  THE  RETICULOENDOTHELIAL  CELLS 

Where  are  the  cells  of  this  “third”  system 
found  ? As  individual  cells  they  are  scatteringly 
disseminated  throughout  the  body  in  the  loose  and 
dense  connective  tissue,  where  they  have  been 
described  as  clasmotocytes,  adventitial  cells, 
macrophages,  pericytes,  resting  wandering  cells, 
mononuclear  phagocytes,  polyblasts,  histiocytes, 
etc.  In  this  location  their  number  is  not  large 
but  their  power  of  rapid  multiplication  renders 
them  potentially  a host. 

In  the  omentum  they  are  normally  in  larger 
number  than  in  the  connective  tissue.  They  are 
in  the  stroma  of  various  secretory  organs.  In  the 
lung  they  rest  in  the  alveolar  wall,  where  they 

10.  Gay,  F.  P.  and  Morrison,  L.  P.,  Clasmatocytes 
and  Re.sistance  to  Streptococcus  Infection.  J.  Infec. 
Dis.  33;.338-367,  Oct.,  19.23. 


have  been  designated  as  “cardiac  cells,”  “dust 
cells,”  “nucleated  alveolar  cells”,  etc. 

They  border  the  sinusoids  of  the  liver  as 
“Kupffer”  cells.  In  lymphoid  tissue,  spleen  and 
bone  marrow,  they  line  the  sinusoids  under  the 
name  of  “reticuloendothelium”  and  occupy  the 
reticulum  as  “reticular”  cells.  In  these  locations 
only  does  their  arrangement  simulate  that  of  an 
organized  structure,  and  even  here  they  readily 
detach  themselves  and  become  free  cells. 

Vital  staining  and  tissue  culture  disclose  that 
all  the  cells  enumerated,  in  their  various  sites, 
have  the  same  characteristics  and  animal  experi- 
ments offer  confirmation.  When  the  liver  with 
its  Ku])ffer  cells  is  removed,  the  amount  of  blood 
bilirubin  remains  unchanged,  but  the  number  of 
reticuloendothelial  and  reticular  cells  in  the  spleen 
are  increased.  When  both  liver  and  spleen  are 
removed,  there  is  still  no  change  in  blood  bilirubin, 
but  in  bone  marrow  and  lymphoid  tissue  reticulo- 
endothelial and  reticular  cells  have  proliferated, 
thus  indicating  their  common  identity  and  sys- 
temic relationship. 

In  addition  to  the  defense  cells  normally  pres- 
ent in  the  tissues,  large  numbers  may  arise  at  any 
point  to  which  small  lymphocytes  have  been  at- 
tracted. It  is  somewhat  surprising  to  learn  that 
blood  lymphocytes,  when  grown  in  culture,  pro- 
duce large  numbers  of  these  defense  cells.^^  It 
appears  definitely  proven  that  in  infection  some 
of  the  defense  cells  (others  than  polymorpholeu- 
cocytes)  are  supplied  by  the  reticuloendothelial 
cells  of  the  tissues  and  others  are  produced  by 
the  lymphocytes  which  accompany  the  granular 
leucocytes  from  the  blood  stream. 

LOCAL  IMMUNIZATION 

Because  of  the  possible  clinical  use,  it  should  be 
noted  that  various  substances  when  injected  into 
the  tissues  will  attract  defense  cells  to  the  treated 
area,  and  that  local  immunization  often  results. 
Personal  experience  deals  only  with  dyes,  whole 
blood,  hemoglobin,  nitrate  of  silver  solutions  and 
broth.  Of  these,  broth  has  seemed  best  adapted 
to  use  when  both  efficacy  and  innocuity  are  con- 
sidered. Our  own  clinical  observations  have  been 
confined  to  skin  lesions  and  are  at  present  too 
limited  in  number  to  be  of  value.  However,  ap- 
parent results  certainly  justify  further  observa- 
tions. 

Those  interested  in  further  study  of  these  de- 
fense cells  will  find  in  the  accompanying  chart 

11.  Maxim.ovv.  A.  A.,  Lymphocytes  and  Plasma 
Cells.  Special  Cytolog-y.  1:352.  Paul  B.  Hoeber,  Inc., 
N.  Y.,  1928. 
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Fig.  3.  EMC  (early  mesenchymal  cell),  different  markings  for  each  cell-potency;  arrows  point  the  distri- 
bution of  these  cells  for  the  purpose  of  hemopoiesis.  EMC  E dormant  blood  cell  potency;  EMC  II,  dormant 
myeloid  potency;  EMC  III,  dormant  lymphoid  potency;  ll,  liarge  lymphocyte;  si,  small  lymphocyte;  pi.  plasma 
cell;  hi,  histiocyte;  dhi,  defense  forms  of  histiocyte  (m.  macrophage;  g.  c.,  giant  cells,  e,  epitheliod  cell;  nhi 
necrosed  histiocyte),  developmental  stages  of  granula-  leucocyte  (gl);  hyeb,  (hemocytoblast).  mb  (megalo- 
hlast),  nb,  normoblast) ; developmental  stages  of  erythrocyte  (ere). 


(fig.  3)  an  outline  of  their  developmental  pro- 
cesses according  to  the  writer’s  present  conception 
of  the  subject.  It  is  an  outline  based  upon  the 
results  of  tissue  culture  and  vital  staining  as 
gleaned  from  current  literature  and  has  proven 
quite  satisfactory.  Though  it  contains  moot  ques- 
tions, it  will  answer  very  well  for  the  busy  prac- 
titioner and  myself  until  its  debatable  points  have 
reached  definite  conclusion. 

It  will  be  found  that  hemopoiesis  is  included  in 
the  chart.  This  is  unavoidable.  Each  source  of 
defense  cells  is,  or  was  at  one  time,  the  site  of 
hemopoiesis.  The  parent  of  the  defense  cell  is 
or  was  a hemopoietic  cell,  and  this  intimate  associ- 
ation necessitates  that  hemopoiesis  he  at  least 
scantily  represented  in  the  chart.  Also,  a name  is 
required  for  the  cells  of  the  system,  since  only  a 
portion  are  found  as  reticuloendothelinm.  From 
the  profuse  nomenclature  that  has  been  applied, 
histiocyte  was  chosen  because  under  this  appella- 


tion the  cell  is  slowly  being  incorporated  into  text- 
books and  current  medical  literature. 

Space  does  not  allow  a large-scale  outline. 
T'here,  where  feasible-  endeavor  is  made  to 
indicate  the  various  cell-potencies  of  a cell  by 
means  of  different  markings  given  its  segments 
and  also  by  close  or  wide  spaced  lines  to  indicate 
the  degree  of  activity  of  the  potency. 

By  means  of  this  chart,  we  attempt  visually  to 
portray:  (1)  the  potency  of  the  early  mesenchy- 
mal cell;  (2)  its  introduction  into  certain  sites 
where  successively  hemopoiesis  occurs;  (3)  the 
l)roduction  l)y  these  cells  of  blood  cells  and  histi- 
ocytes and  also  their  active  or  dormant  potencies 
at  each  of  these  locations;  (4)  the  development 
of  the  histiocyte  (third  system  cell)  from  the  emc 
cells;  (5)  the  histiocyte’s  polymorphic  changes; 
and  (6)  the  disposition  of  the  defense  cells  (histi- 
ocytes) after  a period  of  excessive  reproduction. 
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SUMMARY 

The  reticuloendothelial  system  constitutes  a 
third  system  of  cells  quite  distinct  from  tissue 
and  blood  cells.  They  are  sparsely  disseminated 
throughout  the  body  by  means  of  the  connective 
tissue  and  are  more  concentrated  in  liver,  bone 
marrow,  lymphoid  tissue  and  spleen. 

The  cells  of  the  system  have  the  unique  char- 
acteristic of  remaining  perpetually  immature. 

The  immature  state  endows  them  with  proper- 
ties admirably  adapted  to  defensive  tactics. 

By  means  of  finely  particulate  or  colloid  ma- 
terial they  can  be  mobilized  as  defensive  agents  at 
any  accessible  area.  Clinical  use  has  been  made 
of  this  fact. 

Though  concerned  in  general  immunity,  chemo- 
therapy (arsphenamin),  antibody  formation,  al- 
lergy and  like  conditions,  their  clinical  use  in 
this  field  awaits  farther  development. 


PRL'RlTL'vS  ANI 

MOBILIZATION  OF  TIIK  RICTICULOKNDOTHELIAL 
CELLS  AS  AID  TO  CURE* 

SouREN  H.  Tasiiian,  M.D. 

SEATTLE,  WASH. 

There  is  no  condition  which  baffles  the  proc- 
tologist more  than  anal  pruritus.  This  is  unques- 
tionably evidenced  by  the  innumerable  methods 
of  treatment.  Antipruritic  lotions,  ointments, 
bromides,  caustic  applications  and  hypnotics  give, 
in  most  cases,  only  temporary  relief.  Injecting  of 
.some  sclerosing  and  anesthetic  solution  to  relieve 
symptoms,  cutting  of  nerves  or  alcohol  injection, 
with  its  truoblesome,  oft  devastating  results, 
have  no  scientific  excuse  other  than  to  sever  the 
continuity  of  nerves  and  to  block  temporarily  the 
agonizing  sen.sations  of  an  unchanged  lesion. 
More  radical  measures,  such  as  infiltration  of 
alcohol,  undercutting  and  mutilating  surgery  un- 
der varied  names  of  modified  Ball’s^  operations, 
indicate  the  last  resort  in  a desperate  effort  to 
bring  relief  to  the  patient  from  his  intense  suff- 
ering. 

So  far,  the  attention  of  the  medical  jirofession 
has  been  centered  upon  the  local  .symptoms  and 
the  underlying  cause.  The  purpose  of  this 

‘TliesLs  .submitted  to  tbe  Faculty  of  Pro.ctolosy  of 
the  Graduate  School  of  Medicine  of  the  Univer.sity  of 
Pennsylvania  in  partial  fulfillment  of  the  re(iuire- 
ment.s  for  the  degiec  of  Master  of  Medical  Science 
(M.  So  (.Med.)  for  graduate  work  in  proctology.  Nov. 
US.  1932. 

♦Head  hcfc'ie  a meeting  of  Lewis  County  .Medical  So- 
ciety, Centralia,  Wa.sh.,  March,  1931. 

1.  Hall.  Sir  Charles,  The  Treatment  of  Inveterate 
Pruritus  Ani.  Brit.  Jf.  .1.  1:113-114,  Jan.  21,  1905. 


pa])cr,  in  contrast,  is  the  study  of  the  local  histo- 
logic defense  mechanism.  I aim  to  show  how  cer- 
tain cells  are  affected,  namely  histiocytes  (Asch- 
off), their  behavior  under  varied  conditions,  their 
mechanism  and  physiology,  and  the  possibility  of 
effecting  a cure  by  enhancing  the  combat  and  de- 
fense mechanisms  of  these  minute  structures, 
these  individual  cells,  which  are  ever  present  and 
ever  potent  servants  of  mankind. 

In  1929,  while  in  the  service  of  Dr.  Collier 
Martin,  at  the  Graduate  Hospital  of  the  Univers- 
ity of  Pennsylvania,  my  attention  was  called  by 
Dr.  Ifdward  C.  Davis  of  Philadelphia  to  the  bene- 
ficial effects  of  injecting  sterile  triple  distilled 
water.  Since  then,  I have  attempted  an  intens- 
ive study  of  pruritus  ani  at  Harhorview  Hospital. 
I have  been  fortunate  to  have  the  assistance  and 
guidance  of  Dr.  O.  J.  West,  pathologist  at  the 
hospital,  who  was  studying  and  experimenting 
with  a third  cell  system,  the  reticuloendothelial  or 
histiocytic  system. 

This  system  consists  of  relatively  immature 
embryonal  cells  which  are  found  distributed 
throughout  the  body  in  the  loose  connective  tissue 
in  the  liver,  spleen,  lymphoid  tissue,  bone  mar- 
row and  the  stroma  of  various  organs.  In  the 
skin  they  are  fairly  numerous  in  the  corium. 
When  the.se  cells  are  stimulated  or  irritated,  they 
increase  in  number  and  approach  with  their 
ameboid  motion,  engulf,  and  destroy  any  foreign 
matter  in  the  tissue.  Later,  they  repair  damaged 
structures.  'I'heir  study,  in  part,  goes  liack  well 
into  the  past. 

Metchnikoff^  first  discovered  peculiar,  large, 
fixed  and  motile  cells  in  the  connective  tissue  of 
the  metazoa,  which  in  inflammations  played  an 
important  role,  together  with  the  blood  leucocytes, 
in  the  defense  mechanism  of  the  organism.  These 
phagocytic  cells  of  the  connective  tissue  were 
named  by  him  “macrophages.” 

These  cells  act  first,  second  and  last  as  the 
main  defense  mechani.sm  against  foreign  invasion 
into  the  skin  or  against  a pathologic  lesion,  and  if 
given  a chance  to  mobilize  .sufficiently,  are  able 
to  repair.  In  other  words,  they  can  multiply  and 
invade  a foreign  camp,  destroy  the  enemy,  clean 
the  wreckage  of  the  battlefield,  and  then  repair 
the  damage  done  which  we  call  clinically  a cure. 

2.  Metchnikoff,  E.,  Lecons  sur  la  patholog'ic  com- 
l>aree  de  I’inflamniation.  Pari.s;  Ma.'-i.soii,  1892;  LTm- 
munite  dans  le.s  maladies  infectieuses.  Paris,  1901; 
Immunity  in  infective  diseases.  Cambridge:  Univer- 
sity Press,  1905. 
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Fig.  1 Ameboid,  wandering  cells,  as  seen  in  sections  of  tissues  stimulated  within  one  to  three  days  previ- 
ous. Resting,  wandering  cells,  as  seen  in  sections  of  tissues  after  a lapse  of  a week  or  more  after  repeated 
injections. 


Goldmann^  was  the  first  to  express  the  idea 
that  the  resting,  wandering  cells  of  the  loose  and 
dense  connective  tissue  belong  to  a great  cell 
group  distributed  all  over  the  body  in  various  or- 
gans. He  believed  that  these  resting,  wandering 
cells  appear  in  various  forms  and  play  an  im- 
portant role  in  the  general  metabolism  and  de- 
fense. 

The  reticuloendothelial  system  is  distinctly  dif- 
ferent from  the  tissue  cell  or  the  blood  cell  sys- 
tem, a third  system  by  itself.  These  cells  differ 
from  the  tissue  cell  or  the  blood  cell  in  that  (1) 
they  have  the  multipotentiality  of  immature  cells ; 
(2)  they  possess  an  extraordinary  phagocytic 
property;  (3)  they  multiply  rapidly ; and  (4)  they 
are  capable  of  perpetuation  in  their  immature 
state.  Their  pleomorphism  and  multiple  cell 
potency  have  caused  many  eminent  investigators 
to  call  these  same  cells  by  different  names  ac- 
cording to  the  locality,  function  and  characteris- 
tics. We  find  them  called  Kupffer  cells,  reticular 
cells,  connective  tissue  cells,  histiocytes,  defense 
cells,  alveolar  cells,  clasmatocytes  (Ranvier), 
macrophages  (Metchnikoff ),  wandering  cells, 
adventitial  cells  (Marchand),  meningocytes,  mo- 
nonuclear phagocytes,  plasma  cells  (Waldeyer), 
mastzellen  (Ehrlich),  pyrrol  cells  (Goldmann), 
polyblasts  ( Maximow  ) . 

In  the  connective  tissue  the  histiocytes  are 
found  irregularly  arranged  in  two  forms,  in  active 
ameboid  and  in  quiescent,  fixed  condition.  The 
first  are  the  round  wandering  cells,  described  by 

3.  Goldman,  E.  E.,  Die  auessere  und  innere  Sekre- 
tion  des  gesunden  und  kranken  Organisms  im  LIchte 
der  vitalin  Faerbung.  Beitr.  z.  klin.  Chlr.,  Tuebing, 
64:192-265,  1909. 


von  Recklinghausen^.  The  wandering  cells  have 
a diameter  of  10  to  15  microns,  with  an  excentric- 
ally  located,  kidney-shaped  nucleus,  with  an 
abundant  protoplasm  containing  numerous  gran- 
ular and  short  rod-shaped  chondriosomes.  When 
stained®,  there  is  a rosette-like  arrangement  of 
small  vacuoles  around  the  cytocentrum  ( fig.  1 ) . 

In  quiescent  or  fixed  condition  they  are  poly- 
morphous, spindle-shaped  or  irregularly  out- 
stretched cells  with  long  branched  processes.  The 
nucleus  is  smaller  and  darker  than  that  of  fibro- 
blasts, with  coarse  irregular  chromatin  particles. 
The  large  protoplasm  has  a granular  or  reticular 
structure. 

Maximow®,  in  a scholarly  article,  describes  the 
many  phases,  localities  and  functions  of  histio- 
cytes. With  their  embryonal  potentiality  and 
perpetuity,  they  comprise  the  greatest  factor  in 
the  defense  and  repair  mechanism  of  the  body. 

The  functions  of  histiocytes  are  (1)  phago- 
cytosis, (2)  ability  to  store  and  destroy  foreign 
substances,  (3)  ameboid  movement  which  mani- 
fests itself  as  a reaction  to  stimuli,  (4)  meta- 
bolism, (5)  defense  reaction  and  possible  anti- 
body production,  (6)  tissue  repair. 

Suffice  it  to  say,  no  lesion,  no  wound,  no  in- 
flammation, no  abrasion  can  be  cured  without 
their  assistance.  In  fact,  we  cannot  even  hope 
to  have  a tubercle  to  surround  and  destroy  an  in- 
vading tubercle  bacillus  without  their  presence. 

“When  the  stimuli  which  have  caused  the  mo- 

■1.  V.  Recklinghausen,  F.,  Ueber  Eiter-und-Bindege- 
webskorpcrchen.  Virchow’s  Archiv,  ,28:  157,  1893. 

5.  Maximow,  A.  A..  Text-Book  of  Histology,  p.  76, 
W.  B.  Saunders  Co.,  1931. 

6.  Maximow,  A.  A.,  Macrophages  or  Histiocytes, 
Special  Cytology,  1:472.  Paul  B.  Hoeber,  Inc.,  N.  Y. 
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bilization  of  the  histiocytes  and  their  transforma- 
tion into  polyblasts  disappear,  the  active  cells 
gradually  assume  a quiescent  character.  They 
flatten,  developing  nonmotile,  branched  processes, 
and  transform  into  resting,  wandering  cells,  that 
is,  into  fixed  histiocytes.  In  this  condition  they 
keep  their  inherent  capacity  for  amebaism  and 
phagocytosis,  and  whenever  a stimulus  arises, 
they  undergo  mobilization.”  ( Maximow ).’^ 

In  other  words,  histiocytes  actively  respond  to 
certain  stimuli,  multiply,  and  after  they  discharge 
their  function  according  to  the  need  (phagocyto- 
sis, tubercle  formation,  repair,  granulation,  etc.), 
they  return  to  their  former  immature  resting 
stage.  It  is  important  to  note  that,  if  the  stimu- 
lation does  not  exceed  a certain  degree  of  in- 
tensity, the  cells  may  remain  in  their  quiescent, 
fixed  condition. 

In  recent  years  investigators  are  placing  in- 
creased emphasis  on  the  importance  of  the  direct 
part  played  by  the  mesenchymal  tissues  in  re- 
sistance to  infectious  diseases.  Cellular  reactions 
of  inflammation  are  being  studied  in  an  attempt 
to  understand  their  significance  in  the  defense 
mechanism. 

Freedlander  and  Toomey*  reported  producing 
nonspecific  local  immunity  against  staphylococ- 
cus aureus  in  the  abdominal  wall  of  guinea  pigs 
by  the  application  of  wet  compresses  of  broth, 
mustard,  saline  solution,  meat,  peptone  and  10  per 
cent  horse  serum.  They  observed  an  increased 
number  of  clasmatocytes  in  the  subcutaneous  tis- 
sues. 

Pacheco®  innoculated  living  staphylococcus 
aureus  into  the  abdominal  wall  of  guinea  pigs, 
previously  given  local  injections  of  killed  staphy- 
lococci. He  noticed,  on  sectioning  the  skin,  lo- 
calization of  the  bacteria  in  large  masses,  sur- 
rounded by  a dense  layer  of  mesenchymal  cells. 

There  have  been  a number  of  experiments 
which  prove  conclusively  that  histiocytes,  if  suf- 
ficient in  number,  produce  an  active,  nonspecific 
local  immunity  against  infection;  that  they  have 
a much  greater  phagocytic  power  than  polymor- 
phonuclear leucocytes.  In  this  study  an  effort  is 
made  to  show  that  they  can  be  multiplied  and 
mobilized  to  an  area  with  a remarkable  precision 

7.  Maximow,  A.  A.,  vide  supra,  p.  433. 

8.  Freedlander,  S.  O.  and  Toomey,  J.  A.,  Role  of 
Clasmatocytes  and  Connective  Tissue  Cells  in  Non- 
specific Cutaneous  Immunity  to  Staphylococcus.  J. 
Exper.  Med.  47:663-675,  May  ,1928. 

9.  Pacheco,  G.  A.,  Local  Tissue  Immunity.  Arch. 
Path.  13:868-888,  June,  1932. 
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in  the  numbers  necessary  for  cure,  by  injecting 
nutrient  broth. 

Gay  and  Stone^®  have  repeatedly  produced  ac- 
quired active  immunity  against  streptococci  by 
injecting  broth  in  the  pleura  of  rabbits.  The  im- 
munized side  could  not  be  infected  with  strep- 
tococci. Gay  and  Morrison^^  first  showed  the 
facility  with  which  defense  cells  could  be  mobil- 
ized to  the  site  of  broth  injections. 

The  ability  of  histiocytes  to  store  colloidal 
dyes,  such  as  lithium  carmine,  pyrrhol  blue  and 
trypan  blue,  have  simplified  their  identification. 
With  the  same  dyes  we  can  so  engorge  and  load 
the  histiocytes  that  they  become  incapacitated  for 
further  phagocytosis.  This  loading  is  called 
blocking  of  the  histiocytes.  We  should  remember, 
in  selecting  a stimulant  in  our  injections,  not  to 
block  these  cells,  and  avoid  injecting  a sclerosing 
substance,  such  as  alcohol,  silver  nitrate  or  oil, 
all  of  which  produce  fibrous  tissue  and  inflam- 
matory induration,  thus  inhibiting  and  hindering 
the  entrance  of  these  cells  into  the  lesion.  In 
connection  with  this  Maximow^^  says : “There 
is  the  problem  of  the  so-called  blockade  of  the 
histiocytic  system.  It  has  been  shown  that, 
through  excessive  saturation  with  a certain  sub- 
stance, the  ability  of  the  histiocytes  to  absorb  an- 
other substance  or  to  perform  a certain  function 
may  be  impaired.” 

That  histiocytes  have  an  active  part  in  im- 
munity production  has  been  repeatedly  proved. 
Chickens  have  a natural  immunity  to  anthrax. 
Experimentally  it  has  been  shown  that,  by  inject- 
ing certain  dyes,  all  histiocytes  can  be  loaded 
(blocked),  and  that  soon  after,  if  exposed,  they 
succumb  easily  to  anthrax  infection. 

Maximow^®  speaks  of  the  ability  of  certain 
cells  to  store  colloidal  dyes.  This  ability  appears 
combined  with  their  tendency  to  become  mobil- 
ized, to  transform  themselves  into  free  ameboid 
cells,  giant  cells,  epithelioid  cells,  etc.,  and  to 
phagocytize. 

I realize  that  the  principle  of  the  local  im- 
munity question  concerning  ultimate  cure,  recur- 
rences, relapses,  etc.  cannot  at  present  be  justly 
appreciated.  However,  great  possibilities  in  de- 
velopment along  this  line  cannot  be  refuted. 

10.  Gay.  F.  P.  and  Stone,  R.  L.,  Experimental  Strep- 
tococcu.s  Empyema.  J.  Infect.  Dis.  26:265,  March,  1920. 

11.  Gay,  A.  P.  and  Morrison,  L.  F.,  Clasmatocytes 
and  Resistance  to  Streptococcus  Infection.  J.  Infect. 
Dis.  33:338-367,  Oct,  1923. 

12.  Maximow,  A.  A.,  vide  supra,  p.  474. 

13.  Maximow,  A.  A.,  vide  supra,  p.  472 
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Despite  differences  of  opinion  concerning  the  ac- 
tual mechanism  of  local  immunity,  we  must  ad- 
mit the  existence  of  a localized  condition  that 
gives  increased  resistance  to  microorganisms. 

I would  classify  the  causes  of  pruritus  ani  under 
four  headings  for  a practical  working  basis,  and 
then  try  to  demonstrate  where  the  nutrient  broth 
injection  is  indicated.  The  name  pruritus  is  not 
a diagnosis,  any  more  than  fever,  dyspepsia  or 
headache  are  diagnostic.  Neither  does  the  local 
dermatitis  suffice  to  preclude  the  management  of 
the  case. 

Causes:  (a)  Local,  (b)  constitutional,  (c)  re- 
flex, (d)  psychic. 

a.  Local  causes:  Any  chronic  anorectal  con- 
gestion and  discharge,  irritating  the  sensory  nerve 
endings.  In  fact,  all  anorectal  diseases  may  be 
put  under  this  heading,  such  as  hemorrhoids, 
cryptitis,  fissures,  ulcerations,  stricture,  cancer, 
prolapse,  foreign  bodies,  constipation  and  procti- 
tis, pinworms,  trichophyton,  and  some  other  skin 
lesions,  such  as  eczema,  etc. 

b.  Constitutional  causes  : ( 1 ) Gastrointestinal 
disturbances,  such  as  fermentation,  constipation, 
catarrhal  changes  and  peptic  ulcer.  (2)  Diabetes. 

(3)  Chronic  gallbladder  and  hepatic  disorders. 

(4)  Dietetic  indiscretions.  Excessive  uses  of  al- 
cohol, coff'ee  and  condiments.  (5)  Any  condition 
which  slows  the  portal  circulation. 

c.  Reflex  causes : Genitourinary  disease,  par- 
ticularly in  women. 

d.  Psychic  causes:  In  this  group  we  find  that 
intangible,  heartrending,  ever  perplexing  individ- 
ual who  has  pruritus  as  an  outlet  to  a nervous 
temperament,  the  dermatitis  being  due  to  scratch- 
ing and  secondary  infection. 

One  can  see  that  the  treatment  should  first  be 
directed  to  the  cause  of  the  underlying  path- 
ology’. The  majority  improve  because  they  have 
anorectal  pathology  which  is  amenable  to  treat- 
ment. Treatment  of  the  hemorrhoids  or  excision 
of  anal  ulcer  or  an  infected  crypt,  with  institution 
of  ample  drainage,  in  most  cases  brings  prompt 
relief. 

Infections.  In  my  experience  local  infections, 
whether  primary  or  secondary,  have  been  found 
to  be  the  cause  in  most  of  the  cases.  We  all  have 
seen  pruritus  associated  with  anal  ulcer  and  re- 
lieved when  the  ulcer  is  cured.  Nevertheless,  in 
some  the  pruritus  persists  and  changes  to  the  form 
of  chronic  productive  dermatitis,  often  showing 


bacteria  in  tbe  tissues.  Murray^^  considers 
“pruritus  ani  entirely  a skin  infection,  usually 
involving  streptococcus  fecalis  or  staphylococcus 
albus,”  but  the  concensus  of  opinion  is  that  it  is 
a secondary  invasion. 

We  might  mention  other  distant  foci  of  in- 
fections, such  as  carious  teeth,  infected  tonsils 
and  sinuses,  etc. 

Some  twenty  years  ago,  Wright^^  spoke  of  the 
loss  of  defense  mechanism  or  phylactic  power  of 
tissues  as  “regions  of  diminished  bacteriotrophic 
pressure,”  and  “nonbacteriotropbic  envelopes” ; 
in  other  words,  diminished  tissue  resistance  or 
or  diminution  or  loss  of  defensive  powers  at  the 
site  of  an  infection.  “The  bacteria  have  con- 
sumed the  antibacterial  power  of  the  surrounding 
medium,  and  consequently  made  the  environment 
unwholesome  for  leucocytes,  where  bacteria  can 
thrive  unhampered.” 

Cleminger^®  .speaks  of  the  lowered  resistance  in 
infections  from  a “lytic”  standpoint.  Quoting 
from  him:  “If,  however,  the  serum  loses  its  anti- 
tryptic  power,  as  happens  in  a lesion  by  the  libera- 
tion of  trypsin  from  the  dead  leucocytes,  the  in- 
vading organisms  will  grow  freely.” 

Cushing^"  says : “Meningocytes  tend  to  become 
deposited  in  clusters,  which  we  may  figuratively 
describe  as  moored  fleets  of  destroyers  ready  to 
cast  off  and  engage  any  objectionable  invader.” 
TREATMENT 

Pruritus  ani,  which  is  an  itch  around  the  anal 
orifice  extending  all  over  the  perineum,  is  not 
generally  considered  primarily  a di.sease.  It  is 
often  a local  manifestation  of  a pathology,  the 
cause  of  which  in  most  cases  can  be  determined. 
However,  when  the  skin  undergoes  certain 
changes  (“lichenification”) , we  have  to  handle 
it  as  a disease. 


Locally  we  find  an  obstinate,  chronic  derma- 
titis with  its  productive  changes.  It  usually  ex- 
tends into  the  anal  canal  and  the  radiating  folds 
are  often  elevated  and  edematous,  concealing 
minute  abrasions  and  fissures,  giving  an  excori- 
ated appearance  resembling  eczema.  This  chronic 
dermatitis  is  often  resistant  to  any  known  mode 
of  treatment,  and  persists  after  the  systemic  or 
local  cause  has  been  corrected. 


14.  Murray,  D H.,  Pruritus  Ani.  Etiology  and 
Treatment  J.  A.  M.  A.  71:1449,  Nov.,  2 1918. 

The  Defense  Mechanism  of  the 
Nelson  s Loose  Leaf  Medicine,  1:67,  1926 
TVT  Cleminger.  P.  J.,  Vaccine  Ther- 

apy.  Nelsons  Loose  Leaf  Medicine.  1:71-105  1926 
17.  Cushing.  Harvey,  Studies  in  Intracranial  Phy- 
siology  and  Surgery.  44.  Oxford  University  Press, 
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In  pruritus  ani,  at  the  stage  of  chronic  dermati- 
tis, I have  been  able  to  mobilize  histiocytes  and 
effect  in  every  case  a cure,  provided  the  causative 
factors  have  also  been  taken  care  of.  Three 
solutions,  so  far,  are  known  to  be  effective  stimuli 
in  calling  forth  in  great  numbers  these  defense 
cells.  They  are  (1)  sterile  broth  solution,  (2) 
hemoglobin,  (3)  triple  distilled  water. 

Whether  the  chronic  productive  obstinate 
dermatitis  is  due  to  bacteria  or  their  toxins,  or  to 
chemical  or  osmotic  changes,  or  to  lowered  re- 
sistance, “nutrient  broth”  seems  to  be  the  most 
innocuous  and  effective  mode  of  treatment.  It 
surely  attracts  the  histiocytes  in  the  greatest  num- 
bers compared  to  other  solutions.  Nutrient  broth: 
3 grams  meat  extract,  10  grams  peptone,  8 grams 
sodium  chloride  adjusted  to  pH  7.2. 

The  pruritic  area  is  cleaned  with  ether  and  al- 
cohol and  painted  with  iodine.  With  a hypo- 
dermic syringe  with  a fine  needle,  V/z  inches 
long,  the  solution  is  injected  from  the  periphery 
toward  the  orifice  of  the  anus,  fanwdse,  dividing 
the  circle  into  si.x  quadrants,  5 cc.  at  each  injec- 
tion, 30  cc.  in  all  at  one  sitting.  This  is  called 


Fig.  2.  Shows  points  of  injection  in  treatment  of 
inuritus  ani. 

barrage  or  ballooning.  Follow  this  with  subcu- 
taneous injections  of  1 cc.  each,  centrifugally  all 
around  the  anal  orifice,  about  one  inch  distant 
from  the  center,  until  all  the  wrinkles  are 
smoothed  out.  This  is  called  peppering  (fig.  2). 
This  has  to  be  repeated  every  three  days  for  four 
consecutive  treatments.  Then,  after  a lapse  of 
two  weeks,  the  .same  course  of  treatments  should 
be  repeated. 

KXPICRI MENTAL  STUDIES 
This  paper  is  based  on  e.xperimental  studies  of 
subcutaneous  injections  of  different  solutions  in- 


to the  abdominal  wall  of  guinea  pigs  and  rabbits. 
At  the  end  of  three  days,  the  animals  were  killed 
and  the  skin  sections  were  fixed  in  Zenker’s 
fluid  and  stained  with  hematoxylin-eosin. 

Five  minims  of  the  following  solutions  were 
injected:  Normal  salt,  triple  distilled  water,  blood 
serum,  whole  blood,  ethel  alcohol  35  per  cent, 
quinine  urea  hydrochloride  5 per  cent,  silver 
nitrate  25  per  cent,  nutrient  broth,  bacteriophage, 
5 per  cent  phenol  in  oil  (Gabriel’s  ampule),  gum 
acacia,  typhoid  vaccine,  staphylococcus  vaccine, 
streptococcus  vaccine,  benacol  (Yeomans),  1; 
3000  hydrochloric  acid  (Haines). 

The  cellular  infiltrations  were  studied  as  to 
numbers  and  kind,  that  is,  of  blood  origin,  poly- 
morphonuclears,  defense  histiocytes  or  macro- 
phages, and  lymphocytes. 

MOBILIZATION  OF  DEFENSE  CELLS  UNDER 
VARIOUS  STIMULANTS 


1. 

histiocytes  polys. 
'I'riplc  dist,  water  57  14 

lymphs 

29 

infiltration 

mild 

2. 

Normal  salt 

35 

50 

15 

moderate 

3. 

Nutrient  broth 

48 

35 

17 

moderate 

4. 

Blood  scrum 

55 

38 

7 

heavy 

5. 

A’hole  blood 

45 

30 

25 

mild 

6. 

5%  Q.  urea 

28 

44 

29 

heavy 

7. 

._25%  AgN03 

23 

58 

19 

dense 

8. 

5%  carbolic  in  oil 

42 

40 

18 

moderate 

9. 

30%  alcohol 

25 

22 

53 

moderate 

10. 

25%  AgN03  rabbit 

43 

46 

21 

moderate 

11. 

Nutrient  broth  rabbit, 

62 

27 

11 

dense 

12. 

Bacteriophage 

45 

30 

25 

moderate 

13. 

Typhoid  vaccine 

60 

35 

5 

moderate 

14. 

Staph.  & strep. 

48 

45 

7 

heavy 

15. 

stock  vaccine 
Benacol 

57 

20 

23 

moderate 

16. 

1 :30C0  HCl 

30 

58 

18 

heavy 

Clinical  applications:  Nutrient  broth  injections 
were  used  in  (1)  chronic  ulcer  of  the  heel,  (2) 
erysipelas,  (3)  one  anterior  anal  ulcer,  (4)  eight 
posterior  anal  ulcers,  (5)  one  gonorrheal  ulcer 
of  the  anus,  (6)  one  carbuncle  of  the  neck,  (7) 
eleven  cases  of  chronic  pruritus  ani,  (8)  one 
tuberculous  ulcer  of  the ’anus.  All  of  these  cases 
were  cured  in  remarkably  short  time.t 

Realizing  the  drawbacks  of  statistics  and  a re- 
port of  percentage  of  cures,  at  this  time  I would 
withhold  giving  a too  enthusiastic  report  of  clin- 
ical cures.  However,  all  cases  of  pruritus  ani 
treated  with  nutrient  broth  are  clinically  cured  at 
present.  One  of  my  controls  had  a very  bad  case 
of  pruritus  ani,  had  received  all  kinds  of  treat- 
ments and  injections  throughout  the  country,  and 
had  severe  dermatitis  with  subcutaneous  nodules, 
following  oil  injections.  We  gave  him  an  epi- 


4-Sin,ce  submis.<!ion  of  this  thesis,  I have  treated  two 
cases  of  strangulated  "infected”  hemorrhoids  with  in- 
jection of  nutrient  broth,  and  one  case  of  chronic 
idiopathic  ulcerative  colitis  with  nutrient  broth  and 
gelatin  retaining  enemas,  which  will  bo  reported 
later. 
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dural  injection  of  25  cc.  15  per  cent  alcohol, 
through  the  caudal  canal.  He  was  immediately 
free  of  any  itch,  with  good  control  of  the  sphinc- 
ters. For  three  months  he  was  under  observa- 
tion. While  he  was  free  of  discomfort,  the 
dermatitis  persisted.  I had  intended  injecting 
nutrient  broth  after  four  months  of  observation, 
but  he  left  for  the  East  before  we  had  a chance 
of  carrying  out  the  plan. 

CONCLUSIONS 

Local  immunity,  or  the  defense  mechanism  of 
the  skin,  has  been  demonstrated  by  experiments 
on  animals  and  clinically  verified.  The  histiocytic 
or  reticuloendothelial  system  has  been  shown  to 
be  by  far  the  most  important  and  superior  factor 
in  local  tissue  resistance  against  infection.  The 
absence  of  histiocytes  indicates  a lowered  tissue 
resistance  and  a fertile  soil  for  bacterial  intrusion 
and  growth.  Inflammatory  indurations  form 
barriers  to  the  entrance  of  these  cells  and  ob- 
struct their  assistance,  the  avenues  being  clogged 
with  dead  leucocytes  and  other  debris. 

A superior  nonspecific  active  immunity  can  be 
acquired  by  producing  a physiologic  inflammation 
by  nutrient  broth,  distilled  water  or  hemoglobin. 

The  dermatitis  of  pruritus  ani  is  probably  due 
to  prolonged  bacterial  invasion  or  their  toxins  into 
the  skin,  depleting  the  normal  powers  of  resist- 
ance of  the  skin.  By  injection  of  broth  histio- 
cytes invade,  and  through  their  superior  phago- 
cytic power  bring  about  a clinical  cure,  by  clean- 
ing the  area  of  all  infection  and  debris. 

COMMENT 

The  chemotactic  power  for  histiocytes,  which 
other  substances,  such  as  silver  nitrate  and  quin- 
ine urea  hydrochloride,  possess,  is  due  to  irrita- 
tion, but  silver  nitrate  has  the  disadvantage  of 
causing  tissue  destruction  and  fibrosis. 

Oil  attracts  histiocytes,  but  at  the  same  time 
causes  induration  and  formation  of  nodules  and 
stimulates  fibrosis.  The  beneficial  effect  of 
benacol  is  due  to  the  90  per  cent  sweet  almond  oil 
which  it  contains.  Dilute  hydrochloric  acid  at- 
tracts histiocytes  by  laking  blood  and  releasing 
hemoglobin. 

The  occasional  beneficial  effects  of  mutilating 
procedures,  undercutting  or  alcohol  slough,  are 
due  to  liberation  of  bacterial  and  cellular  accumu- 
lated toxins  and  calling  forth  of  antibacterial 
fresh  exudates,  fresh  leucocytes  and  histiocytes  to 
take  the  place  of  those  which  have  already  spent 
their  power. 


SPLENOMEGALY 

A CLINICAL  CONSIDERATION 

Leslie  L.  Nunn,  M.D. 

VANCOUVER,  WASH. 

Splenomegaly,  although  relatively  common,  is 
too  frequently  overlooked  because  so  little  is  really 
known  about  the  spleen,  and  symptoms  directly 
referable  to  the  organ  itself  seldom  occur.  It  is 
my  purpose  to  present  an  outline  of  the  different 
types  of  splenomegaly,  to  classify  them  according 
to  etiology,  to  discuss  briefly  the  surgical  proced' 
ures  and  the  historical  aspect  of  splenectomy,  and 
to  consider  the  differential  diagnosis  of  the  condi' 
tion. 

The  spleen  is  an  organ  that  has  long  been  shroud- 
ed in  mystery;  it  contains  no  epithetial  tissue  and 
no  ducts,  nor  is  it  intimately  connected  with  other 
organs.  The  circulation  is  a curious  one,  there 
being  no  definite  blood  channels  once  the  splenic 
artery  pierces  the  capsule  of  the  organ.  It  derives 
its  blood  supply  from  the  celiac  axis  by  way  of 
the  splenic  artery  which  may  or  may  not  divide 
before  it  enters  the  substance  of  the  spleen.  After 
entering  the  organ  the  artery  separates  into  smaller 
vessels  which  lose  their  middle  and  outer  coats,  so 
that  finally  the  endothelium  of  the  capillaries  is 
continuous  with  that  of  the  splenic  sinuses.  The 
blood  of  the  capillaries,  therefore,  passes  directly 
into  the  sinuses  themselves^.  The  splenic  vein  re- 
turning the  blood  from  the  spleen  joins  the  portal 
vein  and  carries  about  20  per  cent  of  the  volume 
of  the  portal  circulation. 

Anatomically  the  spleen  is  an  unpaired  organ, 
located  in  the  left  hypochondrium  opposite  the 
body  of  the  eleventh  dorsal  vertebra,  in  contact 
with  the  diaphragm,  stomach,  colon,  pancreas,  left 
kidney,  and  ninth,  tenth  and  eleventh  ribs  postero- 
laterally.  The  pedicle  contains  the  lienorenal  liga- 
ment, the  gastrosplenic  ligaments  (folds  of  periton- 
eum), splenic  vessels,  lymphatics  and  sympathetic 
fibres  from  the  celiac  plexus.  It  is  covered,  with 
the  exception  of  the  hilus,  by  a distinct  capsule. 
Its  weight  varies  from  150  to  200  grams. 

The  function  of  the  spleen  has  long  been  under 
controversy;  there  have  been  many  conjectures  and 
a few  definite  proofs  regarding  its  real  purpose 
but  one  of  the  most  widely  accepted  ideas  is  that 
of  the  destruction  of  “worn  out”  erythrocytes. 
Proof  offered  for  this  idea  is  the  fact  that  many 
large  mononuclear  cells,  resembling  the  endothelial 

1.  Mayo,  W.  J. : A Review  of  500  Splenectomies  with 

Special  Refrence  to  Mortality  and  Knd  Results.  Ann.  Sure. 
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leukocyte  of  the  spleen,  appear  in  lymph  glands 
if  substances  acting  on  erythrocytes  are  given  to 
animals  following  splenectomy,  which  phenomenon 
would  also  seem  to  point  toward  the  lymph  gland 
taking  on  the  duties  of  the  absent  spleen.  Further- 
more,  phagocytes  containing  disintegrated  erythro- 
cytes have  been  found  in  the  spleen. 

MacCarty2,  in  writing  of  hemolytic  jaundice, 
says:  “The  most  marked  feature,  namely  the  ex- 
cessive deposits  of  blood  pigment,  certainly  suggests 
destruction  of  erythrocytes  but  that  this  destruc- 
tion occurs  in  the  spleen  should  be  open  to  ques- 
tion ....  If  the  normal  function  of  the  spleen  is 
the  destruction  of  erythrocytes,  then  this  function 
is  increased;  if,  on  the  other  hand,  the  function  is 
merely  the  removal  of  erythrocytes  which  have 
been  destroyed  in  the  circulation,  then  a source 
for  destruction  must  be  sought  elsewhere.”  He 
further  promotes  the  thought^  that  there  is  not 
sufficient  evidence  in  those  cases  of  Band’s  disease 
to  lead  the  belief  that  the  spleen  is  actually  des- 
troying erythrocytes. 

Some  investigators  have  offered  the  theory  that 
the  splenic  circulation  has  to  do  with  the  removal 
of  toxins  in  the  liver  and  portal  blood  but  this 
has  not  been  definitely  proved.  The  iron  content 
of  the  spleen  rises,  following  hemolysis  and  destruc- 
tion of  erythrocytes,  and  iron  excretion  has  been 
found  to  be  increased  in  splenectomized  animals, 
which  facts  would  seem  to  establish  a relationship 
between  the  spleen  and  iron  metabolism.  Another 
theory  is  that  the  erythrocytes  are  disintegrated; 
hemoglobin  is  extracted  and  changed  to  bilirubin 
or  some  other  substance  not  yet  recognized;  this 
has  not  been  proved  nor  has  free  hemoglobin  been 
found  in  the  splenic  vein. 

Some  investigators  think  that  the  spleen  acts 
partially  as  a blood  forming  organ  especially  in 
early  life,  and  offer  proof  by  citing  cases  of  splen- 
ectomized  patients  who  do  not  recover  from  hemor- 
rhages as  rapidly  as  those  with  spleens.  The  spleen 
is  capable  of  contracting  or  expanding,  depending 
upon  the  emotional  state  of  the  organism  and  is 
affected  by  different  substances  introduced  into 
the  blood  stream.  Hargis^  proved  this  in  1926  by 
means  of  a celloidin  jacket  surrounding  the  dog's 
spleen  and  recorded  the  variations  in  volume  by 
means  of  a plethysmograph. 

2.  MacCarty,  W.  C. : Surgically  Removed  Spleens.  Cyto- 

logy and  Clinical  Significance.  Proc.  Staff  Meet.  Mayo 
Clin.  7:187-188  March  30.  1932. 

3.  MacCarty.  W.  C. : Removed  Spleens,  Cytology  and 

Clinical  Significance.  Proc.  Staff  Meet.,  Mayo  Clin.  7:127- 
130,  March2,  1932. 

4.  Hargis,  E.  H. : Collected  Papers  of  The  Mayo  Clinic 
and  The  Mayo  Foundation.  W.  B.  Saunders,  Philadelphia, 
1927. 


Barcroft,  in  1927,  showed  that  the  spleen  re- 
sponded to  emotional  excitement  by  contraction 
and  that  this  was  brought  about  by  nerve  impulses 
except  in  the  more  violent  emotional  states,  where 
the  effect  of  the  secretion  of  adrenalin  was  mani- 
fested. He  found  that  a dog’s  spleen  shrunk  75  per 
cent  after  the  dog  was  allowed  to  chase  a cat  for 
fifteen  seconds.  McNee^  states  that  in  his  opinion 
a contractility  is  perhaps  the  first  and  most  import- 
ant function  of  the  spleen.  Naegeli  and  Scanzoni^ 
showed  that  the  dog’s  spleen  became  much  reduced 
in  size  upon  exposing  the  animal  to  extremes  in 
temperature  and  after  bleeding. 

Corbeille  and  Baldes^,  in  1929,  found  that  stimu- 
lation of  the  acoustic  nerve  caused  marked  contrac- 
tion of  the  splenic  volume.  Field  has  recently 
observed  that  after  removal  of  the  spleen  the  in- 
fluences that  tend  to  raise  the  platelets  rapidly  in- 
crease, sometimes  in  excess  of  200,000  per  cubic 
millimeter  in  the  blood  of  animals  as  the  result  of 
unusual  excitement.  He  has  shown  that  this  phe- 
nomenon does  not  occur  when  the  spleen  is  remov- 
ed or  has  been  denervated  of  sympathetic  fibers. 
Thus  the  influences  of  emotion  are  probably  exert- 
ed on  the  spleen  through  sympathetic  enervation. 

Waterman^,  working  on  the  assumption  that  the 
spleen  has  to  do  with  the  human  economy  in  com- 
bating disease,  administered  splenic  extract  to  ani- 
mals and  found  that  they  did  not  develop  experi- 
mental cancers  as  readily  as  those  who  did  not  re- 
ceive the  extract,  Schliephake  and  Sincke*^,  fol- 
lowing the  same  line  of  thought,  administered 
splenic  extract  to  dogs  and  injected  trypan  blue 
intravenously.  They  found  that  there  was  a greater 
storage  of  the  dye  in  the  reticuloendothelial  systems 
of  the  dogs  receiving  the  extract  than  in  those  of 
control  animals.  Schliephake  and  Kronsohn^o^  after 
giving  splenic  extract  both  hypodermically  and  by 
mouth,  conclude  that  its  administration  retards  evac-- 
nation  of  the  stomach  and  decreases  gastric  acidi- 
ty, both  of  which  probably  occur  through  the 
action  of  the  sympathetic  nervous  system. 

5.  McNee,  J.  W. : The  Spleen  its  Functions,  Structure 
and  Disease.  Lancet  1:100,  May  9,  1931. 

6.  Naegeli,  T.  and  Scanzoni,  C.  Experimentelle  Unter- 
suchungen  der  Milzfunlction  and  Hand  der  Rontgendarstell- 
barkeit  der  Milz,  Deutsche  Ztscher.  f.  Chir.  228:397-404, 
1930. 

7.  Corbeille,  C.  and  Blades,  E.  .1.;  Changes  in  Volume 
of  Spleen  in  Response  to  Acoustic  Stimulation.  Am.  Phys. 
91:499-506,  of  Jan.,  1930. 

8.  Waterman,  N.,  Zur  Amalyse  der  Tumorrlsistenz : Frmeni- 
stridien.  Ztschr.  f.  Krebsforsch.  34:313-326,  1931. 

9.  Schliephake,  E.  and  Sincke,  G.,  Uber  die  Wirkung 
von  Milzextrakten  auf  das  reticulo-endotheliale  System, 
gezeigt  an  der  trypanblauspeicherung,  Klin.  Wohnschr.  10: 
346-348,  Feb.  21,  1931. 

10.  Schliphake  E.  and  Kronsohn  R.,  Ueher  dem  Ein- 
flussvon  Melztoffem  auf  die  Magensekretion.  Duetsch  Arch, 
f.  Klin.  Med.  170:38-50,  1931. 


March,  1933 


splenomegaly — NUNN 


113 


The  ancients,  recogni2,ing  the  spleen  as  a blood 
reservoir,  often  removed  this  organ  in  runners,  ap' 
parently  for  two  reasons:  first,  to  give  the  extra 
blood  to  the  runner’s  systemic  circulation  and,  seC' 
ond,  to  remove  excess  weight  from  the  runner. 
This  is  according  to  the  biographers  but  I dare 
say  most  of  the  Egyptians  and  Assyrians  of  that 
day  were  heavily  infested  with  kala-a^ar,  biUiarMa, 
chronic  malaria  and  what  not;  consequently  the  re' 
moval  of  a two  thousand  gram  spleen  would  natur- 
ally  hasten  the  speed.  Pliny  (about  60  A.D.)  in 
writing  of  the  spleen  said:  “This  hath  a property 
in  itself  to  hinder  a man’s  running;  whereupon 
professed  runners  in  the  race  that  be  troubled  with 
the  spleen  have  a desire  to  burn  and  waste  it  with 
a hot  iron.  And  no  marvel,  for  why?  They  say 
that  the  spleen  may  be  taken  out  of  the  body  and 
the  creature  live  nevertheless,  but  if  he  be  man  or 
woman  that  is  thus  cut  for  the  spleen,  he  or  she 
loses  their  laughter  by  this  means.  For  sure  it  is 
intemperate  laughers  have  always  great  spleens.” 
Brougher  in  recent  experimental  work  has  shown 
that  removal  of  the  spleen  in  dogs  was  followed 
by  a decrease  in  serum  calcium.  The  administra^ 
tion  of  desiccated  spleen  caused  a rise  in  serum 
calcium  to  almost  normal  level,  although  its  admin' 
istration  to  dogs  whose  parathyroids  had  been  re' 
moved  had  no  effect  upon  the  calcium  content  of 
the  blood  serum.  This  work  seems  to  prove  a defi' 
nite  cooperation  of  relationship  between  the  spleen 
and  the  parathyroids. 

The  following  simple  classification  of  splenome' 
galy  will  serve  as  a working  basis  to  aid  in  the 
differential  diagnosis  of  the  majority  of  cases: 
CLASSIEICATION  OE  SPLENOMEGALY 
(Modified  from  Pool  and  Stillman) 

I Acute. 

1.  Abscess.  2.  Acute  congestion  (severe  constitutional 
infections  etc.,  probably  more  common  in  children). 
3.  Typhoid  fever.  4.  Typhus  fever. 

II.  Chronic,  due  to  chronic  passive  congestion,  either  me' 
chanical  or  circulatory  failure. 

1.  Chronic  Cardiac  disease.  2.  Hepatic  cirrhosis.  3. 
Pyelothrombosis. 

III.  Enlargement  due  to  chronic  constitutional  infections. 
1.  Tuberculosis.  2.  Lues.  3.  Chronic  malaria.  4. 
Hodgkin’s  disease.  5.  Leprosy.  6.  Amyloid  degenera' 
tion.  7.  Rickets. 

IV.  Diseases  of  the  hematapoietic  system. 

1.  Band's  disease.  2.  Pernicious  anemia.  3.  Eryth' 
remia  and  polycythemia.  4.  von  Jaksch’s  anemia. 
5.  The  leukemias.  6.  Hemolytic  jaundice.  7.  Purpura 
hemorrhagica.  8.  Gaucher’s  disease. 

V.  Neoplasms. 

1.  Cysts'echinococcus,  dermoid,  cystic  degeneration. 

2.  Sarcoma.  3.  Angioma. 

This  classification,  of  course,  covers  only  the  com- 
moner conditions;  I have  not  included  those  rarer 


conditions  such  as  are  found  in  the  tropics  and 
in  the  Mediterranean  region. 

DIFFERENTIAL  DIAGNOSIS 

In  this  brief  outline  I have  included  only  those 
points  necessary  to  arrive  at  a comprehensive 
diagnosis  without  the  aid  of  skilled  laboratory 
workers  who  are  familiar  with  exhaustive  tests. 
I believe  the  following  resume  will  give  one  all 
the  necessary  data  to  identify  the  underlying  causes 
of  splenomegaly;  (1)  age,  (2)  onset  acute  or 
chronic,  (3)  duration  of  splenic  enlargement,  (4) 
family  history,  (5)  si^e  of  the  spleen,  (6)  history 
of  hemorrhage  or  purpura,  (7)  blood  picture,  im 
eluding  platelets  and  fragility  test,  (8)  is  the  liver 
enlarged?  (9)  occupation  and  geographical  factors. 

In  considering  age  as  a point  in  differential  di' 
agnosis,  children  with  splenomegaly,  or  at  least 
with  a definitely  palpable  spleen,  are  probably  of 
much  greater  incidence  than  are  adults,  due  to  the 
fact  that  they  are  more  susceptible  to  the  acute 
infections.  Also  they  are  more  prone  to  hemorr' 
hagic  purpura  and  von  Jaksch’s  anemia.  Diseases 
of  the  hematapoietic  system  in  general,  such  as 
pernicious  anemia,  hemolytic  jaundice,  the  leuke- 
mias and  Banti’s  disease,  occur  more  frequently  in 
the  young  adult  than  in  later  life,  whereas  hepatic 
cirrhosis,  malignancies  and  cardiac  decompensation 
are  found  in  patients  of  'advanced  years. 

The  onset  of  a splenomegaly  may  be  rather  ra' 
pid,  as  in  abscess  formation,  typhoid  fever,  pyelo' 
thrombosis,  hemolytic  jaundice  and  acute  conges' 
tion,  or  it  may  be  gradual,  as  in  cirrhosis  of  the 
liver,  leukemia,  Banti’s  disease,  circulatory  failure, 
tuberculosis,  chronic  malaria  and  amyloid  degenera' 
tion. 

Knowledge  of  the  duration  of  the  process  fre' 
quently  aids  us.  The  spleen  may  be  enlarged  for 
months  or  even  years  in  chronic  malaria,  lues,  an' 
gioma,  Hodgkin’s  and  Banti’s  diseases,  while  on 
the  other  hand  the  enlargement  may  be  of  very 
short  duration  before  the  patient  seeks  aid  as  in 
erythremia,  pyelothrombosis  and  the  acute  infect' 
ious  processes. 

Is  the  disease  familial?  Some  of  the  diseases 
mentioned  here  which  may  be  familial  are  the  pur' 
puras,  Gaucher’s  disease,  pernicious  anemia,  lues 
and  frequently  hemolytic  jaundice.  It  is  always 
well  in  going  over  a case  of  unexplained  spleno' 
megaly  to  inquire  into  this  point.  The  size  of  the 
spleen  is  of  minor  consequence  but  it  might  be 
stated  that  of  the  diseases  mentioned  here  the 
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spleen  attains  the  greatest  size  in  lues,  Banti’s  dis' 
ease,  the  leukemias  and  schistosomiasis. 

A history  of  hemorrhage  from  the  stomach,  es- 
pecially in  the  presence  of  an  enlarged  liver,  and 
enlarged  spleen  and  ascites,  would  immediately 
suggest  Banti’s  disease.  An  enlarged  spleen,  plus 
repeated  attacks  of  purpuric  eruption  or  petechial 
hemorrhages  in  skin  and  mucous  membranes  and 
joint  pains,  would  of  course  point  to  hemorrhagic 
purpura. 

The  blood  picture  in  diseases  of  the  hematopoie- 
tic system  is  probably  the  most  important  single 
factor  in  the  diagnosis.  Cases  of  true  erythremia 
frequently  present  as  many  as  10  million  or  12 
million  erythrocytes  with  a corresponding  rise  in 
hemoglobin.  Splenic  anemia  is  a chlorotic  type  of 
anemia;  the  average  erythrocyte  count  in  forty- 
one  cases  collected  by  Osier  was  3,425,00  with  a 
color  index  of  0.5.  Nucleated  red  cells  are  fre- 
quently seen  in  the  smears  and  there  is  usually  a 
leukopenia.  The  differential  count  is  not  charac- 
teristic and  the  same  is  true  of  Hodgkin’s  disease. 

Blood  pictures  of  the  leukemias  are  strikingly 
characteristic  except  in  those  so-called  aleukemic 
intervals  or  immediately  following  roentgen  treat- 
ments when  the  blood  pictures  may  be  normal. 
In  rare  cases  of  leukemia,  particularly  of  the  splen^ 
omyelogsnous  type,  the  leukocyte  count  may  reach 
500,000.  In  hemolytic  jaundice  and  purpura  there 
is  a marked  drop  in  platelets  and  corresponding 
increase  in  coagulation  time.  Likewise  one  finds 
in  hemolytic  jaundice  a marked  increase  in  the 


fragility  of  the  erythrocytes  and  rise  in  the  serum 
bilirubin.  Pernicious  anemia  is  characterized  by  a 
severe  anemia  with  distortion  of  the  erythrocytes, 
leukopenia,  high  color  index,  low  hemoglobin  and 
usually  the  coagulation  time  is  decreased.  Yater 
and  Mollariii  have  recently  reported  a case  of 
sickle-cell  anemia,  in  which  the  spleen  was  enlarged 
early  in  the  disease  but  at  autopsy  it  was  found  to 
be  extremely  atrophic. 

Regarding  geographic  distribution,  splenomegaly 
is  extremely  common  in  the  Mediterranean  area 
and  in  India  and  Persia,  where  parasitic  infesta- 
tions are  endemic.  At  one  large  hospital  in  Port 
Said  splenectomies  are  commoner  than  appendec- 
tomies. 

Liver  enlargement  is  of  importance  in  only  a 
limited  number  of  conditions.  Should  the  liver 
be  large,  lobulated  and  fairly  irregular  accompanied 
by  a slightly  enlarged  spleen,  lues  must  be  ruled 
out.  Banti’s  disease  is  notorious  for  an  associated 
hepatic  cirrhosis.  Both  liver  and  spleen  are  enlarg- 
ed in  chronic  malaria  and  von  Jaksch’s  anemia 
of  childhood.  Heart  failure  presents  the  tender 
pulsating  liver  of  passive  congestion. 

SPLENECTOMY  AND  ITS  INDICATIONS 

Disregarding  the  writings  of  the  ancients,  the 
first  splenectomy  officially  recorded  was  per- 
formed in  Italy  by  two  prominent  barber  surgeons 
in  1549.  The  operation  itself  is  one  attended  by 
very  little  danger,  considering  the  fact  that  w'e 
are  removing  what  is  to  all  intents  and  purposes 

11.  Yater,  W.  M.  and  Mollari,  M.,  Pathology  of  Sickle- 
cell Anemia.  J.  A.  M.  A.  96:1671*1675,  May  16,  1931. 
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a vital  organ  and  the  only  one  of  its  kind  in  the 
body.  However,  the  removal  of  the  spleen  has  no 
ill  effects  and  produces  no  known  change  in  body 
chemistry.  Surgery  of  this  organ  has  probably 
advanced  less  than  of  any  other  in  the  body. 

At  the  present  time  the  principal  indications 
for  splenectomy,  excluding  rupture  of  the  spleen, 
are  really  rather  limited.  It  is  the  only  satisfac- 
tory treatment  for  hemolytic  jaundice,  the  patients 
showing  remarkable  improvement  as  soon  as  twenty- 
four  hours  after  operation;  there  is  an  increase  in 
blood  platelets  and  the  fragility  decreases.  Rapid 
return  to  health  is  the  rule.  Splenectomy  is  of 
great  value  in  the  treatment  of  purpura  hemorr- 
hagicai2  and  more  than  one  hundred  cures  have 
been  reported.  Splenectomy  is  the  sheet  anchor  in 
the  treatment  of  Banti’s  disease,  especially  in  the 
thrombocytepenic  group  of  cases^s.  Muhlbradt^^ 
reports  excellent  results  from  splenectomy  in  four 
cases  of  Banti’s  disease  but  no  effect  in  three 
cases  of  pernicious  anemia.  MacCartyiS  states 
that  in  pernicious  anemia  and  leukemia  we  are  no 
doubt  dealing  with  a process  extrasplenic  in  ori- 
gin, the  changes  in  the  organ  being  secondary  in 
character,  which,  if  true,  would  account  for  the 
surgical  failures  in  these  conditions. 

RiversiG  and  Pembertoni'^  point  out  that  sple- 
nectomy offers  a much  better  chance  for  recovery 
in  splenic  anemia  in  those  early  cases  probably 
because  the  liver  has  not  yet  sustained  much  in- 
jury from  the  diseased  spleen  which  it  normally 
drains.  Pemberton’s  mortality  is  6.7  per  cent. 
Splenectomy  for  Gaucher’s  anemia  has  not  gen- 
erally been  considered  successful,  “but  it  is  ad- 
visable to  give  the  patients  with  Gaucher’s  disease 
the  benefit  of  splenectomy  in  the  hope  that  the 
condition  is  really  splenic  anemia.’’  (MacCartyi^). 
Brill  and  Mandlebaum^^  stress  the  point  that, 
since  the  process  is  a systemic  affair,  it  is  use- 
less to  remove  the  spleen  and  leave  the  bone  mar- 
row and  other  reticular  structures.  Pick20  believes 

12.  DaCosta,  J.  C.,  Modern  Surgery,  Tenth  Edition: 
1042-1043.  W.  B.  Saunders  Co.  Philadelphia,  1931. 

13.  Ibid. 

14.  Muhlbradt.,  Ergebnisse  der  Milzexsterpetion.  Deutsch 
Ztschr.  f.  Chir.  228:365-396,  1930. 

15.  MacCarty,  W.  C. : Surgically  Removed  Spleen.  Cyto- 
logy and  Clinical  Significance.  Proc.  Staff  Meet.,  Mayo 
Clinic.  7:229-230,  April  20,  1932. 

16.  Rivers,  A.  B.:  Significance  of  Hematemesis.  Texas 

State  Med.  26:492-499,  Nov.,  1930. 

17.  Pemberton,  J.  dej..  Results  of  Splenectomy  in  Splenic 
Anemia,  and  Hemorrhagica  purpura.  Hemolytic  Jaundice, 
Ann.  Surg.  94:755-765,  Oct.,  1931. 
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Clinic.  7:158-159,  March  16,  1932. 

19.  Brill,  N.  E.  and  Mandlebaum,  F.  S.,  Gaucher’s 
Disease.  Tice’s  Practice  of  Medicine.  8:305-336. 

20.  Quoted  by  DaCosta,  J.  C.  Modern  Surgery,  Tenth 
Edition,  vide  supra. 


that  the  Gaucher  cell  does  not  originate  in  the 
spleen.  However,  Bonta^i  reports  four  cases  of 
Gaucher’s  disease,  in  which  splenectomy  was  per- 
formed and  three  of  the  four  patients  have  en- 
joyed good  health  for  periods  ranging  from  seven 
months  to  ten  years.  The  fourth  died  two  years 
after  operation  following  a cerebral  hemorrhage. 

Splenectomy  is  frequently  performed  in  cases 
of  chronic  leukemia  after  a series  of  radium  ap- 
plications over  the  spleen  has  been  given.  The 
spleen  is  rarely  removed  in  cases  of  Hodgkin’s 
disease  and  this  is  only  when  the  extreme  size  of 
the  organ  makes  it  necessary.  Some  writers  ad- 
vocate removal  of  the  spleen  in  cases  of  chronic 
malaria  and  Johnston  reports  fifty  recoveries  in 
eight  years  but  it  would  seem,  since  the  parasite 
also  lurks  in  the  liver,  that  splenectomy  is  only 
one  factor  in  the  cure  of  disease.  Proctor22  and 
several  others  have  reported  splenectomy  with 
good  results  in  cases  of  thrombocytopenic  purpura. 

W.  J.  Mayors,  in  1928,  reported  500  splenec- 
tomies over  a period  of  twenty-two  years  at  The 
Mayo  Clinic  with  a hospital  mortality  of  10  per 
cent.  He  states  that  the  principal  indications  are 
the  chronic  leukemias,  Banti’s  disease,  hemolytic 
jaundice,  purpura  hemorrhagica,  selected  cases  of 
tuberculosis  of  the  spleen,  Gauchers  disease  and 
occasionally  cirrhosis  of  the  liver,  the  latter  be- 
cause such  gratifying  results  have  followed  Ban- 
ti’s disease  associated  with  cirrhosis  and  ascites. 
Kennedy24  reported  seventeen  splenectomies  in 
children  for  hemolytic  jaundice  with  no  deaths; 
it  is  interesting  to  note  that  the  fragility  of  the 
erythrocytes  did  not  return  to  normal  in  these 
cases.  He  also  reports  ten  splenectomies  in  child- 
ren for  hemorrhagic  purpura  with  no  deaths  but 
of  this  group  two  patients  died  some  weeks  later 
of  hemorrhage  following  tonsillectomy. 

The  operation  itself  is  comparatively  simple, 
provided  there  are  not  too  many  dense  adhesions 
(a  thing  which  so  frequently  occurs  following 
radiation).  Most  operators  prefer  an  incision  be- 
low the  left  costal  margin  similar  to  the  Kocher 
incision  on  the  right  side  to  expose  the  gall- 
bladder. The  spleen  is  freed  from  the  chest  wall, 
diaphragm  and  abdominal  wall,  delivered  from 

21.  Bonta,  M.  B.,  Splenectomy  in  Gaucher’s  Disease. 
Arch.  Surg.  21:851-859,  Nov.,  1930. 

22.  Proctor,  R.,  Chronic  Thrombocytopenic  Purpura 
Hemorrhagica  Cured  by  Splenectomy.  J.  A.  M.  A.  96:109- 
110,  Jan.  10,  1931. 

23.  Mayo,  W.  J.,  A Review  of  500  splenectomies  with 
Special  Reference  to  Mortality  and  End  Results.  Ann.  Surg. 
88:409-415,  Sept.,  1928. 

24.  Kennedy,  R.  L.  J.,  Disease  of  Children  Benefited  by 
Splenectomy.  J.  A.  M.  A.  91:874-878,  Sept.  22,  1928. 
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the  wound  and  the  cavity  is  packed  with  hot 
saline  packs.  I believe  the  most  dangerous  step 
in  the  operation  is  in  ligating  the  pedicle;  this  is 
due  to  the  proximty  of  the  pancreas  and  the  stom- 
ach. Ligation  is  best  done  in  several  portions  of 
the  pedicle,  two  ties  being  placed  on  the  artery. 
After  removing  the  organ  all  bleeding  points  in 
the  fossa  are  controlled  and  the  abdomen  is  closed 
without  drainage.  Pemberton  ligates  the  coronary 
veins  along  the  lesser  curvature  of  the  stomach 
in  those  cases  of  Banti’s  disease  to  lessen  the  dan- 
ger of  gastric  hemorrhage.  Convalescence  is  fre- 
quently stormy  in  children,  especially  if  many 
adhesions  have  been  broken  down.  Some  writers 
think  these  adhesions  are  due  to  a true  splenitis 
especially  when  associated  with  a chronic  infec- 
tious process;  it  is  at  least  a definite  perisplenitis. 
521  Arts  Building. 


THE  SICKNESS  AND  ACCIDENT  INSURANCE 
PROBLEM 
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M.  Piirman  Dorman,  M.D. 

Seattle,  Wash. 

The  trend  of  health  insurance  and  group  medicine 
during  this  present  economic  condition  needs  reviewing 
in  order  that  we  may  understand  just  what  is  happen- 
ing and  ask  ourselves,  as  one  of  the  two  parties  in- 
vovled,  whether  we  wish  matters  to  go  on  further 
without  protest  and  whether  organized  effort  on  our 
part  can  direct  this  definite,  relentless  movement  into 
a safer  and  more  effective  channel. 

Industry  recognized  long  ago  the  need  for  the  pro- 
tecting effect  of  medical  support  and  made  legislation, 
freeing  it  from  the  responsibility  due  to  accident  or 
disease  attending  its  work.  Prom  our  view  point  there 
are  certain  needs  of  mankind  that,  because  of  their 
high  cost,  have  not  been  made  available  to  the  great 
mass  of  people. 

These  so-called  “needs’’  have  been  played  up  by  the 
newspapers  and  magazines  so  that  they  divide  with 
cancellation  of  war  debts  and  prohibition  the  chief 
honors  of  public  attention.  It  is  contended  that  indus- 
trial medicine  is  an  essential  part  of  modern  industrial 
life,  that  it  should  be  as  universal  as  possible  among 
all  working  members  of  society  not  receiving  over  a 
certain  basic  rate;  therefore,  every  wage  earner  earning 
under  this  certain  wage  scale  must  be  automatically  in- 
sured against  the  cost  of  sickness.  It  is  also  contended 
that  sickness  and  disability  insurance  be  entirely  sep- 
arate and  that  the  full  cost  of  the  insurance  be  borne 
by  the  individual  worker  except  a small  part  contrib- 
uted by  the  state  in  the  form  of  laboratory  and  preven- 
tive work. 

Domination  of  the  administration  of  this  effort,  if 
left  to  lay  persons,  is  usually  so  beset  with  incompet- 

*Abstract from  California  and  Western  Medicine. 
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ence,  injustice  to  the  doctor  and  patient  and  with  graft 
that  there  is  a grave  danger  of  weakening  the  entire 
system  to  the  point  of  rendering  it  hopelessly  inade- 
quate. The  medical  profession  can  correct  the  abuses 
of  the  present  systems,  if  it  will  accept  the  respon- 
sibility of  hiring  its  own  administration  rather  than 
allowing  one,  whose  standards  are  not  of  the  best, 
to  hire  medical  ability.  The  previous  pathways  of  in- 
surance have  been  marked  by  a love  of  gold  and  no 
great  love  for  medical  men. 

Commercialized  health  insurance  has  not  covered  the 
licalth  needs  of  the  community  because  the  following 
exceptions,  taken  from  sample  policies,  are  good  ex- 
amples. Different  companies  will  not  cover  mental 
affections,  venereal  diseases,  diseases  not  common  to 
both  sexes,  paralysis,  contagious  diseases,  alcoholism, 
abortion,  dental  surgery,  child  birth,  fight  injuries  or 
numerous  other  conditions. 

There  arc  several  types  of  organizations  in  opera- 
tion: (1)  Health  insurance  concerns  hire  doctors  to 
work  for  them,  most  of  them  organized  within  the 
past  five  years.  There  were  nearly  thirty  such  organi- 
zations in  San  Francisco,  not  including  clinics  organ- 
ized by  doctors  employing  assistants  on  salary.  (2) 
Concerns  operating  clinics  and  giving  hospital  services 
at  advertised  reduced  rates  with  seven  examples.  (3) 
Under  this  group  would  come  the  insurance  companies 
selling  health  and  accident  policies,  also  industrial  in- 
surance systems. 

Several  different  surveys  have  shown  that  85  per  cent 
of  the  small  wage  earners  do  not  consult  medical  men 
for  illness.  The  eommittee  on  the  costs  of  medical 
care  have  shown  that  $715,000,000  is  spent  annually  for 
medicines,  about  as  much  as  for  physicians’  services. 
Of  this  sum,  about  a fourth  is  spent  for  prescriptions 
or  on  the  direct  advice  of  medical  men,  the  other  three- 
fourths  being  for  patent  medicines.  About  $125,000,000 
is  spent  for  quacks,  cults  and  Christian  science,  one  of 
the  losses  to  the  medieal  profession  which  our  apathy 
has  brought  about.  Are  we  satisfied  to  allow  this  to 
go  on,  to  abandon  these  people  to  the  exploitation  of 
these  various  organizations? 

PROBLEM  NEEDS  EARLY  SOLUTION 

The  problem  has  been  presented  and  it  must  be  solved 
by  us  now  or  it  will  end  in  the  State  and  industry  tak- 
ing it  over  with  all  the  abuses  and  low  standards  that 
have  followed  in  the  wake  of  industrial  compensation. 
We  can  discipline  our  own  numbers  and  our  own 
agents  if  we  do  not  approve  of  their  methods,  but  we 
will  have  no  voice  if  we  arc  the  employed.  A suggested 
scheme  of  organization  by  which  a medical  society 
could  underwrite  the  medical  and  surgical  care  of  the 
smaller  wage  earner  is  given  in  the  accompanying  chart, 
(fig.  1).  The  discipline  of  any  doctor  who  abuses  the 
work  is  simple  because  being  dropped  from  the  sub- 
sidiary organization  will  cut  him  out  of  any  further 
work. 

Remuneration  to  physicians  should  be  upon  a "unit" 
basis,  an  office  visit  constituting  one  unit.  Laboratory 
work  would  be  a fi  action  of  a unit,  night  calls  or  con- 
sultations would  be  certain  multiples  of  a unit  and  so 
with  each  medical  or  surgical  procedure.  The  returns 
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Fig.  1.  Outline  of  how  the  County  Medical  Society  could  underwrite  the  medical  and  surgical  care  of  the 
smaller  wage  earner. 


from  the  membership  dues,  after  paying  the  overhead 
and  a certain  portion  for  reserves,  would  be  divided 
by  the  total  number  of  units  for  services  rendered. 

There  need  be  no  great  overhead  and  no  large  sal- 
aries. If  choice  of  physician  be  granted,  but  limited 
to  districts  with  a definite  limit  as  to  the  amount  of 
work  done  in  one  period  of  time,  if  provision  is  made 
for  laboratory  examinations,  consultations  and  hospi- 
tal care  when  needed,  and  if  separation  of  the  disabil- 
ity benefit  from  health  insurance  is  made,  the  incentive 
for  graft  will  be  cut  down  greatly.  Consultation  will 


help  to  prevent  this  and  will  have  a salutary  effect  up- 
on malingering.  Finally,  we  shall  find  that  the  great 
group  depending  upon  patent  medicines,  advertising 
fakers,  Christian  scientists,  quacks  and  cults,  and  who 
expend  over  $600,000,000  yearly,  according  to  the  Com- 
mittee on  the  Costs  of  Medical  Care,  will  be  drawn  in- 
to the  fold  to  a greater  and  greater  extent.  Health 
insurance  organizations  in  industry  need  not  be  dis- 
turbed in  any  way,  providing  they  render  for  the  same 
price  the  same  standard  of  care  set  by  the  county  soci- 
ety group. 


Therapeutics  of  Intra\"enous  Drip.  The  experiences 
of  Harold  Thomas  Hyman,  New  York,  and  Samuel 
Hirschfield,  Los  Angeles  {Journal  A.  M.  A.,  Feb.  4, 
1933),  which  they  report  in  tabulated  form,  record  sev- 
en definite  indications  for  the  use  of  the  intravenous 
drip:  1.  In  hemorrhage  or  dehydration,  the  drip  will 
directly  restore  the  fluid  volume.  2.  In  the  treatment  of 
shock,  the  drip  apparently  acts  as  a corrective  for  the 
underlying  abnormality  in  the  distribution  of  the  blood. 
3.  The  drip  fulfils  a twofold  purpose  in  the  manage- 
ment of  infections.  It  functions  both  as  a supportive 
measure  and  as  the  ideal  route  for  the  administration 
of_  specific  therapeutic  agents.  4.  To  the  surgeon,  the 
drip  possesses  value  both  as  a prophylactic  against 
unpleasant  postoperative  complications  and  as  a thera- 
peutic method  once  these  untoward  events  have  been 
established.  It  may  act  as  a supportive  to  maintain 
the  patient  through  a prolonged  or  shocking  procedure. 


and  it  tends  to  prevent  shock,  postoperative  thyrotoxico- 
sis and  certain  of  the  common  postoperative  intestinal 
disturbances,  such  as  nausea  and  vomiting  distention 
of  the  stomach,  and  anuria.  5.  By  means  of  the  drip,  the 
normal  level  of  the  blood  pressure  may  be  maintained 
during  spinal  anesthesia  and  during  exposure  of  the 
central  nervous  system — conditions  usually  associated 
with  marked  and  often  an  alarming  fall  in  blood  pres- 
sure. 6.  The  method  is  of  value  to  the  internist  in  the 
treatment  of  toxemias  and  metabolic  abnormalities  such 
as  diabetic  coma,  uremia,  cholemia  and  the  intestinal 
intoxications  of  infancy  and  childhood.  Solution  of 
dextrose  also  supplies  energy,  partiailarly  when  the 
enteral  _ routes  of  administration  are  not  available  7. 
There  is  also  some  reason  to  think  that  the  method 
may  be  of  value  in  conditions  associated  with  osmotic 
and  colloidal  changes  in  the  central  nervous  system, 
such  as  occur  in  poliomyelitis  and  encephalitis. 
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MEDICAL  LEGISLATION 

At  every  session  of  our  Legislatures  bills  are 
introduced  liearing  directly  or  indirectly  on  the 
practice  of  medicine,  some  of  which  are  bene- 
ficial, while  others  may  be  decidedly  detrimental 
as  concerns  the  health  of  the  public  and  the  prac- 
tice of  medicine.  The  usual  grist  of  bills  of 
various  characteristics  and  manifold  applications 
are  now  pending  before  the  legislatures  in  our 
Northwestern  states.  At  this  writing  it  is  not 
possible  to  give  a report  of  these  measures,  speci- 
fying which  will  be  enacted  into  laws  and  which 
will  die  in  committees  or  on  the  floor. 

The  following  bills  have  appeared  before  the 
Oregon  House  and  Senate.  Since  their  legis- 
lative session  terminates  at  the  end  of  forty  days, 
that  period  has  elapsed,  but  the  session  continues 
officially  for  the  completion  of  its  work.  This 
summary  presents  bills  which  have  been  enacted, 
with  others  in  various  stages  of  progress. 

House  Bill  101 : Amends  the  present  Osteo- 
pathic Act,  wherein  the  osteopaths  have  one 
member  on  the  general  medical  board  and  are 
examined  by  this  board.  This  bill  proposes  to 
set  up  a separate  board  so  that  the  osteopaths 
examine  and  license  their  own  members.  Gives 
power  to  revoke  licenses,  etc.  Passed  the  House 
and  the  Senate,  forbidding  the  use  of  medicine, 
surgery,  practice  of  obstetrics  and  fitting  glasses. 

H.B.  235 : Proposes  to  consolidate  the  health 
agencies  of  the  state  under  a health  commis- 
sioner. Through  a Senate  resolution  an  interim 
committee  of  fifteen,  named  by  the  Governor, 
is  to  investigate  the  consolidation  of  health  agen- 
cies and  report  before  the  next  meeting  of  the 
legislature.  This  bill  originated  from  an  attempt 
to  secure  money  from  professional  groups  with 
which  to  operate  the  state  board  of  health  but 
was  abandoned  on  protests  of  the  groups  in- 
volved, as  it  was  a special  tax  on  these  groups 
for  a police  function  for  the  benefit  of  all  people. 

H.B.  499:  Through  the  activity  of  the  medi- 
cal groups  the  lack  of  appropriation  for  the  state 


board  of  health  was  prevented  and  an  appropri- 
ation of  $57,000  for  the  biennium  has  been  pro- 
vided, including  operation  of  the  hygienic  labor- 
atory and  the  district  nursing  service.  This  is  a 
cut  from  the  present  appropriation  of  $82,000 
for  the  biennium. 

H.B.  127 : Proposes  that  all  applicants  for 

licenses  to  practice  medicine,  osteopathy,  chiro- 
practic, naturopathy  or  any  other  system  of  heal- 
ing art,  as  a condition  precedent  to  examination 
by  their  respective  “professional”  boards,  be  ex- 
amined in  anatomy,  physiology,  pathology,  chem- 
istry and  hygiene  by  a state  board  of  higher  edu- 
cation. This  is  the  Basic  Science  Law.  It  has 
passed  both  houses  of  the  Senate  but  has  not  yet 
been  signed  by  the  Governor.  Certain  individ- 
uals have  threatened  to  bring  a referendum 
against  this  bill.  It  was  signed  by  the  Governor 
on  the  last  day  before  it  would  have  become  a law 
without  his  signature. 

H.B.  246:  Proposes  to  establi.sh  at  the  head- 

quarters of  the  state  police  in  Salem  a central 
bureau  for  criminal  identification.  Present  status 
unknown. 

H.B.  263 : Proposes  to  create  a board  of  dental 
hygienists.  Such  licentiates  are  to  be  authorized 
“to  remove  calcareous  deposits,  accretions  and 
stain  from  the  exposed  surface  of  teeth,  and  to 
prescribe  and  apply  an}'^  ordinary  wash  or  washes 
of  a soothing  character,  but  not  to  perform  any 
operation  on  the  teeth  or  any  other  tissues  of  the 
oral  cavity.”  The  dental  profession  is  opposed 
to  this  bill.  It  has  been  recalled  to  allow  a com- 
mittee to  investigate  its  merits. 

H.B.  361 : Proposed  to  amend  the  workmen’s 
compensation  act  to  permit  employers  with  the 
approval  of  the  industrial  accident  commission 
to  enter  into  contracts  for  the  furnishing  of  first 
aid,  transportation,  medical  and  surgical  attend- 
ance and  hospital  accomodations  to  injured  em- 
ployees, at  the  expense  of  the  industrial  acci- 
dent fund.  This  bill  has  been  indefinitely  post- 
poned in  the  House. 

H.B.  338 : Repeals  the  act  relating  to  medical 
certificate  showing  freedom  from  venereal  dis- 
ease previous  to  issuance  of  a marriage  license. 
Failed. 

H.B.  358:  Provides  for  consolidating  four 

medical  examining  boards.  Failed. 

H.B.  148:  Amends  tlie  dental  practice  act 

regulating  dental  advertising.  Passed  the  House. 
There  is  a serious  fight  on  in  the  Senate  by  the 
Oregonian  on  account  of  the  cuts  which  this  bill 
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will  make  in  its  income  from  advertising  of  un- 
ethical dentists.  It  was  signed  hy  the  Governor. 

Senate  Bill : “Gin  marriage  bill.”  Provides 

for  five  days  notice  previous  to  the  issuance  of 
a marriage  license.  Passed  both  House  and  Sen- 
ate and  was  signed  by  the  Governor. 

S.B.  124:  To  amend  the  workmen’s  compen- 
sation act.  Proposes  that  “no  claim  for  medical 
or  surgical  attendance,  hospital  accomodations  . . . 
shall  be  allowed  . . . unless  the  claim  shall  have 
been  filed  with  the  commission  within  three 
months  after  the  completion  of  such  service.” 
It  is  proposed  to  amend  this  bill  by  the  inclusion 
of  the  desirable  features  of  House  Bill  361.  Prob- 
ably it  will  be  reported  favorably  out  of  the 
Judiciary  Committee,  including  amendments. 

S.B.  127 : Proposes  to  prohibit  the  dispensing 
of  drugs  to  the  public  by  means  of  automatic 
vending  machines.  Present  status  unknown. 

S.B.  159:  Proposes  to  create  a health  board 

as  part  of  the  agricultural  department.  Killed. 

S.  B.  217 : Relates  to  peddlers  of  cosmetics 

or  drugs  and  lowers  the  annual  license  fee  from 
one  hundred  to  fifty  dollars.  Postponed. 

S.  B.  233 : Provides  for  the  distribution  of 
funds  of  the  naturopathic  board.  Redefines  na- 
turopathy. It  proposes  to  authorize  naturopaths 
to  sign  birth  certificates,  death  certificates,  cer- 
tificates for  marriage  licenses  and  any  and  all 
documents  requiring  the  signature  of  a duly  li- 
censed physician.  Not  passed. 

S.B.  235 : Adds  an  appointment  of  a dentist 
as  a member  of  the  board  of  health.  Seven 
physicians  and  one  dentist.  It  has  passed  the 
Senate. 

S.B.  280:  Provides  for  contract  services  for 

first  aid  under  the  v/orkmen’s  compensation  act. 
Indefinitely  postponed. 

The  Washington  legislative  session  will  end  on 
March  9.  At  this  writing  so  few  bills  have  been 
enacted  into  laws  that  only  a digest  of  them  can 
be  presented.  Every  human  interest  is  expressed 
by  the  bills  introduced  into  the  present  legis- 
lature, from  pari-mutual  betting  on  horse  racing 
to  the  privilege  of  legalized  birth  control.  Out  of 
the  800  bills,  a number  of  them  are  of  interest  to 
the  medical  profession.  These  bills  can  be  divided 
into  two  classes,  tbe  first  o/  which  are  chiefly 
personal  or  retailiatory,  being  individual  bills  and 
not  well  supported  by  organizations.  Most  of 
these  bills  die  in  the  committee.  The  second 
group  are  usually  well  planned  and  thought  out, 
have  an  organized  support  in  both  houses,  and 


are  kept  active  by  lobbyists  and  associations  in- 
terested in  their  passage.  The  medical  bills  will 
be  considered  in  these  two  divisions. 

Among  those  which  seem  to  be  in  the  first 
division  are  H.B.  20  and  33,  introduced  by  Clark 
(Stevens).  Both  of  these  bills  relate  to  contract 
practice  and  further  regulation.  They  are  so 
radical  and  sweeping,  they  are  lost  in  the  com- 
mittee. 

H.B.  20  prohibits  advertising  by  physicians, 
sanipractors,  chiropractors,  osteopaths,  dentists 
and  optometrists.  H.B.  33  prohibits  corporations 
from  engaging  in  the  practice  of  medicine,  sani- 
practic,  chiropratic,  osteopathy,  dentistry  or  op- 
tometry. 

H.B.  110  by  Neff  (Clallam)  requires  a physi- 
cian’s certificate  made  out  ten  days  before  a 
marriage  license  will  be  granted.  This  is  a re- 
vival of  an  idealistic  but  impracticable  marriage 
law.  It  sends  the  evaders  across  the  state  bound- 
aries. 

H.B.  115  by  Mann  (King)  permits  dentists  to 
use  dead  bodies  for  dissection.  This  was  not 
sponsored  by  the  Washington  State  Medical  As- 
sociation. 

H.  B.  118  by  Wilson  (King)  enlarges  the  priv- 
ileges of  the  chiropodists  to  treat  all  ailments  of 
the  human  foot.  The  bill  seems  out  of  order  and 
is  lost  in  committee. 

H.B.  265  by  Richmond  (Pierce)  relates  to  the 
practice  of  optometry.  It  has  some  good  feat- 
ures, but  gives  the  optometrist  authority  to  diag- 
nose other  eye  lesions  outside  of  errors  in  refrac- 
tion. Its  support  is  not  organized. 

H.B.  268  by  Hickman  (Snohomish)  is  a bill 
providing  optional  insurance.  It  is  a strong  bill, 
prepared  by  an  industrial  medical  service  group 
but  all  one-sided.  It  throws  open  all  classes  of 
employees  to  contract  medical  and  surgical  care, 
would  confine  medical  service  to  a small  group 
of  the  profession  and  create  a monopoly  and 
cornering  of  the  medical  practice  of  the  State. 
This  bill  is  meeting  strong  opposition  all  over 
the  state,  and  particularly  from  the  small  groups 
of  industrial  surgeons.  It  is  now  in  the  industrial 
committee  and  will  undergo  many  amendments 
before  it  gets  out  on  the  floor  of  the  House.  Its 
passage  is  doubtful. 

H.B.  245  and  246  by  Collins  (King)  were  in- 
troduced to  take  away  the  usefulness  and  power 
of  the  trustees  of  Harborview  Hospital  (King 
County).  Both  bills  seem  doomed,  as  not  to  the 
best  interest  of  the  hospital. 
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H.B.  450  by  Smith  (Pierce)  creates  a restaur- 
ant board  under  the  authority  of  the  State  Board 
of  Health.  This  bill  would  provide  for  rigid  in- 
spection, scoring  and  penalties  for  all  places  serv- 
ing food  to  the  public.  It  would  also  supply  the 
State  Board  of  Health  with  additional  funds 
from  annual  license  fees.  It  is  sponsored  by  the 
Restaurant  Association.  Some  believe  this  to  be 
a competitive  measure  to  limit  the  various  coun- 
ter restaurants. 

S.  B.  42  by  Palmer  (King)  relates  to  the  ster- 
ilization of  the  socially  inadequate  classes.  Its 
passage  is  questionable  but  it  is  a splendid  social 
bill. 

S.  B.  60  by  Pierce  (Spokane)  asks  for  a sep- 
arate sanipractors’  board. 

S.B.  78  by  Ryan  (Whatcom)  calls  for  retro- 
active pensions  under  the  workman’s  compensa- 
tion act,  October  1,  1911  to  July  1,  1923.  There 
lias  been  no  movement  of  this  bill. 

S.  B.  12  by  Palmer  (King)  provides  for  a 
state  narcotic  farm  colony.  The  idea  is  approved 
but  the  cost  precludes  its  passage.  The  appro- 
priation committee  kills  most  bills  requiring  ad- 
ditional taxes. 

S.B.  95  by  Nugent  (I^ewis)  repeals  those  por- 
tions of  the  workman’s  compensation  laws  which 
recognize  private  contracts.  This  bill  would  en- 
tirely abolish  industrial  contracts.  The  author  of 
this  bill  has  the  interests  of  the  medical  profes- 
sion in  view.  He  is  opposed,  however,  by  organ- 
ized industry  and  certain  influential  medical 
groups.  This  bill  seems  to  be  another  beautiful 
dream. 

S.B.  113  by  Nugent  (Lewis)  repeals  the  act 
authorizing  the  practice  of  drugless  healers.  It 
cannot  be  determined  how  far  this  bill  will  go. 
There  is  no  more  excuse  for  a dozen  systems  of 
medicine  than  there  would  be  for  as  many  sys- 
tems of  law.  Apparently  the  practice  of  medicine 
is  a belief  like  religion,  rather  than  the  applica- 
tion of  science  to  those  physically  ill. 

S.B.  115  by  Chamberlin  (King)  provides  for 
a jury  trial  to  determine  insanity.  Heretofore  a 
man  is  not  legally  insane  unless  a commission  of 
psychiatrists  pronounce  him  so.  The  common 
garden  variety  of  doctor  or  citizen  is  not  legally 
fit  to  recognize  insanity.  This  bill  puts  before  a 
jury  the  irrational  as  well  as  rational  acts  of  the 
accused.  It  is  still  in  committee. 

S.B.  178  by  Palmer  (King).  This  is  the  much 
discussed  Medical  Practice  Act  approved  by  the 


last  house  of  delegates  of  the  Washington  State 
Medical  Association.  The  decision  of  the  Pub- 
lic Health  League  was  not  to  introduce  any  new 
medical  legislation  at  the  present  session,  due  to 
political  inexpediency.  The  bill  was  introduced 
but  has  no  organized  backing.  It  will  probably 
remain  in  committee.  Giving  doctors  of  medicine 
a separate  board  would  have  been  followed  by  a 
demand  for  a like  board  for  each  branch  of  prac- 
tice, and  thus  nullify  the  Basic  Science  Act. 
There  was  no  legal  machinery  or  funds  to  en- 
force the  new  act,  and,  lastly,  doctors  throughout 
the  State  expressed  a fear  of  a board  with 
enough  authority  to  deprive  them  of  their  privil- 
ege of  practice,  especially  with  an  intolerant  atti- 
tude towards  contract  practice. 

S.B.  266  by  Nugent  (Lewis)  is  a counter  bill 
to  the  one  just  described.  It  slightly  alters  the 
present  industrial  insurance  act  and  provides  for 
self-insurance.  It  still  retains  within  the  de- 
partment full  control  of  the  insurance  fund. 
Again  this  is  an  individual  bill. 

Since  the  employer  and  employee  are  both  dis- 
satisfied with  the  present  situation,  a legislative 
committee  could  be  appointed  to  study  the  ques- 
tion. On  this  commission  should  be  represented 
labor,  the  employers,  the  medical  profession,  the 
hospitals  and  the  State. 

S.B.  200  by  Ryan  (Pierce)  provides  that  os- 
teopathic, chiropractic  or  drugless  services  may 
be  rendered  workmen  eligible  to  treatment  under 
the  industrial  insurance  law.  This  was  defeated 
in  the  Senate,  later  being  recalled  and  passed  by 
a majority  of  one.  Its  defeat  is  expected  in  the 
House. 

S.B.  201  by  Lovejoy  (King),  relating  to  phy- 
sico-medicine,  is  vague,  verbose,  and  has  no  sub- 
stantial backing.  It  will  not  get  out  of  committee. 

S.B.  217  by  Palmer  (King)  authorizing  school 
districts  of  25,(XX)  or  more  to  operate  dental  clin- 
ics. This  is  sponsored  and.  endorsed  by  the  Wash- 
ington State  Dental  Association.  The  Kiwanis 
Club  is  financially  back  of  these  clinics  which  are 
part  pay,  affording  dental  services  to  many  who 
would  be  deprived  otherwise. 

S.B.  276  by  Ryan  (Pierce)  is  a bill  legally 
changing  drugless  healers  into  naturopaths.  The 
wording  and  composition  of  this  bill  are  most 
confusing  and  rather  unintelligent.  It  seems  im- 
possible of  passage  and  will  probably  not  get  out 
of  committee. 

S.B.  297  by  Marshall  (King)  relates  to  the 
procedure  of  business  conducted  by  the  Depart- 
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ment  of  Licenses,  relating  to  the  issuance  of  li- 
censes to  itinerant  physicians  or  all  peddlers  of 
any  medicine  now  required  to  be  performed  by 
the  board  of  pbarmacy  of  the  State  of  Washing- 
ton. 

S.B.  308  by  Nugent  (Lewis)  produces  certain 
changes  in  the  regulation  of  the  Department  of 
Licenses.  A committee  of  three  persons  is  ap- 
pointed for  each  of  the  professions  falling  under 
the  jurisdiction  of  this  Department.  This  com- 
mittee is  to  have  power  to  examine  and  license, 
hold  hearings,  decide  upon  revocation  or  suspen- 
sion of  licenses  of  practitioners.  This  gives  rather 
an  arbitrary  power  to  a very  small  group  of  men, 
and  should  be  studied  with  care  before  it  is  sup- 
ported. 

S.B.  380  relates  to  antivaccinations.  There  is 
no  probability  of  its  getting  out  of  committee. 

Among  the  bills  in  the  second  division  with 
good  support  are : 

H.B.  262  by  Wiswell  (Clark).  Providing  for 
a State  Board  of  Health  of  ten  members  who 
will  supervise  all  matters  relating  to  the  preser- 
vation of  the  health  of  the  people.  This  bill  is 
the  outgrowth  of  Dr.  Lumsden’s  report  and  rec- 
ommendations. It  will  take  the  office  of  State 
Director  of  Health  out  of  politics  and  make  pos- 
sible the  appointment  of  a well  qualified  health 
administrator,  chosen  by  a public  spirited  com- 
mission. The  bill  is  out  of  committee,  has  strong 
departmental  backing  and  should  pass  both 
houses.  It  is  a constructive  measure  and  entirely 
void  of  organization  interest. 

H.B.  270  by  Emerick  (Yakima)  creates  an 
office  of  sociologist  for  the  penitentiary  and  the 
state  reformatory.  This  is  an  excellent  idea.  It, 
however,  is  new  here  and  would  cost  money, 
hence  does  not  have  much  of  a chance  to  pass. 

H.B.  403  by  Clark  (Clark).  Creating  local 
health  districts  and  providing  for  the  appoint- 
ment of  a board  of  trustees  and  health  officers. 
This  is  an  enabling  act  to  allow  counties  or  city 
and  county  to  combine  their  health  offices.  It 
is  part  of  the  Lumsden  recommendations.  It  is 
purely  optional.  It  should  have  no  opposition. 

H.B.  158  by  Wiswall  (Clark).  Providing  a 
limitation  for  the  bringing  of  actions  growing  out 
of  injuries,  resulting  to  persons  from  malpractice 
on  the  part  of  physicians  and  surgeons.  This 
limits  the  action  to  two  years.  In  that  period  of 
time  any  patient  should  know  whether  he  is  sat- 
isfied or  has  cause  for.  action.  It  would  prevent 
many  counter  collection  suits.  The  chairman  of 


the  medical  committee  is  working  hard  on  this 
bill. 

Sub.  S.B.  13  by  Palmer  (King).  A new  stat- 
ute regulating  the  sale  of  narcotics.  This  is  mod- 
eled after  the  National  Narcotic  Act  and  is  spon- 
sored by  the  American  White  Cross  Association, 
the  American  Bar  Association  and  the  American 
Medical  Association.  It  tightens  up  the  sale  and 
records  of  sale  of  narcotics,  aimed  to  curtail  the 
narcotic  peddler  and  the  careless  druggists.  It  is 
an  excellent  measure  and  well  favored  by  both 
branches  of  the  legislature. 

S.B.  155  by  Landon  (King).  Regulating  the 
adoption  of  children.  This  bill  further  safeguards 
these  small  wards  of  the  state  and  is  actively  sup- 
ported by  the  Parent  Teachers  Association.  It 
is  a worthy  measure. 

S.B.  219  by  Todd  (King).  This  bill  exempts 
nurses’  homes  and  dormitories  from  taxation.  It 
has  passed  the  senate  and  should  pass  the  house. 

S.B.  230  by  Malstrom  (Pierce).  Creates  a 
commission  to  study  and  report  on  child  welfare 
in  Washington.  An  excellent  bill  and  well  sup- 
ported by  the  legislature.  . 

S.B.  250  by  Malstrom  (Pierce).  Provides  for 
the  annual  registration  of  trained  nurses  with 
recognition  of  their  standards  and  requirements. 
This  is  a good  measure  and  should  pass  without 
opposition. 

S.B.  352  by  Steele  (Thurston).  This  bill  cre- 
ates a health  protection  fund  for  aid  to  county 
and  district  health  service,  and  will  allow  foun- 
dations for  outside  funds  to  be  applied  to  the 
various  contemplated  sanitary  districts.  It  is  a 
wise  provision  and  should  be  well  supported. 

This  summary  of  the  activities  of  the  Legis- 
lature is  largely  a forecast  and  the  end  of  the 
session  will  be  watched  with  much  interest. 


NEW  ADVERTISEMENTS 

Attention  is  called  to  the  following  new  advertise- 
ments appearing  in  this  issue.  Lushington’s  Vapo-Lanip 
(page  12)  will  be  found  at  the  stores.  The  Ryak  Co. 
(page  12)  makes  rye  hardtack.  Western  Optical  Co- 
(page  12)  are  prescription  opticians. 

Poisoning  From  Drinking  Radium  Water.  Alex- 
ander O.  Gettler  and  Charles  Norris,  New  York  {Joitr- 
nai  A.  M.  A.,  Feb.  11,  1933),  present  the  first  case  on 
record  of  fatal  poisoning  from  the  consumption  oi 
water  containing  traces  of  radium  salts  in  which  the 
presence  of  radium  in  the  bones  and  tissues  was  de- 
finitely proved  by  scientific  laboratory  procedures. 
Death  was  due  to  pathologic  lesions  brought  about  by 
the  radium  which  entered  the  system,  by  drinking  water 
for  a few  years,  which  was  said  to  contain  2 micro- 
grams of  radium  in  every  2 ounces  (60  cc.)  of  water. 
The  presence  of  the  radium  was  proved  by  both  the 
clcctroscopic  and  the  photographic  method. 
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MEDICAL  NOTES 

\'isiT  From  Dr.  Fishbeix.  Dr.  Maurice  Fishbein, 
editor  of  The  Journal  of  the  American  Medical  As- 
sociatiem  will  visit  cities  of  the  Northwest  this  month. 
He  will  address  the  Portland  physicians  Thursday 
evening,  March  16.  At  Tacoma  he  will  give  an  address 
at  a luncheon  Friday  noon  the  17th.  and  will  appear 
before  Seattle  physicians  the  same  Friday  evening. 
He  will  be  in  Spokane  Saturday  evening  the  18th.  While 
the  subjects  of  his  addresses  have  not  been  announced, 
they  will  pertain  to  matters  of  much  interest  to  the 
medical  profession  in  all  of  these  cities. 


OREGON 

Chief  of  Veteran’s  Hospital.  James  G.  Donnolly 
of  Washington,  D.  C.  arrived  at  Roseburg  last  month 
to  become  chief  medical  officer  of  Northwest  National 
Soldiers’  Home.  Construction  work  at  the  institution 
is  nearly  completed  and  it  will  soon  be  prepared  for 
reception  of  patients.  Dr.  Donnolly  will  soon  organize 
the  personnel  for  the  institution.  He  has  served  with 
the  veterans  administration  in  Los  Angeles  as  well  as 
Washington. 

Operation  of  Hospital.  Operation  of  the  isolation 
hospital  at  Klamath  Falls,  which  has  been  maintained 
by  the  county  and  city,  has  been  abolished.  Hereafter 
the  management  of  the  .hospital  will  be  maintained 
either  by  the  city  or  county,  instead  of  having  coop- 
erative control  of  tlie  past. 

Jackson  County  Medical  Society  held  its  annual 
meeting  with  a banquet  at  Medford.  January  18,  cele- 
brating its  tenth  year  of  existence.  J.  C.  Hayes  of 
Medford  acted  as  toastmaster.  Speeches  were  made 
by  ladies  representing  the  Jackson  County  Auxiliary, 
by  R.  W.  Stearns,  president  of  the  Society,  and  others. 

Wedding.  N.  E.  Winnard  of  Eugene  was  married  last 
month  to  Miss  Mamie  Harrell  of  that  city. 


WASHINGTON 

Results  of  Medical  Examination.  At  the  semian- 
nual examination  held  at  Seattle  in  January,  39  appli- 
cants appeared  for  the  basic  science  examinations.  Of 
this  number  27  physicians  passed  and  5 failed.  Three 
osteopaths,  three  chiropractors  and  one  sanipractor 
failed.  At  the  semiannual  examination  for  licenses  be- 
fore the  medical  examining  board,  sixteen  passed  the 
examination  and  seven  were  licensed  by  reciprocity. 
The  number  appearing  for  basic  science  and  medical 
examining  board  was  the  smallest  during  recent  years. 

New  Quarantine  Station.  A new  federal  quaran- 
tine station  for  Puget  Sound  will  be  constructed  at 
Port  Hudson  at  the  entrance  to  Port  Townsend  har- 
bor. This  will  be  built  at  a cost  of  $250,000  on  a 
twenty  acre  site  donated  to  the  United  States  public 
health  service  by  the  city  of  Port  Townsend,  and  will 
include  a two-story  executive  building,  employees’  quar- 
ters and  other  structures  of  brick  and  concrete. 

Transfer  of  Patients.  Early  last  month  the  new 
Marine  Hospital  at  Seattle  received  its  first  group  of 
patients,  when  eighty-four  marine  patients  were  trans- 
ferred from  the  old  hospital  at  Port  Townsend.  This 


began  the  actual  operation  of  the  new  hospital  which 
is  one  of  the  conspicuous  features  of  Seattle’s  land- 
scape. 

New  County  Hospital.  Clark  County  has  begun 
the  construction  of  a county  hospital.  This  will  con- 
sist in  remodeling  a building  which  has  heretofore 
been  used  as  a pest-house.  Besides  remodeling  and 
enlarging  the  building,  w'hich  is  a large  one  story  struc- 
ture, accommodations  will  be  provided  for  patients 
now  cared  for  at  private  institutions.  It  will  be  e^^uip- 
ped  with  necessary  appliances  for  a modern  hospital. 

Cooperation  With  the  Press.  Walla  Walla  Valley- 
Medical  Society  has  attained  an  enviable  position  of 
friendliness  with  the  press  of  the  city,  by  reason  of 
which  their  proceedings  are  regularly  published  with 
completeness  and  accuracy.  It  is  pointed  out  that  local 
papers  recognize  the  importance  of  the  medical  society 
and  is  interested  in  its  success  and  progress.  This  is 
demonstrated  by  the  allotment  of  liberal  space  for  pub- 
lication of  its  proceedings. 

Assistant  County  Health  Officer.  W.  D.  Hunt  of 
Seattle  has  been  appointed  assistant  county  health 
officer  by  county  commissioners  to  succeed  Oscar  Proc- 
tor. He  will  supervise  sanitation  and  other  health 
measures  in  the  county. 

County  Indigent  Physician.  R.  W.  Armstrong  of 
Vancouver  has  been  appointed  full  time  county  indigent 
physician  for  Clark  County.  His  office  will  be  at  the 
county  hospital. 

Chelan  County  Medical  Society  held  a meeting- 
last  month  in  Wenatchee.  The  following  officers  were 
elected  for  the  ensuing  year:  president,  R.  S.  Mitchell; 
vice-president,  J.  E.  Gahringer;  secretary-treasurer,  C. 
R.  Fargher,  A.  G.  Young  was  elected  delegate  to  the 
annual  meeting  of  the  state  medical  association. 

Residence  Hospital  Appointment.  M.  B.  Snyder  of 
Chewelah  has  been  appointed  to  Los  Angeles  County 
General  Hospital  for  a three  years  surgical  service. 
For  the  past  four  years  he  has  practiced  at  Chewelah. 

D.  H.  Unsell,  who  has  practiced  at  Wapato  for  the 
past  two  years,  has  located  for  practice  at  Toppenish. 

W.  V.  Muller,  who  has  recently  practiced  at  Sky- 
komish.  has  located  for  practice  at  North  Bend. 


IDAHO 

New  County  Physician.  D.  M.  Loehr  of  Moscow  in 
January  was  appointed  by  the  Board  of  County  Com- 
missioners as  county  health  officer  and  physician.  He 
succeeds  F.  M.  Leitch.  He  will  have  charge  of  medical, 
minor  surgical  and  obstetric  work  which  has  pre- 
viously been  treated  by  physicians  in  various  parts  of 
the  county. 

W.  C.  Lindsey  of  Kellogg  has  been  appointed  county 
physician  and  health  officer  by  the  Board  of  County 
Commissioners  to  succeed  J.  R.  Bean.  He  will  also 
have  charge  of  the  county  infirmary. 

Appointed  County  Physician.  H.  C.  Erwin  of  Poca- 
tello was  appointed  county  physician  at  a recent  meet- 
ing of  the  board  of  county  commissioners. 

County  Physician.  W.  R.  Abbott  of  Ririe  has 
moved  to  Idaho  Falls  after  appointment  as  county 
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physician  for  Bonneville  County.  His  duties  will  pro- 
vide for  the  care  of  indigent  medical  cases. 

Deputy  County  Physician.  H.  W.  Doty  of  Ash- 
ton was  last  mouth  appointed  deputy  county  physician. 
He  will  inspect  quarantine  cases  and  enforce  necessary 
quarantine  regulations. 

Appointed  County  Physician.  W.  F.  Taylor  of 
Sandpoint  has  been  appointed  county  physician  and 
health  officer  by  the  Board  of  County  Commissioners. 


OBITUARIES 

Dr.  Frank  M.  Brooks  of  Portland.  Ore.,  died  Jan- 
uary 30  from  disease  of  the  heart  aged  64  years.  He 
was  born  in  Salem  in  1868,  where  he  attended  the 
public  schools.  He  studied  medicine  at  Cooper  Medical 
School  in  San  Francisco  and  later  graduated  from  Uni- 
versity of  Oregon  Medical  School  in  1890.  Subsequent- 
ly he  took  postgraduate  work  in  the  hospitals  of  Eng- 
land and  the  continent.  He  began  practice  at  Camas, 
Wash.,  and  in  1892  located  at  Silverton.  He  was  mayor 
of  this  city  in  1899  and  for  nine  years  served  on  the 
school  board.  In  1910  he  located  at  Portland,  where 
he  was  engaged  in  active  practice  until  his  death. 

Dr.  Chauncey  A.  Mead  of  Everett,  Wash.,  died 
January  19  after  a prolonged  illness,  aged  72  years. 
He  was  born  in  Richmond,  Ohio,  in  1860  He.  gradu- 
ated from  Kentucky  School  of  Medicine  in  1884.  He 
began  practice  in  Kansas  and  later  moved  to  Denver, 
Colo.  In  the  late  nineties  he  moved  West  and  for  a 
time  located  at  Bucoda,  Wash.,  where  he  was  surgeon 
for  the  coal  mines.  At  the  time  of  the  Klondyke  excite- 
ment he  was  taking  postgraduate  work  in  San  Fran- 
cisco and  went  to  Alaska.  In  1900  he  returned  and  lo- 
cated at  Everett.  For  many  years  he  was  surgeon  for 
the  Great  Northern  Railway.  He  took  an  active  part 
in  local  and  civic  affairs  as  well  as  being  prominent  in 
the  medical  profession. 

Dr.  John  H.  Blake  of  Wenatchee,  Wash.,  died  Feb- 
ruary 3 from  disease  of  the  heart,  aged  71  years.  He 
had  been  confined  to  bed  for  several  months  follow- 
ing a hip  fracture.  He  was  born  in  Oak  Hill,  Ohio, 
in  1862.  At  the  age  of  19  he  moved  to  McPherson, 
Kansas.  He  graduated  from  Kansas  City  Medical 
College  in  1893.  He  began  practice  at  Inman,  Kansas, 
where  he  resided  for  twelve  years.  He  located  in  Wen- 
atchee in  1906.  He  was  an  outstanding  leader  in  com- 
munity affairs.  As  well  as  being  a prominent  physi- 
cian, he  served  as  a member  of  the  school  board  and 
for  twenty  years  was  vice-president  of  a bank.  He 
was  much  interested  in  the  fruit  growers  association 
and  was  active  in  Qiurch  and  Masonic  affairs. 

Dr.  Hugh  M.  French  of  Prosser,  Wash.,  died  at 
St.  Elizabeth  Hospital,  Yakima,  January  16,  following 
prostatectomy,  aged  60  years.  He  was  born  in  Ten- 
nessee in  1872  and  graduated  from  Lincoln  Memorial 
Medical  School,  Knoxville,  Tenn.,  in  1897.  In  1905 
he  located  at  Prosser,  serving  as  druggist  as  well  as 
physician.  He  was  held  in  high  esteem  by  a large 
clientele  in  his  home  city  and  adjacent  country. 

Dr.  Halbert  F.  Neal  of  Meridian,  Ida.,  died  sud- 
denly January  31  from  angina  pectoris,  aged  52  years. 
He  was  born  in  1879  in  Nebraska.  He  graduated  from 


University  of  Nebraska  College  of  Medicine  at  Omaha 
in  1903.  He  located  in  Meridian  twenty-seven  years 
ago,  where  he  practiced  continually  until  the  time  of 
his  death. 


WOMAN'S  AUXILIARY 

OREGON 

The  Woman’s  Auxiliaiy  to  Oregon  State  Medical 
Society  held  a meeting  in  Portland  February  24.  Mrs. 
Horace  J.  Whitacre  of  Tacoma,  recently  elected  first 
vice-president,  was  guest  at  a luncheon  of  committees 
from  Portland  City  and  County  Woman’s  Auxiliary  as 
well  as  Ihe  State  Board. 

Dr.  Maurice  Fishbein,  editor  of  the  Journal  of  the 
American  Medical  Association,  will  be  in  Portland 
March  14  with  Mrs.  Fishbein.  Dr.  Fishbein  will  ad- 
dress the  Woman's  Auxiliary  at  a luncheon  on  that 
da)'.  A tea  will  be  given  Mrs.  Fishbein  by  the  Port- 
land City  and  County  Auxiliary  and  the  State  Board 
to  which  all  staff  members  are  invited. 

Clatsop-Tillamook  Counties  Auxiliary  report  the 
placing  of  Hygeias  in  all  the  rural  schools.  On 
January  25th,  the.  Clatsop  County  Medical  Society  was 
host  to  the  Wom.aii’s  Auxiliary  at  a dinner  at  Hotel 
Astoria.  Dr.  Webster  of  Portland  read  an  interesting 
paper. 

Jackson  County  Auxiliary  reports  an  election  of  offi- 
cers for  the  ensuing  year,  with  Mrs.  E.  A.  Woods  of 
Ashland  reelected  president.  This  auxiliary  was  also 
guest  of  Jackson  County  Medical  Society  at  their  an- 
nual banquet  at  the  Hotel  Medford. 

Klamath  and  Lake  Counties  Auxiliary  held  an  elec- 
tion of  officers  for  the  coming  year,  with  Mrs.  E.  D. 
Lamb  elected  president. 

In  December  the  Lane  County  Auxiliary  cooperated 
with  the  City  Federation  and  had  charge  of  the  follow- 
ing program : talks  on  the  Dornbecker  Hospital  by  Dr. 
Mckenzie,  and  the  duties  of  a school  nurse  by  Miss 
Damskov. 

The  following  officers  were  elected  in  the  Polk- 
Yamhill-Marion  County  Auxiliary:  Mrs.  E.  E.  Fischer, 
president;  Mrs.  Carl  Emmons,  first  vice-president; 
Mrs.  Vernon  Douglas,  second  vice-president;  Mrs.  W. 
W.  Baum,  treasurer;  and  Mrs.  W.  Buren,  secretary. 
Two  hundred  and  eighty-four  copies  of  Hygeia  have 
been  placed  in  the  schools,  which  means  every  school 
in  three  counties. 

The  annual  meeting  of  Portland  City  and  County 
Auxiliary  was  held  in  January  at  the  home  of  Mrs. 
Charles  Chamberlain.  The  following  newly  elected, 
officers  were  installed:  Mrs.  Frank  Boyden,  president; 
Mrs.  Charles  T.  Chamberlain,  president-elect;  Mrs. 
Noble  Wily  Jones,  first  vice-president;  Mrs.  A.  H. 
Cantrill,  second  vice-president ; Mrs.  Harry  Moore, 
secretary,  and  Mrs.  D.  C.  Burkes,  treasurer,  Mrs.  H. 
H.  Foskett,  auditor.  The  constitution  was  revised  and 
amendments  duly  accepted  as  read. 


WASHINGTON 

The  Woman’s  Auxiliary  to  King  County  Medical 
Society  met  Tuesday,  Feb.  28,  at  2:30  p.m.  in  the 
auditorium  of  the  Medical  and  Dental  Bldg.,  Seattle. 
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Mrs.  D.  H.  Nickson  reviewed  Paul  de  Kruif’s  ‘‘Men 
Against  Death,’’  and  Mrs.  Phillip  MacBride  sang  sev- 
eral songs. 

This  meeting  honored  new  members.  Mrs.  James 
B.  Eagleson  and  Mrs.  Parker  received  with  them 
after  the  program.  The  following  members  have  re- 
cently been  affiliated  with  this  organization:  Mrs. 

Melbourne  Clemenls,  Mrs.  Howard  Hamlin,  Mrs.  H. 
J.  Lenz,  Mrs.  Richard  Lyon,  Mrs.  J.  C.  Moore,  Mrs. 
R.  E.  Mosiman,  Mrs.  H.  L.  Moon,  Mrs.  A : J : Nelson, 
Mrs.  John  P.  Schutt,  Mrs.  B.  E.  Washburn,  Mrs.  C. 
B.  Ward. 

The  Woman’s  Auxiliarj’  to  Skagit  County  Medical 
Society  held  a meeting  January  23  at  Anacortes,  at  the 
home  of  Mrs.  S.  G.  Brooks.  The  following  officers 
were  elected  for  the  ensuing  year : president.  Mrs.  S. 
G.  Brooks  of  Anacortes;  first  vice-president,  Mrs.  M. 
T.  MacAvelia  of  Burlington;  second  vice-president, 
Mrs.  E.  C.  Ruge  of  Sedro  M'^oolley ; secretary-treasur- 
er, Mrs.  Austin  Shaw  of  Anacortes. 


REPORTS  OF  SOCIETY 
MEETINGS 

OREGON 

CLATSOP  COUNTY  MEDICAL  SOCIETY 
Pres.,  Joseph  McConnell.  Secty.,  R.  W.  Kullberg 
Clatsop  County  Medical  Society  held  a meeting  at 
Astoria,  January  25.  The  following  officers  were  elec- 
ted for  the  ensuing  year : president,  L.  M.  Spalding  of 
Astoria;  vice-president,  J.  E.  Vinson  of  Seaside;  sec- 
retary. O.  C.  Hagmeier  of  Astoria. 

The  business  session  was  followed  by  a dinner  in 
connection  with  the  Clatsop  County  Dental  society  and 
the  Ladies  Auxiliary  of  the  medical  society.  The  guest 
speaker  was  A.  M.  Webster  of  Portland  who  spoke  on 
the  relation  of  the  county  medical  society  to  the  public. 


POLK-YAMHILL-MARION  COUNTIES  SOCIETY 
Pres.,  J.  W,  Van  Winkle;  Secty..  W.  W.  Banm 
Polk-Yamhill-Marion  Counties  Medical  Society  held 
two  meetings  last  month  That  of  February  14  was 
held  in  the  Masonic  temple  when,  a paper  was  pre- 
sented by  M.  A.  Howard. 

On  the  evening  of  February  18  at  the  same  place  a 
meeting  was  held,  when  W.  W.  Newman  of  San  Fran- 
cisco read  a paper  on  “Heart  Disease.” 


WASHINGTON 

COWLITZ  COUNTY  MEDICAL  SOCIETY 
Pres.,  J.  L.  Norris;  Secty.,  A.  F.  Birbeck 
Cowlitz  County  Medical  Society  held  a meeting  at 
Longview.  Feb.  14,  in  conjunction  with  the  County 
Dental  Society,  with  president  J.  L.  Norris  in  the  chair. 

G.  L.  Boyden  of  Portland  read  a very  interesting 
paper  on  “Chronic  Maxillary  Sinusitis  and  Overlooked 
Chronic  Mastoids.”  Dr.  Loomis  of  Portland  gave  a 
paper  on  “Trifacial  Neuralgia.” 

J.  W.  Henderson  of  Longview  gave  a talk  on  “Medi- 
cal Economics  as  it  Applies  to  the  Medical  and  Dental 
Profession.” 

The  meeting  was  well  attended  by  doctors  and  den- 
tists from  surrounding  districts. 


KING  COUNTY  MEDICAL  SOCIETY 
Pres.,  C.  E.  Gray;  Secty.,  V.  W.  Spickard 
King  County  Medical  Society  held  its  first  regular 
monthly  meeting  at  the  auditorium  of  the  Medical 
Dental  Building,  February  6,  president  Gray  presiding. 
Minutes  of  the  regular  meeting  of  January  23  were 
read  and  approved.  The  following  were  voted  into 
membership : W.  S.  Brown,  H.  W.  Mikkelsen  and  N. 

Sarro.  Applications  for  membership  were  read  from 
L.  F.  Friend,  K.  M.  Soderstrom  and  G.  E.  Wilson. 

C B.  Ward  delivered  an  address  on,  “Carcincma  of 
the  Face  and  Oral  Cavity’’,  illustrated  by  many  lantern 
slides.  Many  pictures  were  presented  showing  can- 
cerous growths  of  the  face,  lips,  nose,  tongue  and 
mouth  which  were  treated  by  radium.  C.  H.  Nickson 
presented  slides  of  microphotographs  of  sections  illus- 
trating cases  described  by  Dr.  Ward.  He  described 
the  clinical  picture,  illustrating  radiosensitivity  and  the 
classification  of  the  different  lesions.  The  importance 
was  emphasized  of  the  work  of  a physicist  with  that 
of  the  clinician  and  pathologist.  The  paper  was  dis- 
cussed by  M.  F.  Dwyer,  L.  L.  Stephens,  D.  V.  True- 
blcod  and  R.  W.  Perry. 

A.  C.  Crookall  read  a paper  on  “Influence  of  the 
Depression  upon  the  Medical  Profession”.  The  unsat- 
isfactory conditions  of  the  medical  profession  at  this 
time  is  due  to  the  great  change  in  the  cost  of  dis- 
tribution of  medical  care  which  has  taken  place  during 
the  last  forty  years.  Instead  of  the  family  physician 
controlling  the  situation  and  assuming  the  entire  re- 
sponsibility of  the  sick,  this  is  now  distributed  among 
the  specialists,  hospitalization,  trained  nurses,  labora- 
tory and  roentgenographic  services,  etc.  This  leaves 
a minimum  of  renumeration  for  the  service  of  the 
doctor.  After  analyzing  the  roles  presented  by  clinics, 
groups  of  physicians,  lodges  and  the  like,  he  advocated 
that  the  county  society  itself  assume  control  of  the 
situation  and  by  some  form  of  bureau  practice  dis- 
tribute the  care  of  the  sick  among  the  ranks  of  its 
members  instead  of  having  it  concentrated  in  the  hands 
of  a few.  It  was  voted  that  committees  be  appointed  to 
study  this  question  and  later  report  a course  of  action. 

SKAGIT  COUNTY  MEDICAL  SOCIETY 
Pres.,  A.  B.  Cook;  Secty.,  Austin  Shaw 
Skagit  County  Medical  Society  held  a meeting  Jan- 
uary 23  at  Anacortes  with  president  A.  B.  Cook  in 
the  chair.  The  following  program  was  presented.  A.  H. 
Peacock  of  Seattle  gave  an  address  on  "Medical 
Economics.”  Roger  Anderson  of  Seattle  demonstrated 
his  apparatus  for  the  treatment  of  fractures.  Alfred 
Balle  of  Seattle  delivered  an  address  on  “Pathology 
of  Lung  and  Kidney  Tissues.”  The  Ladies  Auxiliary 
to  the  medical  society  subsequent!}'  entertained  the  soc- 
iety and  visiting  physicians  at  the  home  of  Mrs.  S.  G. 
Brooks. 


SNOHOMISH  COUNTY  MEDICAL  SOCIETY 
Pres.,  A.  G.  Kesling;  Secty.,  S.  E.  C.  Turney 
Snohomish  County  Medical  Society  held  a meeting 
at  Everett,  February  10  at  8 p.m..  in  the  Medical  Den- 
tal Building.  Twenty-five  of  the  forty-four  members 


March,  1933 


society  meetings 


125 


of  the  society  were  present.  A unanimous  vote  of 
sympathy  was  voted  for  Mrs.  Mead  on  the  occasion 
of  the  recent  death  of  her  husband,  C.  A.  Mead.  Eulo- 
gies were  expressed  by  many  members  for  the  doctor 
as  a man,  friend  and  physician. 

N.  L.  Thompson  made  a report  of  the  Committee  of 
Seven  of  the  State  Medical  Association  regarding  the 
investigations  of  medical  economics.  He  requested  that 
a committee  of  five  be  appointed  by  the  society  to  fur- 
ther the  investigation  of  the  state  committee. 

A symposium  on  diseases  of  the  heart  was  presented. 
L.  G.  Woodford  read  a paper  emphasizing  the  import- 
ance of  roentgenologic  measures.  J.  F.  Beatty  dis- 
cussed the  disorders  of  the  pulse,  placing  special  em- 
phasis on  clinical  examination.  W.  V.  Fulton  pre- 
sented a paper  on  therapeusis  in  cardiac  infection  and 
H.  J.  Greer  discussed  the  use  of  digitalis,  pointing  out 
that  the  English  leaf  probably  is  superior  in  potency 
and  glucosides  to  the  American  leaf. 

O.  F.  Lamson  and  G.  R.  Dempsay  were  guests  from 
Seattle.  Dr.  Lamson  gave  an  analysis  of  herniotomies 
at  Seattle  Orthopedic  Hospital,  emphasizing  some 
points  in  surgical  technic. 


SPOKANE  COUNTY  MEDICAL  SOCIETY 
Pres.,  F.  W.  O’Neill;  Secty.,  R.  T.  Flaherty 
Spokane  County  Medical  Society  held  its  regular 
monthly  meeting  at  Spokane  February  9 at  the  Paulsen 
Medical  Dental  Building,  with  president  F.  W.  O’Neill 
in  the  chair. 

E.  S.  Jennings  presented  a paper  on  “Intraabdominal 
Catastrophies.”  G.  H.  Anderson  read  a paper  on  “Ab- 
dominal Symptoms  in  Cardiac  Disease.” 


WALLA  WALLA  VALLEY  MEDICAL  SOCIETY 
Pres.,  E.  L.  Whitney;  Secty.,  C.  J.  Johannesson 
Walla  Walla  Valley  Medical  Society  held  a meeting 
at  Marcus  Whitman  Hotel,  Walla  Walla,  February  9, 
following  a dinner  served  at  6 :30.  There  was  an  at- 
tendance of  37,  including  members  from  Pasco  and 
Pomeroy. 

C.  B.  Ward  of  Seattle  delivered  an  address  on,  “Re- 
cent Advances  in  Treatment  of  Cancer.”  He  discussed 
particularly  cancers  in  the  region  of  the  neck,  mouth, 
face  and  eyes,  calling  attention  to  the  types  yielding 
most  readily  to  treatment  by  radium.  Special  em- 
phasis was  placed  on  careful  microscopic  examination 
of  diseased  tissues.  D.  H.  Nickson  of  Seattle  dis- 
cussed the  microscopic  appearance  of  different  types 
of  cancer,  emphasizing  the  necessity  of  cooperation  be- 
tween the  clinician  and  the  pathologist.  Both  diseases 
were  illustrated  by  microscopic  slides. 

ANNOUNCEMENTS  OF  MEETINGS 
INTERNATIONAL  GOITER  CONFERENCE 
Ti.e  American  Association  for  the  Study  of  Goiter 
has  arranged  for  a large,  represent  :ive  American 
Delegation  to  go  to  the  International  Goiter  Conference 
at  Berne,  Switzerland,  August  10-12. 

The  delegation  will  be  made  up  of  officers  and  mem- 
bers of  the  Executive  Council,  the  members  of  the 
Invitation  Committee,  the  Geographic  and  Delegates- 


at-large  of  the  A.  A.  S.  G..  representatives  of  the 
leading  goiter  clinics,  the  National  Medical  and  Surgi- 
cal bodies  of  Canada  and  the  United  States,  and  those 
from  the  United  States  Army,  Navy  and  Bureau  of 
Public  Health. 

The  Committee  in  charge  of  mobilization  of  the 
Delegation  has  secured  an  exceptionally  low  rate  for 
the  voyage  on  the  S.S.  Pres.  Roosevelt  of  $215.55  from 
New  York  to  Havre  and  return.  The  sailing  date  is 
July  26  and  the  ship  should  reach  the  French  port 
August  33.  This  will  allow  sufficient  time  for  a 
leisurely  trip  to  Berne,  with  two  or  three  days  for 
Paris.  The  return  voyage  may  be  made  on  any  cabin 
vessel  of  the  line  by  payment  of  the  regular  tariff  of 
berths  on  vessel  selected,  less  approximately  one-half 
of  the  amount  of  reduction  allowed  on  the  round  trip 
passage  on  the  Harding  Roosevelt  class. 

A special  feature  of  the  going  voyage  will  be  a most 
attractive  and  educational  round-table  goiter  discus- 
sion program.  There  will  be  daily  sessions,  each  one  of 
which  will  be  conducted  by  some  outstanding  man. 

Members  of  the  profession  in  good  standing  in  their 
State  or  Provincial  Societies  who  may  wish  to  join 
the  Delegation  in  an  unofficial  capacity  but  allowed 
full  participation  in  the  voyage  program  and  the  re- 
duced S.S.  rates,  may  do  so  by  communication  with 
the  Geographic  Delegate  of  their  Section,  any  member 
of  the  Invitation  Committee,  or  Dr.  J.  R Yung,  Cor- 
responding Secretary,  Terre  Haute,  Ind.  Proof  of  so- 
ciety standing  will  be  required  and  should  accompany 
request  for  enrollment,  which  is  necessary  before  book- 
ing arrangements  can  be  made  with  the  S.S.  agents  in 
charge  of  transportation  matters.  Dr.  J.  C.  Moore, 
Cobb  Building,  Seattle,  Wash.,  is  the  Delegate  for  the 
Northwest  Section  (Oregon  and  Wasliington). 

Members  of  the  Medical  profession,  interested  in 
goiter,  who  are  contemplating  going  to  Europe  in  1933 
should  not  fail  to  take  advantage  of  this  exceptional 
opportunity. 


NECESS.-VRY  INCIDENTAI.  EXPENSES  OF  TRIP 
NEW  YORK  TO  BERNE  AND  RETURN 

U.  S.  passport  $10.00 

U.  S.  revenue  S.S.  Ticket  Tax  5.00 

French  transit  visa  (good  for  30  days) 20 

French  regular  visa  (not  necessary  unless  desir- 
ous of  remaining  in  France  longer  than  30  days)  2.00 

French  debarkation  tax  2.75 

French  embarkation  tax  2.75 

*Railroad  fare  from  Havre  to  Berne  and  return..  20.10 


*Note : This  is  the  regular  fare,  but  we  expect  to 

obtain  a lower  rate  for  the  Delegation. 


A DAY  WITH  THE  CIRCULATION 
The  Tacoma  Surgical  Club  will  stage  its  Annual 
Scientific  Session  on  Saturday,  April  8.  The  subject 
of  the  day  of  intensive  study  will  be  “The  Circulatory 
System.”  The  morning  and  afternoon  sessions  will  be 
held  at  the  Tacoma  General  Hospital  and  Medical  Arts 
Building,  and  the  evening  session  at  the  Union  Qub. 

Tlie  guest  of  honor  will  be  Dr.  Emile  F.  Holman, 
Professor  of  Surgery,  Stanford  University,  San  Fran- 
cisco. The  profession  is  invited.  Below  is  the  pro- 
gram. 
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MORNING  SESSION 

8:30  to  10:30  a.m.  Demonstration  To  Small  Groups. 

at  Tacoma  General  Hospital. 

Circulation  of  the  Neck,  W.  A.  Niethammer. 
Circulation  of  the  Upper  Extremity,  C.  P.  Gammon. 
Lower  Extremity,  P.  C.  Kyle. 

Abdomen,  C.  W.  Whitaker. 

Coronary  Injections,  Anatomic  Club. 

Kidney,  Bladder  and  Prostate,  H.  S.  Argue. 

Female  Genitalia,  A.  L.  Schultz,  W.  Weldon  Pascoe. 
Bones  and  Joints,  W.  H.  Goering. 

10:30  to  12:00  a.m.  Amphitheater  Demonstrations. 
Arterial  Suture,  E.  C.  Yoder. 

Sympathetic  Ganglia,  B.  A.  Brown. 

Ligation  of  Arteries,  R.  C.  Schaeffer. 

Circulation  of  the  Brain  and  Pathology,  D.  L.  Martin. 
Arteriography,  Hilo  Harris. 

Remarks,  E.  F.  Holman. 

AFTERNOON  SESSION 

2:00  to  5:00  p.m.  Auditorium,  Medical  Arts  Building 
W.  B.  McCreery,  President 
Aneurism  of  Large  Arteries,  R.  H.  Beach. 

A New  Operation  for  the  Shunting  of  the  Portal  Cir- 
culation in  Hepatic  Cirrhosis.  E.  F.  Holman. 
Pulmonary  Thrombosis  and  Embolism,  S.  F.  Herrmann. 
Heart  Surgery,  H.  G.  Willard. 

Experimental  Studies  in  Cardiac  Enlargement  (a)  due 
to  Hypertrophy;  (b)  due  to  Dilatation,  E.  h.  Hol- 
man. 

Genitourinary  Bleeding,  C.  S.  Pascoe. 

Bone  and  Joint  Circulation,  E.  A.  Rich. 

Mesenteric  Thrombosis,  R.  D.  Wright. 

Angioma,  S.  M.  MacLean. 

Vasomotor  Diseases,  L.  J.  Hunt. 

Control  of  Pain  in  Pregangrenous  Arteriosclerosis  and 
Thrombo-Angiitic  Ischemia,  E.  F.  Holman. 

EVENING  SESSION 

6:30  p.m.  Dinner,  Union  Club. 

Toastmaster,  W.  B.  McCreery,  President. 

Address : Fundamental  Principles  Underlying  the  Sur- 

gery of  the  Large  Arteries;  Clinical  and  Experi- 
mental Observations,  E.  F.  Holman. 


BOOK  REVIEWS 

Sex  and  Internal  Secretions.  A survey  of  recent 
research.  Contributors : Edgar  Allen,  C.  B.  Bndg^, 
C.  H.  Danforth,  E.  G.  Doisy,  L.  V.  Domm,  E.  T. 
Engle,  R.  G.  Gustavson,  C.  G.  Hartman,  F.  L.  Hisavv, 
Mary  John,  F.  C.  Koch,  F,  R.  Lillie,  C.  R.  Moore,  J. 
P Pratt,  Oscar  Riddle,  A.  E.  Severmghans,  P.  E. 
Smith,  C.  P.  Stone,  C.  A.  Turner,  B.  H.  Wilher,  Emil 
Witschi.  Edited  by  Edgar  Allen,  University  of  Mis- 
souri. With  foreword  by  Robert  M.  Yerkes,  Yale 
University.  951  pp.  $10.00.  The  W^illiams  & ^Vilkins 
Co.,  Baltimore,  1932. 

This  volume  presents  a symposium  on  the  subject  of 
sex  and  the  factors  that  tend  to  favor  the  development 
and  maintenance  of  the  sexual  characteristics.  It  is 
pointed  out  that  there  is  no  such  entity  as  sex.  “We  do 
not  know  ‘sex’  but  only  sexes”  ; there  are  potentialities 
within  the  fertilized  ovum  for  development  in  either  of 
two  ways,  i.e.,  male  or  female,  and  the  genic  hor- 
monal and  other  factors  influencing  these  potentialities 
are  discussed  in  detail.  That  malcness  and  fcmaleness 
arc  not  predetermined  entirely  by  factors  involved  in 
the  formation  of  the  fertilized  ovum  has  long  been 
recognized.  The  recognition  of  the  mode  of  opera- 
tion of  hormones  as  well  as  other  factors  in  this  field 
is  a product  of  relatively  recent  scientific  study.  Dan- 
fortli  states,  ‘‘The  chromesomal  pattern,  the  endocrine 
output  and  the  metabolic  level  have  each  in  turn  been 
considered  as  the  product  of  sex,  and  as  its  cause;  in 
recent  years  it  has  become  increasingly  evident  that  no 
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one  of  these  can  be  considered  adequately  without  ref- 
erence to  the  others.’’ 

review  of  the  intensive  study  of  these  influences 
as  evidenced  in  gradually  increasing  complexit}'  pre- 
sented in  insects,  amphibians,  birds  and  mammals,  to- 
gether with  a detailed  report  on  the  work  that  has  been 
done  on  hormones  from  ovary,  testes  and  anterior  pitu- 
itary, has  been  compiled  by  specialists  in  their  particu- 
lar fields.  The  book  in  a masterful  manner  and  in 
lucid  verbiage  presents  facts  which  remove  the  biology 
of  sex  from  the  field  of  mysticism.  This  volume  is 
more  than  a reference  book  on  sex  and  internal  secre- 
tions. It  presents  not  only  the  facts  as  already  re- 
vealed with  a splendid  bibliography  appended,  but  also 
points  out  the  directions  in  which  further  work  and 
investigation  might  well  be  prosecuted.  It  is  a book 
which  every  physician  will  profit  by  reading. 

C.  F.  Davidson. 

The  Action  of  the  Living  Cell.  Experimental  Re- 
searches in  Biology.  By  Fenton  B.  Turck.  308  pp.  $3.50. 
The  Macmillan  Co.  New  York,  1933. 

This  work  is  an  outgrowth  of  the  author’s  early  in- 
vestigation concerning  the  nature  of  so-called  shock 
in  animals.  At  the  time  these  investigations  began 
shock  was  considered  to  be  of  psychoneurogenic  origin. 
The  earlier  work  of  the  author  indicated  that  this  was 
not  the  case ; that  the  train  of  events  termed  shock  are 
due  to  the  liberation  from  injured  cells  of  a toxic  entity 
first  termed  by  him  shock  toxin  and  later  cytost.  This 
conclusion  was  substantiated  by  experimental  evidence 
gleaned  from  the  higher  animals,  unicellular  organisms 
and  plant  life.  For  example,  when  an  animal’s  limb 
was  first  ligated  and  the  tissues  then  subjected  to 
crushing  injury,  shock  did  not  occur  until  the  ligature 
was  released  hours  subsequently.  Large  skin  areas 
were  burned  on  one  animal  and  these  areas  were  then 
excised  and  transplanted  to  a normal  animal  and  the 
skin  from  the  latter  transplanted  to  the  burned  animal. 
The  first  animal  did  not  develop  shock;  the  second 
animal,  final  host  of  the  burned  area,  promptly  de- 
veloped shock. 

These  are  examples  of  the  numerous  experiments 
conducted  by  the  author,  all  tending  to  demonstrate 
that  shock  is  due  to  a toxic  substance  developed  in  the 
injured  cell,  which  he  terms  cytost.  He  considered 
cytost  as  a toxic  substance  released  from  injured, 
dying  or  dead  cells,  a result  of  autolysis  of  the  cell. 
Acting  upon  this  surmise  he  removed  normal  tissue, 
permitted  it  to  autolyze  under  sterile  conditions  and 
then  injected  an  aqueous  extract  of  this  tissue  intra- 
venously into  normal  animals.  This  produced  all  the 
symptoms  of  shock  and  resulted  in  death  of  the  animal 
either  immediately  or  delayed,  according  to  the  amount 
of  extract  injected.  By  injecting  a sublethal  amount 
at  varying  intervals  he  was  able  to  produce  interesting 
chronic  tissue  changes.  Arteriosclerosis,  duodenal  ul- 
cers and  nephritis  were  common  findings.  In  a kitten 
aged  four  months  premature  senility  was  produced  by 
chronic  toxicity  from  cytost.  The  field  of  thought 
opened  by  these  experiments  is  large  and  the  work  has 
direct  bearing  on  both  internal  medicine  and  surgery. 

The  author’s  experiments  demonstrated  that  cytost 
may  be  released  by  action  of  various  agents  on  the 
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body  cells,  among  which  are  traumatism,  chemicals, 
muscle  fatigue,  starvation,  prolonged  distention  of 
hollow  muscular  organs,  chronic  congestion,  prolonged 
anesthesia,  et  al.  One  of  his  methods  of  producing 
cytost  was  the  injection  of  chloroform,  absolute  alcohol 
or  ether  intramuscularly.  When  .25  cc.  was  injected 
biweekly,  after  five  or  six  months  these  animals 
died  of  chronic  nephritis.  Another  phase  of  the  au- 
thor’s experimental  work  is  the  effect  of  cytost  on 
cells  growing  in  tissue  cultures.  In  large  amounts  it 
inhibited  all  growth  and  activity;  in  small  amounts  it 
stimulated  both  growth  and  activity.  This  phase  of  the 
subject  is  treated  at  some  length,  the  author  applying 
the  results  of  his  experimentation  and  deductive  reas- 
oning to  the  practical  aspect  of  medicine.  A specific 
cause  for  the  beneficial  effect  of  judicious  exercise  is 
suggested;  also  the  toxic  state  of  fatigued  muscle  and 
even  the  source  of  a general  feeling  of  well  being  are 
explained.  One  can  summarize  the  subject  matter  of 
this  book  by  saying  that  it  contains  rich  food  for 
thought  along  practical  lines.  O.  J.  West. 

General  Surgery.  Practical  Medicine  Series  of  Year 
Books,  1932.  Edited  by  Evarts  A.  Graham,  A.B.,  M.D.. 
Professor  of  Surgery,  Washington  University  School 
of  Medicine,  St.  Louis,  etc.  816  pp.  The  Year  Book 
Publishers,  Chicago. 

This  volume  again  lives  up  to  its  title.  It  contains 
practically  all  that  is  new  in  surgery.  But  the  com- 
ments by  the  editor  on  various  procedures  make  it  of 
tremendous  practical  value.  It  has  two  distinct  appeals. 
The  general  man  who  casually  peruses  through  the 
book  will  find  various  technical  aids  such  as  the  “zip- 
per stitch.”  He  will  also  find  general  trends  in  sur- 
gery. He  will  notice  that  spinal  anesthesia  still  has  its 
protagonists  and  antagonists,  although  there  is  a trend 
to  use  it  sensibly  for  specific  cases.  He  will  notice  the 
closer  union  of  surgery  with  internal  medicine.  He 
will  see  the  effect  of  acid-base  equilibrium  upon  burn 
cases,  dehydration  in  poor  wound  union.  He  will  also 
get  an  excellent  review  of  goiter,  appendicitis,  gall- 
bladder and  liver  disease  and  orthopedic  surgery.  He 
will  find  a suggestion  that  the  ovaries  play  a part  in 
breast  cancer  and  pituitary  in  cancer  of  the  cervix. 

The  best  service  of  the  book  is  to  the  man  who 
wants  specific  information.  Through  its  adequate  in- 
dex he  can  easily  find  such  things  as  skin  varnish  for 
surgery  of  children,  the  copper  treatment  for  excoreat- 
ed  skin  around  fistulae.  He  will  find  specific  tech- 
nics and  such  valuable  information  as  that  avertin 
depresses  liver  function  5 to  30  per  cent.  All  in  all, 
the  reviewer  believes  it  the  best  value  he  has  seen  for 
a year  in  general  surgical  literature  and  highly  recom- 
mends it.  Metheny 

Grit,  Grief  and  Gold.  A True  Narrative  of  an  Al- 
aska Pathfinder.  By  F.  B.  Whiting,  M.  D.  247  pp, 
$2.00.  Peaccck  Publishing  Co..  Seattle.  1933. 

Tales  of  the  Klondyke  gold  rush  are  bound  to  be- 
come more  or  less  legendary  as  the  years  pass  on.  In 
this  volume  are  recounted  real  experiences  connected 
with  the  opening  of  this  great  country  by  gold  seekers 
and  settlers.  Special  interest  pertains  to  this  book  since 
its  author  is  a well  known  physician  of  Seattle,  who 
was  surgeon-in-chief  in  the  construction  of  one  of  the 
railroads  which  is  herein  depicted.  The  especial  pur- 


pose of  this  volume  is  a tribute  to  Michael  J.  Hency, 
the  distinguished  and  noted  contractor  who  built  the 
White  Pass  and  Copper  River  railroads,  involving 
engineering  feets  seldom  equalled  in  railroad  construc- 
tion. Each  chapter  of  the  book  describes  an  incident 
connected  with  this  work,  depicting  occurrences  which 
could  occur  only  in  such  a wild  and  primitive  section 
as  Alaska.  .Any  one  interested  in  the  development  of 
this  huge  territory  and  the  opening  up  of  virgin  gold 
fields  will  find  satisfaction  and  pleasure  in  reading  this 
volume. 

j\IiNOR  Surgery  of  the  Urinary  Tract.  By  Her- 
mon  C.  Bumpus,  Jr.,  Ph.B.,  M.D..  M.S.  in  Urology, 
F..A..C.S.,  Section  of  Urology,  The  Mayo  Clinic.  With 
a chapter  on  Carbuncles  by  John  L.  Cernshaw,  M.D., 
Section  of  Urology,  The  Mayo  Clinic.  And  a chapter 
on  Postoperative  Care  by  Anson  L.  Clark,  M.E..  M.D., 
Section  of  Urology,  The  Mayo  Clinic.  With  57  illus- 
trations. 124  pp.  $3.00.  W.  B.  Saunders  Company, 
Philadelphia  and  London.  1932. 

Modern  treatment  of  disease  of  the  urinary  tract 
was  ushered  in  by  the  cystoscope.  These  methods  of 
treatment  were  further  given  a great  impetus  by  the 
application  of  the  high  frequency  current.  The  trans- 
urethral method  which  has  recently  received  such  great 
popularity  is  the  method  of  choice  for  removal  of 
stones,  bladder  tumors,  and  has  more  recently  been 
perfected  for  the  treatment  of  prostatic  hypertrophy 
by  the  employment  of  electrocoagulation.  This  volume 
offers  a concise  description  of  transurethral  surgery. 
There  are  chapters  on  caruncle  and  stricture  of  the 
urethra,  hypertrophy  and  carcinoma  of  the  prostate 
gland,  stones,  tumors  and  infections  of  the  bladder, 
stones  in  the  ureter.  Abundant  illustrations  amplify 
the  descriptions  of  the  text.  This  is  a valuable  contri- 
bution to  surgery  of  the  urinary  tract. 

Stenographic  Reports  of  the  Clinics  of  John  F. 
Erdmann,  M.D.,  F.A.C.S.,  Professor  of  Surgery  in 
Columbia  University,  etc.  Edited  by  J.  William  Hin- 
ton, M.D.,  F.A.C.S.,  Associate  Professor  of  Surgery, 
New  York  Post-Graduate  Medical  School  (Columbia 
University),  etc.  315  pages  with  39  illustrations.  Phila- 
delphia and  London : W.  B.  Saunders  Company,  1932. 
Cloth,  $4.50  net. 

This  volume,  though  it  does  not  pretend  to  be  a 
textbook  in  general  surgery,  makes  very  interesting 
reading  to  the  general  surgeon,  and  much  of  value  in 
the  way  of  technic  and  diagnosis  is  to  be  found  among 
the  various  lectures.  The  lectures  well  exemplify 
Erdmann’s  method  of  approach  to  surgical  problems 
and  the  solution  of  them.  Many  of  the  articles  are 
reprints  which  have  appeared  in  various  medical  jour- 
nals. The  volume  is  well  written  and  the  subject 
matter  interestingly  presented.  The  book  is  made  up 
of  five  series  of  lectures,  and  embraces  the  following 
groups:  general  problems  of  surgery,  appendicitis  and 
gallbladder  disease,  surgery  of  the  stomach  and  bowels, 
urologic  and  gynecologic  surgery,  and  finally,  a gen- 
eral group  ineluding  surgery  of  hernia,  the  breast  and 
other  organs.  The  important  factor  in  the  book  is 
that  in  all  the  lectures  the  author’s  personal  opinion  on 
the  subject  is  clearly  defined.  Each  lecture  is  a reflec- 
tion of  his  ideas  and  methods,  together  with  his  rea- 
sons for  these  conclusions. 

Leibly. 
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CIRRHOSIvS  OF  THE  LIVER 
ITS  CHARACTER  AND  INCIDENCE  IN  6500 
autopsies* 

Frank  R.  Menne,  M.D. 
and 

Trenton  W.  Johnston,  M.D. 

PORTLAND,  ORE. 

So-called  cirrhosis  of  the  liver  is  a manifesta- 
tion of  liver  damage  that  occurs  with  such  a wide 
variation  of  disease  pattern  in  individuals  of  all 
ages,  that  it  has  always  stood  as  a challenge  to 
clinical  interpretation  and  experimental  investiga- 
tion. From  the  early  observations  of  Laennec 
and  Hanot  down  to  the  present  time,  the  evalua- 
tion of  its  clinical  and  pathologic  characteristics 
has  stimulated  the  recording  of  a volumnious 
literature,  chiefly  noted  for  its  portrayal  of  au- 
thoritative dissensions. 

etiology  of  cirrhosis 

A consideration  of  the  etiology  of  cirrhosis  in- 
volves the  recognition  of  its  composite  structure 
of  liver  cells  in  relationship  to  the  closely  allied 
reticuloendothelial  system  (Kupffer  cells),  prob- 
ably functioning  as  a unit.  Injury  to  liver  cells 
is  known  to  occur  in  acute  infectious  diseases, 
such  as  typhoid,  pneumonia,  diphtheria  and 
septicemias  of  all  kinds.  To  these  agencies  must 
be  added  the  subacute  and  chronic  effects  of  local 
and  distant  infections,  of  tuberculosis,  syphilis 

*From  the  Department  of  Pathology  of  the  Univer- 
■sity  of  Oregon  Medical  School,  aided  by  a grant  from 
the  Rockefeller  Foundation  Research  fund. 

’Read  before  the  Fifty-eighth  Meeting  of  Oregon 
90  Medical  Society.  Klamath  Falls,  Ore.,  September 
1932. 


and  the  infestations  of  the  animal  parasites.  In 
addition,  the  role  of  specific  organic  poisons,  such 
as  alcohol,  phosphorus,  chloroform,  manganese 
and  many  other  chemicals  naturally,  accidentally 
or  therapeutically  introduced,  has  been  considered. 

It  is  logical  to  assume  that  the  preponderant 
source  of  substances  injurious  to  the  liver  is  the 
gastrointestinal  tract  drained  by  the  portal  cir- 
culation. Here  are  to  be  found  the  obnoxious 
end-products  of  digestion  as  well  as  infecting 
bacteria,  their  soluble  absorbable  toxins  or  their 
unfavorable  influence  on  the  physiology  of  the 
intestinal  tract.  While  it  is  known  that  a great 
variety  of  such  agents  affect  the  liver  adversely, 
it  has  never  been  conclusively  demonstrated 
which  of  these  may  lead  to  cirrhosis.  There  is  a 
growing  conviction  that  all  such  irritating  dis- 
turbances should  be  divided  into  ( I ) the  hepatoses 
(parenchymatous  degenerations  of  acute  intoxi- 
cations, similar  to  the  nephroses),  (2)  hepatitis, 
and  (3)  the  cirrhoses.  As  to  whether  the  latter 
may  be  considered  a specific  disease  entity,  in- 
dependent of  the  others,  is  a matter  of  great  dis- 
pute. 

If  one  rules  out  the  more  or  less  definite  modi- 
fications of  the  liver  caused  by  syphilis,  tuber- 
culosis and  the  animal  parasites,  there  remains 
the  diffuse  modification  of  the  liver  commonly 
spoken  of  as  cirrhosis,  the  etiology  of  which 
still  lies  obscured.  Of  all  of  the  possible  agencies, 
the  role  of  alcohol  has  been  most  generally  em- 
phasized. In  support  of  such  untoward  influ- 
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dice  of  alcohol  on  the  liver,  Hetenyi^  points  to 
the  greater  frequency  in  men,  and  the  diminution 
of  its  incidence  during  the  war,  while  many  other 
investigators  cite  the  common  experience  of  clini- 
cians- of  definite  alcoholic  histories  in  many  pa- 
tients suflfering  from  cirrhoses.  Against  the  con- 
cept that  alcohol  is  the  factor,  it  can  be  said  that 
fatty  liver  is  more  commonly  seen  in  association 
with  alcoholism  than  is  cirrhosis  and  it  may  be 
further  pointed  out  that  the  geographic  distri- 
tion  of  alcohol  and  cirrhosis  is  not  the  same ; and, 
further,  that  the  experimental  attempts  at  the 
production  of  cirrhosis  with  pure  alcohol  have 
given  conflicting  results.  So  that  the  cirrhotic 
effects  of  alcohol  in  the  liver  may  result  from  the 
obnoxious  biproducts,  or  it  may  damage  the  mu- 
cosa of  the  gastrointestinal  tract  with  the  con- 
sequent absorption  of  untoward  products  of  meta- 
bolism or  the  admission  of  bacteria  or  their  pro- 
ducts. Investigations  of  recent  years  lend  sup- 
t port  to  this  view.  Mallory^  and  Hall  and  Butt^ 
have  advanced  the  role  of  copper  as  a contamina- 
tion in  alcoholic  beverages  in  hemachromatosis 
and  experimental  cirrhosis. 

The  not  infrequent  association  of  overindul- 
gence in  alcohol  in  syphilitic  and  tuberculous  in- 
dividuals, as  well  as  the  prevalence  of  these  dis- 
eases among  certain  peoples,  may  explain  the  as- 
sumption on  the  part  of  various  authors  that  the 
syphlotoxins  and  the  tuberculotoxins  are  etio- 
logic  in  cirrhosis,  in  spite  of  the  fact  that  both 
syphilis  and  tuberculosis  are  common  diseases, 
while  cirrhosis  is  an  uncommon  disease.  It  must, 
therefore,  be  concluded  that  cirrhosis  is  possibly 
only  indirectly  related  to  alcoholic  consumption 
and  that  many  factors,  together  with  anatomic 
and  constitutional  irregularities,  such  as  congeni- 
tal malformations  of  the  bile  ducts,  infantilism,  as 
well  as  hyperthyroidism  (Weller^)  are  important 
^ in  the  etiology. 

Because  of  the  varied  exhibitions  of  liver 
damage,  ranging  from  the  hepatoses  to  the 
cirrhoses  and  the  different  manifestations  of  the 
latter  as  well  as  the  controversies  concerning  the 
etiology,  the  subject  of  cirrhosis  was  made  the 

1.  Hetenyi,  G.,  Liver  Cirrhosis.  Klin.  Wchnschr.  10: 
1818,  September  26,  1931. 

2.  Mallory,  F.  B.  and  Parker,  P.,  Mlerochemlcal 
Demonstration  of  Copper  in  Pigment  Cirrhosis.  Am. 
J.  Path.  7:365-372,  July  1931. 

3.  Hall,  E.  M.  and  Butt,  E.  M.,  Experimental  Pig- 
ment Cirrhosis  due  to  Copper  Poisoning:  its  Relation 
to  Hemochromatosis.  Arch.  Path.  6:1-26,  July,  1928. 

4.  Weller,  C.  V.,  Hepatic  Pathology  in  Exophthal- 
mic Goiter  and  the  Graves  Constitution.  Ann.  Int. 
Med.,  5:1055,  Feb.,  1932. 


object  of  study  of  the  International  Association 
of  Geographic  Pathology.  This  organization 
submitted  the  following  etiologic  classifications 
to  its  various  members  in  different  countries;  (a) 
fatty  cirrhosis,  (h)  Laennec’s  cirrhosis,  (c) 
pigment  cirrhosis,  (d)  syphilitic  cirrhosis,  (e) 
liver  atrophy  cirrhosis,  (f)  cholangitic  cirrhosis, 
(g)  zooparasitic  cirrhosis,  (h)  Hanot’s  cirrhosis, 
(i)  tuberculous  cirrhosis,  (j)  children’s  cirrhosis. 
Accordingly,  we  began  about  a year  ago  to  study 
the  incidence  and  character  of  cirrhosis  in  our 
autopsy  material.  All  of  the  livers  in  the  6500 
bodies  coming  to  autopsy  were  examined  for  the 
gross  and  microscopic  evidence  of  cirrhosis. 
Special  stains  were  employed  to  demonstrate  the 
presence  or  absence  of  increase  in  connective 
tissue  and  other  cellular  changes  that  characterize 
the  cirrhoses. 

A careful  study  of  our  own  specimens  disclosed 
the  presence  of  89  (1.36  per  cent)  instances  of 
cirrhosis.  It  w'as  not  possible  to  segregate  the 
different  types  according  to  the  classification  as 
submitted  without  some  modification  (fig.  1). 
According  to  our  studies  there  were  28  cases 
(31.4  per  cent)  of  atrophic  cirrhosis  (alcoholic 
atrophic  forms),  20  instances  (22.4  per  cent)  of 
syphilitic  cirrhosis,  17  cases  (19.1  per  cent)  of 
chronic  passive  congestion  cirrhosis,  16  instances 
(17.9  per  cent)  of  fatty  cirrhosis,  5 instances 
(5.6  per  cent)  of  children’s  cirrhosis,  1 instance 
(1.1  per  cent)  of  zooparasitic  cirrhosis,  and  2 
cases  (2.2  per  cent)  of  acute  yellow  atrophy  cirr- 
hosis. 

It  will  be  noted  (fig.  2)  that  during  the  last 
twelve  years  there  has  been  a gradual  increase  in 
the  number  of  autopsies.  The  incidence  of  cirr- 
hosis is  not  proportionate.  A high  level  was 
reached  in  the  years  1922  to  1925  and  then  a fall 
occurred  with  the  exception  of  1930.  The  varia- 
tions in  the  occurrence  cannot  be  adequately  ex- 
plained. The  influence  of  the  war,  improper  diet 
and  the  later  consumption  of  contraband  and  im- 
pure liquors  may  be  factors.  This  is  especially 
true  of  the  Laennec’s  type  (so-called  alcoholic 
cirrhosis)  which  appears  to  be  increasing  in  re- 
cent years. 

CLINICAL  CONSIDERATIONS 

The  essential  clinical  data  of  these  instances  of 
cirrhosis  are  exceedingly  variable  (fig.  3).  A 
w'ide  range  of  ages  from  birth  to  seventy-four 
years  was  noted.  There  were  63  cases  in  males 
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Fig.  1.  Illustrating  the  types,  incidence  and  distribution  according  to  sex,  of  the  89  instances  (1.36  per  cent) 
occurring  among  6500  autopsies.  Male  63  (10.7  per  cent):  females  26  (29.3)  percent). 


Fig.  2.  Illustrating  the  comparative  incidence  of 
number  of  autopsies  for  a period  of  12  years. 
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28 
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20 

22.4 

19.1 
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Fig.  3.  Illustrating  the  occurrence  of  ascites,  cholecystitis  and  jaundice  in  relationship  to  cirrhosis. 


and  26  in  females.  Ascites  was  a late  manifesta- 
tion, being  present  in  25  instances,  and  most  fre- 
quent in  the  Laennec’s  (atrophic)  type.  Jaundice 
was  present  in  27  (30  per  cent)  of  the  instances. 
Other  clinical  data  were  not  available,  a large 
number  of  cases  coming  under  the  jurisdiction  of 
the  coroner. 


In  general,  the  clinical  findings  of  the  cirrhoses 
are  indefinite  in  the  early  stage,  and  largely  con- 
cerned with  associate  pathologic  disturbances  in 
the  chronic  stage.  The  symptoms  are  due,  first, 
to  the  disturbances  within  the  liver  itself  that  pro- 
voke systemic  manifestations  and,  second,  to  the 
effect  on  the  portal  circulation.  A study  of  the 
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clinical  signs  of  acute  fulminating  liver  damage 
reveals  widespread  hemorrhages  from  the  nose, 
mouth,  gastrointestinal  tract,  kidneys  and  skin. 
Associated  with  these  are  severe  central  nervous 
system  symptoms,  such  as  fatigue,  headache,  in- 
somnia, irritability,  delirium,  stupor  and  coma. 
This  may  be  ushered  in  with  nausea,  vomiting, 
diarrhea,  rapid  loss  of  weight  and  the  drying  out 
of  tissues.  The  temperature  is  usually  subnormal. 
No  constant  blood  findings  are  present.  Uro- 
bilinogen, leucine  and  tyrosine  occur  in  the  urine. 
If  one  keeps  in  mind  these,  the  acute  symptoms 
of  massive  liver  damage  and  absorption  of  auto- 
lytic  waste  products  in  the  liver,  the  milder  symp- 
toms of  central  nervous  system  irritability  and 
the  vague  but  similar  gastrointestinal  symptoms 
of  the  cirrhoses  become  more  specific. 

In  the  early  stages  a feeling  of  fullness  in  the 
right  hypochondrium,  dull  pain  referable  to  the 
back,  dyspepsia,  diarrhea  or  constipation,  intestin- 
al motor  disturbances,  fatigue  and  loss  of  weight 
may  be  present  and  vary  with  the  exacerbations 
of  the  liver  damage  and  the  impairment  of  its 
function.  As  the  condition  becomes  more  chronic 
the  symptoms  are  accentuated.  The  occurrence 
of  more  pronounced  portal  block  eventually  gives 
rise  to  marked  motor  and  digestive  disturbances, 
diarrhea,  swelling  of  the  abdomen  (meteorism 
and  ascites),  dysphagia  (esophageal  varices), 
loss  of  appetite  and  weight  and  anemia  due  to 
hemorrhages  and  altered  liver  function.  The  con- 
dition may  terminate  with  general  edema  and 
cardiac  and  respiratory  failure  with  symptoms  re- 
ferable to  the  chest. 

PATHOGENESIS  OF  CIRRHOSIS 

If  it  is  logical  to  assume  that  the  derivative 
ramifying  branches  of  the  portal  vein  and  the 
bile  passages  serve  as  diffusing  channels  for  the 
etiologic  substances,  then  it  follows  that  the  dis- 
semination is  from  the  intestinal  tract  through 
the  liver  by  way  of  the  portal  vein  or  via  the  bile 
ducts.  However  complicated  and  difficult  the 
understanding  of  the  insulting  factors  may  be, 
they  are  embodied  in  (1)  the  biochemic  products 
of  digestion  and  the  bacteria  of  the  intestinal 
tract  as  far  as  portal  vein  dissemination  is  con- 
cerned, and  (2)  the  bacteria  of  the  gastroin- 
testinal tract  causing  inflammation  of  the  bile 
passages.  The  untoward  influence  of  such  ob- 
noxious substances  undoubtedly  depends  upon 
their  character,  concentration  and  rate  of  flow. 


Of  these  the  latter  eventually  becomes  of  greater 
import.  The  speed  of  the  circulation  through  the 
portal  vein  may  be  slowed  by  enfeebled  heart 
action,  narrowing  of  lumina  of  the  portal  veins 
(pylephebitis  or  angiospasm),  increased  viscosity 
of  the  blood  as  well  as  excess  cells  (leucocytic) 
and  bacteria,  or  the  pressure  of  enlarged  lymph 
nodes  on  the  larger  radicals.  Similarly  the  flow 
of  bile  may  be  retarded  by  inspissation,  calculus 
formation,  swelling  of  the  wall  (infection  direct 
or  indirect  from  the  portal  vein  radicals),  the 
pressure  of  lymph  nodes  or  tumors,  or  the  irregu- 
larities in  the  physiologic  mechanism  controlling 
the  flow  of  bile.  When  the  circulation  of  the 
blood  or  the  bile  as  well  as  lymphatic  drainage  is 
blocked,  portal  engorgement  and  icterus  make 
their  appearance.  In  the  event  that  several  or  all 
of  these  factors  become  operative,  the  obstruc- 
tion and  stagnation  tend  to  prolong  the  impinge- 
ment of  the  injurious  agents  upon  the  supportive 
and  glandular  structure  of  the  liver.  The  degree 
of  such  changes  and  the  rapidity  with  which  they 
develop  will  determine  the  subsequent  response 
in  the  liver  and  the  extent  of  the  cirrhosis. 

GROSS  PATHOLOGY  OF  CIRRHOSIS 

In  studying  the  livers  with  cirrhosis  one  must 
take  into  consideration  the  wide  range  of  the 
normal  variability  in  liver  size  in  different  in- 
dividuals. Inasmuch  as  the  majority  of  instances 
occur  late  in  life,  the  liver,  like  other  organs  with 
major  functions,  has  been  the  recipient  of  many 
pernicious  taxations  of  its  function.  It  has  by  this 
time  run  the  gauntlet  of  innumerable  constutional 
and  acquired  metabolic  demands.  There  can  be  no 
doubt  that  at  this  time  in  life  it  exhibits  the  addi- 
tional strain  of  its  serving  as  a detoxifying 
agency,  not  only  in  the  general  but  especially  in 
the  portal  circulation.  With  this  in  mind  it  is  not 
surprising  that  the  variable  causative  factors  of 
the  cirrhoses  should  produce  different  manifesta- 
tions in  the  architecture  of  the  liver. 

In  our  own  experience  as  well  as  that  of  others 
there  is  a marked  variation  in  size.  In  the  early 
stages,  when  the  liver  cells  are  for  the  most  part 
intact  and  swollen,  the  addition  of  blood  and  bile 
stasis,  histiocytic  invasion  as  well  as  edema,  the 
liver  may  be  actually  increased  in  size  and  weight. 
As  the  more  acute  condition  subsides  and  the 
fibrous  connective  tissue  increases,  and  the  liver 
cells  degenerate,  the  liver  becomes  progressively 
more  firm,  smaller;  the  lobulations  become  ac- 
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Fig.  4.  Fig. 

Fig.  4.  Autopsy,  149-3-32.  Liver  with  early  cirr- 
hosis, showing  enlargement  with  small  pseudolobull. 
Cocci  were  found  in  the  supportive  stroma.  Clinically 
marked  jaundice  with  portal  obstruction  occurred. 

Fig.  5.  Autopsy,  187-4-30.  Liver  with  moderately 
advanced  atrophic  cirrhosis  associated  with  portal  and 

centuated  and  a nodular  structure  appears  (figs. 

4,  5,  6).  The  extent  of  the  nodularity  is  depend- 
ent upon  the  volume  of  the  interstitial  fibrous 
connective  tissue  laid  down  and  its  distribution 
about  the  lobuli  or  within  them. 

The  color  of  the  liver  normally  is  dependent 
upon  the  contained  blood,  bile  and  parenchyma. 
In  cirrhosis  these  are  variably  altered  by  blood 
and  bile  stasis,  histiocytic  invasion,  edema,  fat, 
fibrous  connective  tissue  and  alterations  in  the 
liver  cells,  so  that  the  liver  may  vary  from  a deep 
green  (biliverdin)  to  brownish  red  (bilirubin  and 
blood),  to  a pale  greenish  brown  with  interlacing 
and  demarcating  bands  of  steel-blue-grey  fibrous 
connective  tissue. 

If  the  modifications  are  incipiently  produced, 
the  spongy  expansiveness  of  the  liver,  due  to  its 
rich  vascularity  and  the  stretching  of  its  capsule, 
allows  for  its  descent  into  the  abdomen  and  the 
prevention  of  early  blocking  of  the  intrinsic  bile 
ducts  (with  their  rigid  walls)  at  the  expense  of  a 
diminution  of  the  volume  flow  of  blood  through 
its  capillaries.  In  such  instances  jaundice  may 
not  be  evident  and  the  embarrassment  of  the 
portal  circulation  becomes  dominant  Vith  the 
progressive  appearance  of  (1)  splanchnic  en- 
gorgement, (2)  enlargement  of  the  spleen,  (3) 
edema,  (2)  modified  gastrointestinal  physiology, 
(5)  collateral  circulation  development  (peri- 
portal varices),  (6)  ascites,  (7)  hemorrhages  and 
(8)  eventual  systemic  circulatory  embarrassment 


5.  Fig.  6. 

biliary  obstruction  and  carcinoma  in  the  head  of  the 
pancreas. 

Fig.  6.  Autopsy,  8321.  Advanced  atrophic  cirrhosis. 
Characterized  clinically  by  portal  obstruction  but  no 
jaundice. 

with  anasarca  and  death.  On  the  other  hand,  if 
the  etiologic  agent  acts  in  a fulminating  manner 
(infectious)  with  the  rapid  occurrence  of  edema, 
swelling  of  the  liver  cells,  engorgement  of  the 
liver  capillaries,  histiocytic  invasion,  stasis  and 
proliferation  of  the  bile  capillaries  occur  in  rapid 
succession  so  that  the  liver  cannot  adjust  its 
volume,  generalized  icterus  results  and  death  may 
occur  as  a consequence  of  toxemia  from  bile  stasis 
and  liver  deficiency  with  portal  circulation  im- 
pairment in  the  background.  If  one  admits  the 
many  variations  between  these  two  more  definite 
types  as  well  as  the  possible  superimposition  of 
the  one  on  the  other,  the  possible  gross  modifica- 
tions of  the  liver  in  cirrhosis  may  be  anticipated 
and  the  disagreements  of  classifications  may  be 
explained. 

MICROSCOPIC  PATHOLOGY  OF  CIRRHOSIS 

The  concensus  of  opinion  is  that  there  is,  first, 
damage  to  the  liver  cells  about  the  peripheries  of 
the  lobules.  Such  changes  as  hydrops  rarefica- 
tion,  vaccuole  formation,  parenchymatous  and 
fatty  degeneration,  hyaline  droplet  formation  and 
subsequent  cell  death  occur.  Simultaneously  in- 
vasion of  histiocytes  and  leucocytes,  which  to- 
gether with  the  Kupffer  cell  proliferation  con- 
gregate in  the  “hepatic  trinities”,  is  noted.  The 
liver  cells  adjoining  the  injured  area  soon  exhibit 
signs  of  regeneration  by  increasing  in  size  and 
multiplying.  At  the  same  time  there  occurs  an 
increasing  number  of  invading  phagocytes  in  the 
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Fig.  7.  Fig.  8.  Fig.  9. 


Fig.  7.  Autopsy,  149-3-32.  Photomicrograph  of 
liver  in  early  cirrhosis.  Note  the  widening  of  the 
interlobular  supportive  cells.  S,  stroma;  C,  liver  cells. 

Fig.  8.  Autopsy,  187-4-30.  Photomicrograph  of  the 
liver  in  subacute  cirrhosis.  Note  the  increase  in 
stroma  (S)  with  the  wandering  cell  invasion  and  the 

interstitial  tissue  of  the  “hepatic  trinities.”  As  the 
process  continues,  newly  formed  fibrous  connec- 
tive tissue,  originating  from  the  Kupffer  cells, 
the  histiocytes  or  the  preexisting  fibrous  connec- 
tive tissue,  makes  its  appearance.  As  the  etio- 
logic  agent  continues  to  operate,  the  inflammatory 
supportive  stroma  encroaches  more  and  more  up- 
on the  parenchyma,  tending  to  produce  false 
lobulations  of  various  sizes,  as  may  be  seen  gross- 
ly or  by  the  technic  of  Johnson^.  Eventually  a 
vicious  relationship  is  established,  to  the  end  that 
the  elements  of  parenchyma  and  supportive 
stroma  become  antagonistic  to  each  other.  Grad- 
ual diminution  of  the  less  resistant  parenchyma 
and  progressive  accumulation  of  the  more  dura- 
ble supportive  stroma  eventually  lead  to  a small 
hard  nodular  liver  (figs.  7,  8,  9).  The  necessity 
for  continued  hyperplasia  often  leads  to  the 
formation  of  adenomatous  nodules  and  not  in- 
frequently to  primary  carcinoma. 

The  study  of  our  own  material  supports  the 
view  of  Moon®  and  others  who  have  pointed  out 
that  “the  histologic  evidence  of  cirrhosis  indicates 
that  it  is  the  result  of  a progressive  inflammatory 
process,  having  a proliferative  rather  than  an 
exudative  character.”  Accordingly,  recent  in- 
vestigators have  turned  their  attention  to  the  role 
of  bacteria  in  relationship  to  the  varied  gross  and 

5.  Johnson,  F.  P.,  The  Isolation,  Shape,  Size  and 
Number  of  the  Lobules  of  the  Pig’s  Liver.  Am.  J. 
Anat.  23:273,  March,  1918. 

6.  Moon,  V.  H.,  Histogenesis  of  Atrophic  Cirrhosis. 
Arch.  Path.  13:691-706,  May,  1932. 

7.  MacMahon,  H.  E.  and  Mallory,  F.  B.,  Strepto- 
coccus Hepatitis.  Am.  J.  Path.  7:299-326,  May,  1931. 


proliferation  of  bile  ducts  (B).  The  liver  cells  (C) 
are  seen  to  be  crowded  backward. 

F.g.  9.  Autopsy,  8321.  Photomicrograph  of  liver  in 
advanced  (chronic)  cirrhosis.  Note  the  compact 
hyalin,  acellular  and  spongy  character  of  the  stroma 
(S),  the  dilated  bile  ducts  (B).  The  liver  cells  (C)  are 
partially  atrophic  and  hypertrophic. 

microscopic  changes  in  the  liver.  Moon  and  his 
associates  have  cultivated  hemolytic  streptococci 
from  cirrhotic  livers.  MacMahan  and  Mallory" 
have  described  four  instances  of  streptococcic 
hepatitis.  Bacilli  have  also  been  found  by  Mal- 
lory® and  Adami®.  The  occurrence  of  cocci  in 
the  liver  in  juvenile  cirrhosis  also  lends  support 
to  the  probable  role  of  intestinal  bacteria  or  their 
products  in  many  forms  of  hepatitis  leading  to 
cirrhosis. 

In  studying  the  atrophic  and  cholangitic  cirr- 
hoses  in  our  autopsy  material  it  was  of  interest  to 
us  to  note  the  relationship  of  inflammatory  pro- 
cesses, in  particular  cholecystitis  with  cholelithia- 
sis, to  these  forms  of  cirrhosis  (fig.  10).  Six 
(2.1  per  cent)  of  the  28  instances  of  these  types 
showed  evidence  of  infected  gallbladders  with 
stone  formation.  In  15  there  was  generalized 
icterus  of  varying  degree,  while  there  was  de- 
finite damming  back  of  bile  in  the  livers  of  20 
cases.  • In  association  with  this  evidence  of  stasis, 
bile  duct  proliferation  was  marked  in  15,  moder- 
ate in  8,  slight  in  4,  and  absent  in  only  1 of  the 
28  cases.  Interstitial  fibrous  connective  tissue 
proliferation  paraded  the  bile  duct  proliferation. 
The  cells  consisted  of  histiocytes,  mononuclear 
leucocytes,  endothelial  leucocytes,  eosinophiles 
and  polymorphonuclear  leucocytes  in  addition  to 
an  increase  in  numbers  of  the  resident  Kupffer 

8.  Mallory,  F.  B.,  Cirrhosis  of  the  Liver.  Bull, 
Johns  Hopkins  Hospital,  22:69-75,  March,  1911. 

9.  Adami,  J.  G.,  The  Bacteriology  of  Progressive 
Cirrhosis  of  the  Liver.  Lancet,  2:396-400,  1898. 
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Fig.  10.  Hlstlologlo  study  of  the  instances  of  so-called  atrophic  cirrhosis  (Laennec’s  and  oholangltlc 
in  relationship  to  certain  clinical  conditions. 


cells  with  a moderate  increase  in  the  reticulum. 
Of  especial  interest  were  the  eosinophiles  and  the 
polymorphonuclear  leucocytes.  The  latter  were 
present  in  all  but  6 of  the  livers  studied.  In  an 
equal  number  (6)  they  were  pronounced,  being 
present  within  the  proliferating  bile  ducts  as  de- 
finite plugs  as  well  as  being  scattered  throughout 
the  stroma  of  the  “hepatic  trinities.”  In  these 
instances  (6)  stains  for  organisms  revealed  dip- 
lococci  (strep.  ?)  to  be  present  in  five.  Search 
for  bacteria  was  not  made  in  the  remainder  be- 
cause of  the  difficulty  in  finding  them  in  the 
more  chronic  types.  In  addition,  the  two  cases 
of  acute  yellow  atrophy  cirrhosis  yielded  positive 


cultures  of  hemolytic  streptococci  in  the  livers  and 
in  the  intestinal  tracts. 

The  occurrence  of  gallstones  and  gallbladder 
infections  in  association  with  interstitial  inflam- 
matory changes  in  the  liver,  as  well  as  the  finding 
of  bacteria,  lends  support  to  the  theory  of  the 
infectious  etiology  of  certain  instances  of  cirr- 
hosis. It  is  not  to  be  implied  that  the  bacteria 
and  their  toxins  are  the  only  causative  agents  of 
the  liver  damage.  It  must  be  assumed  that  the 
alteration  which  permits  of  the  escape  of  bacteria 
also  allows  the  passage  of  untoward  products  of 
metabolism.  Gastrointestinal  bacterial  infection 
may,  of  course,  be  the  precursor  of  the  composite 
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agency  entering  into  the  portal  circulation  or  up 
the  biliary  passages.  It  was  often  difficult  to 
determine  as  to  whether  the  changes  in  the  inter- ^ 
stitial  tissue  of  the  liver  were  secondary  to  in- 
vasion of  bacteria  through  the  portal  vein  or  by 
way  of  the  bile  ducts,  since  in  most  instances  the 
inflammation  involves  all  of  these  elements  at  the 
time  of  the  death  of  the  individual.  An  edema- 
tous character  of  the  portal  vein  radicals,  to- 
gether with  polymorphonuclear  as  well  as  other 
wandering  cells  in  the  walls  of  these  veins  within 
the  liver,  indicated  that  this  is  the  most  frequent 
source  of  the  infection.  The  rapidity  with  which 
the  bile  ducts  are  secondarily  involved  and  the 
extent  of  their  proliferation  is  seemingly  de- 
pendent upon  the  interference  with  lymphatic 
drainage,  and  the  altered  character  of  the  bile 
duct  proliferation  may,  therefore,  be  affected  by 
the  volume  and  concentration  of  the  deleterious 
agent.  The  factors  of  obstruction  appear  to  as- 
sume a secondary  augmenting  role  rather  than  a 
primary  one,  inasmuch  as  bile  duct  proliferation 
is  not  commonly  present  in  biliary  stasis  due  to 
uncomplicated  carcinoma  in  the  head  of  the  pan- 
creas. 

CLASSIFICATION  OF  CIRRHOSIS 

It  is,  therefore,  evident  that  a disease  of  the 
liver,  caused  by  so  many  etiologic  factors  that  are 
operative  over  such  a long  period  of  time  (the 
majority  of  patients  being  of  middle  age  or  past), 
should  manifest  itself  pathologically  and  clinically 
in  many  different  forms.  So  that  classifications 
have  been  for  the  most  part  based  upon  a com- 
bination of  deranged  anatomic  changes  that  vary 
with  the  individual,  the  probable  etiology  and  cer- 
tain clinical  manifestations.  MacCallum^®  speaks 
of  (1)  nodular  cirrhosis  (Laennec’s),  (2)  ob- 
structive biliary  cirrhosis,  (3)  Hanot’s  hyper- 
trophic cirrhosis,  (4)  syphilitic  cirrhosis.  In  gen- 
eral, most  of  the  clasisfications  are  similar  to  this 
or  the  one  submitted  by  the  International  As- 
sociation for  the  study  of  Geographic  Pathology, 
as  quoted  above.  Such  groupings  are  open  to 
the  criticism  that  with  the  exception  of  syphilitic 
cirrhosis  they  may  represent  stages,  with  varia- 
tions, of  one  and  the  same  process.  They  are 
based  upon  the  dominant  anatomic  change  found 
in  a given  instance. 

It  is  often  difficult  to  place  a liver  with  evident 

10.  McCallum,  W.  G.,  Text-Book  of  Pathology, 
Fifth  Kdition,  p.  303.  W.  B.  Saunders  Co.,  1932. 

11.  Mallory,  F.  B.,  Cirrhosis  of  Liver.  New  England 
J.  Med.  206:12311239,  June  16,  1932. 


interstitial  changes  such  as  described  in  the 
pathogenesis  in  the  proper  group.  Mallory^ in 
a recent  study  of  550  examples  divides  the  cirr- 
hoses  into,  (1)  alcoholic  (48  per  cent),  (2)  pig- 
ment cirrhosis  (8.9  per  cent),  (3)  healed  acute 
yellow  atrophy  (8.36  per  cent),  (4)  syphilitic 
cirrhosis  (5.09  per  cent),  (5)  colon  bacillus  cirr- 
hosis (4.5  per  cent),  (6)  obstructive  cirrhosis 
(4.36  per  cent),  (7)  obstructive  and  colon  bacil- 
lus cirrhosis  (0.54  per  cent),  (8)  cancer  cirrhosis 
(0.18  per  cent),  (9)  not  classified  (18.9  per 
cent).  This  classification  is  based  upon  a mixed 
anatomic  and  etiologic  terminology.  It  points 
to  the  tendency  of  culling  out  of  the  obscure 
groupings  certain  types  of  cirrhosis  caused  by 
known  chemicals  or  organisms.  It  leaves  a large 
group  of  instances  of  cirrhosis  hopefully  secluded 
in  exceedingly  variable  anatomic  designations. 

In  view  of  the  difficulty  of  the  manifold 
changes  found  in  the  study  of  such  livers  in  in- 
dividuals from  infancy  to  senility,  other  investi- 
gators have  proposed  more  simple  classifications 
based  upon  the  avenues  of  diffusion  of  the  insult- 
ing and  causative  agents  of  cirrhosis.  Accord- 
ingly Mayo^2  classified  cirrhosis  as  (1)  portal 
with  chronic  irritants,  and  biochemical  substances 
resulting  in  the  prominent  clinical  features  of 
gastric  hemorrhages  and  ascites,  (2)  biliary  with 
jaundice  as  a chief  clinical  characteristic.  Al- 
though this  is  a more  pointed  and  logical  group- 
ing, it  is  perhaps  not  sufficiently  inclusive,  inas- 
much as  it  does  not  take  into  account  the  possible 
cirrhosis  from  distant  tuberculous  and  syphilitic 
lesions  that  may  enter  the  liver  through  the  hepa- 
tic artery.  Neither  does  it  take  into  consideration 
the  lymphatic  dissemination  of  injurious  agents. 

From  the  considerations  of  the  literature  as 
well  as  a study  of  our  own  material  of  all  forms 
of  cirrhotic  liver  damage,  the  parenchymatous 
degenerations  as  well  as  interstitial  hepatitis 
(cirrhosis),  it  would  seem  that  the  following 
classification  is  more  acceptable: 

1.  Pylegenic  cirrhosis,  (a)  Bacterial,  (b) 
chemical,  (c)  combined. 

2.  Cholangiogenic  cirrhosis,  (a)  Bacterial, 
(b)  chemical,  (c)  combined. 

3.  Combined  pylegenic  and  cholangiogenic. 

4.  Arteriogenic  (arteria  hepatica).  (a)  Bac- 
terial; syphilis,  tuberculosis,  (b)  chemical;  con- 
stitutional diseases. 

12.  Mayo.  W.  J.,  The  Liver  and  Its  Cirrhosis.  J.  A. 
M.  A.  70:1361.  May  11,  1918. 
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The  division  of  the  instances  of  cirrhosis  here 
reported  according  to  the  proposed  classification 
would  be  as  follows  : ( 1 ) combined  pylegenic  and 
cholangiogenic  cirrhosis,  36  instances  (38.2  per 
cent)  ; (2)  arteriogenic  cirrhosis,  (a)  syphilitic, 
20  cases  (22.4  per  cent).  The  so-called  alcoholic 
atrophic  cirrhoses,  as  well  as  those  occurring  in 
children  and  those  following  acute  yellow  atrophy, 
are  placed  in  the  first  group.  It  is  a question  as 
to  whether  or  not  the  chronic  passive  congestion 
and  fatty  cirrhoses  should  be  included  in  the  con- 
sideration. In  these  instances  the  slight  excess 
accumulation  of  reticulum  is  evidently  a response 
to  anoxemia  phenomena  (metabolic  irregulari- 
ties). It  is  our  opinion  that  they  should  not  be 
classed  with  the  cirrhoses.  A more  careful  sepa- 
ration as  to  which  of  these  are  really  pylogenic 
or  cholangiogenic  was  not  possible  at  this  late 
date  in  examination  of  our  material. 

Such  a classification  as  this  takes  into  con- 
sideration the  possible  source  of  the  injurious 
agent  and  tends  to  limit  the  clinical  and  patho- 
logic studies  to  a given  field,  in  contradistinction 
to  older  classifications  which  attempted  to  organ- 
ize varigated  clinical  and  pathologic  end-points 
into  groups.  While  the  factors  of  toxicity  and 
obstruction  to  the  portal  vein,  bile  ducts  or  lym- 
phatics may  be  more  pronounced  in  one  type  than 
in  the  other,  they  may  be  considered  applicable  to 
all  forms  of  cirrhosis.  One  is  not  justified  in 
speaking  of  “toxic”  or  “obstructive”  cirrhosis  as 
disease  entities.  It  is  more  accurate  to  refer  to 
instances  as  pylegenic  (toxic  or  streptococcic) 
cirrhosis  with  either  or  both  biliary  or  portal  ob- 
struction. Then,  too,  such  a classification  has  the 
merit  of  directing  channels  of  investigation 
(clinical,  pathologic,  and  experimental)  to  spe- 
cific sources,  where  concrete  etiologic  factors  may 
be  uncovered  to  the  end  that  cirrhosis  as  a form 
of  liver  disease  may  be  more  clearly  understood. 

SUMMARY 

A study  of  the  livers  from  6500  autopsies,  ac- 
cording to  the  partially  modified  classification  of 
cirrhosis  as  submitted  by  the  International  As- 
sociation for  the  study  of  Geographic  Pathology, 
reveals  the  presence  of  89  (1.36  per  cent)  in- 
stances as  follows : ( 1 ) alcoholic  atrophic  cirr- 
hosis, 28  (31.4  per  cent),  (2)  syphilitic  cirrhosis, 
20  ( 22.4  per  cent),  (3)  children’s  cirrhosis,  5 
(5.6  per  cent),  and  2 instances  (2.2  per  cent)  of 
acute  yellow  atrophy  cirrhosis.  The  balance  of 


the  cases  were  those  occurring  in  chronic  passive 
congestion,  fatty  livers  and  parasitic  disease. 
While  these  latter  are  included  in  the  total  num- 
ber, we  question  their  consideration  as  types  of 
cirrhosis. 

A study  of  the  literature  and  our  own  material 
reveals  the  fact  that  the  specificity  of  the  causa- 
tive agency  is  unknown  but  that  chemical,  bio- 
chemic,  metabolic  as  well  as  bacterial  products 
are  involved.  Alcohol  and  other  by-products  of 
distillation  (copper)  act  only  indirectly  through 
their  eflfect  on  the  gastrointestinal  tract. 

There  is  definite  evidence  that  streptococci  of 
intestinal  tract  origin  produce  cirrhosis.  The 
gross,  clinical  and  pathologic  manifestations  of 
cirrhosis  vary  with  the  individual  and  the  causa- 
tive agents.  The  observations  of  such  end-stages 
has  lead  to  faulty  classifications. 

The  pathogenesis  involves  a disposition  of  dele- 
terious substances  through  the  portal  vein,  the 
bile  ducts,  the  hepatic  artery  and  the  lymphatics. 
Factors  of  obstruction  are  probably  augmenting 
secondary.  All  of  the  histologic  changes  are  the 
result  of  toxicity.  So  that  the  terms  “obstructive” 
and  “toxic”  cirrhosis  cannot  be  applied  as  indicat- 
ing distinctive  types. 

Our  studies  of  cirrhosis  support  the  indirect 
role  of  alcohol,  and  the  greater  factor  of  infection 
and  metabolic  products  in  the  etiology  of  cirrhosis, 
the  pathogenesis  as  determined  experimentally 
and  the  classification  as  proposed  by  Mayo 
(portal  and  biliary),  which  classification  we 
modify  by  the  inclusion  of  all  avenues  of  the 
diffusion  of  toxic  substances  that  may  excite 
cirrhosis  of  the  liver. 

Hereditary  Diabetes  Insipidus.  William  Chester 
and  Louis  Spiegel,  New  York  (Jottmal  A.  M.  A., 
March  18,  1933),  present  the  history  of  three  members 
of  a family,  with  hereditary  diabetes  insipidus.  In  the 
two  available  members,  solution  of  pituitary,  adminis- 
tered by  hypodermic  injection  and  nasal  spray,  greatly 
lowered  the  level  of  water  exchange  and  completely 
controlled  the  diabetes  insipidus  syndrome.  Polyuria 
is  never  present  at  birth.  Its  subsequent  occurrence, 
however,  can  be  readily  predicted  by  parents  acquainted 
with  the  disease,  as  in  the  instances  described  by  Weil 
in  which  the  parents  were  able  to  tell  by  the  sixth 
month  whether  or  not  the  infant  would  be  a ‘‘drinker.” 
The  important  signs  are  dissatisfaction  with  breast 
milk,  marked  restlessness,  and  nocturnal  wakefulness 
relieved  only  after  drinking  water.  At  abouut  the  age 
of  2,  paralleling  the  transference  of  the  function  of 
regulation  of  water  exchange  from  the  skin  and  gastro- 
intestinal tract  to  the  kidneys,  the  symptoms  associated 
with  the  syndrome  of  diabetes  insipidus  appear.  Thus 
there  are  nocturnal  and  diurnal  polyuria,  polydipsia, 
often  pollakiuria,  and  cuc.sesis,  the  latter  at  first  di- 
urnal and  nocturnal,  and  subsequently  nocturnal  only. 
Enuresis  may  persist  even  to  adult  life. 
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INTERSIGMOID  HERNIA 

REPORT  OF  A case  WITH  A STUDY  OF  THE 
ANATOMY  OF  THE  FOSSA* 

Warren  C.  Hunter,  M.A.,  M.D. 

PORTLAND,  ORE. 

The'  numerous  retroperitoneal  fOssae  offer 
many  sites  for  internal  hernia  and  although  much 
less  frequent  than  inguinal,  femoral  and  other 
situations,'  the  internal  hernias  are  nonetheless 
important  and  deserve  serious  consideration  in 
the  differential  diagnosis  of  intraabdominal  sur- 
gical conditions,  particularly  intestinal  obstruc- 
tion. Among  the  rarer  locations  for  internal  her- 
nia the  intersigmoid  fossa  is  only  slightly  more 
frequently  the  point  of  intestinal  obstruction 
than  protusions  of  bowel  through  the  great 
omentum,  there  being  17  recorded  cases  of  the 
latter**  and  19  instances  of  the  former,  in- 
cluding the  one  seen  by  the  writer.  Undoubtedly 
the  rarity  of  hernia  into  the  intersigmoid  fossa 
is  due  to  the  sheltered  and  guarded  location  of 
its  ostium  which  lies  at  the  root  of  the  left  aspect 
of  the  mesosigmoid,  a position  normally  rather 
inaccessible  to  t h e small  bowel.  As  Hamilton^ 
has  pointed  out,  pathologic  conditions,  such  as  a 
lengthening  of  the  mesentery  of  the  small  bowel 
resulting  from  inguinal  hernia,  imprisoning  of 
the  small  intestine  in  the  pelvis  by  means  of  ad- 
hesions (as  in  his  case),  or  a turning  upward 
and  fixation  of  the  sigmoid  colon  so  that  the 
fossa  is  exposed  (Eve’s  case),  predispose  to  in- 
tersigmoid hernia;  yet  withal  such  an  event  oc- 
curs but  rarely.  Additional  factors  tending  to  les- 
sen the  occurrence  of  hernia  here  are  absence  of 
the  fossa  in  from  20  to  30  per  cent  of  adult  per- 
sons and  the  great  variability  in  the  size  of  its 
ostium,  which  not  infrequently  is  very  small  and 
slit-like. 

An  excellent  summary  of  nine  clear-cut  exam- 
ples of  intersigmoid  hernia  appearing  in  the 
literature  between  1885,  when  the  first  case  was 
recorded  by  Eve’,  and  1924  was  published  in 

♦From  the  Department  of  Pathology,  University  of 
Oregon  Medical  School,  and  the  Pathological  Labora- 
tory. Portland  Sanitarium. 

‘Read  before  the  Forty-eighth  Annual  Meeting  of 
Oregon  State  Medical  Society,  Klamath  Falls.  Sept. 
22-24.  1932. 

••For  a review  of  the  literature  on  hernia  through 
the  great  omentum  see  Martzloff,  Karl.  Prolapse  of 
the  Intestine  through  a Performed  Opening  in  Great 
Omentum.  Surg.  Gynec.  & Obst.  50:899-902,  May,  1930. 
Also  McLean.  E.  H.,  Intestinal  Obstruction  due  to  Pro- 
lapse of  Bowel  through  Performing  Opening  in  Omen- 
tum. Northwest  Med.  31:193,  April,  1932. 

1.  Hamilton.  A.  J.  C..  Intersigmoid  Hernia.  With 
Report  of  Case.  Edinburgh,  M.  J.,  33:448-464,  July, 
1926. 

2.  Eve.  Frederic  S.,  A Case  of  Strangulated  Hernia 
into  the  Fossa  Intersigmoidea.  Brit.  M.  J.  1:1195,  June, 
13,  1885. 


the  latter  year  by  Bruce  and  Ross^.  More  re- 
cently Hamilton  has  tabulated  not  only  those  in- 
stances summarized  by  Bruce  and  Ross  but 
three  additional  ones  not  included  by  them,  thus 
bringing  the  total  to  fifteen  cases.  I shall  be  con- 
tent, therefore,  to  review  only  those  instances  of 
intersigmoid  hernia  which  have  appeared  since 
1926  and  to  add  one  of  my  own,  together  with 
some  observations  concerning  the  anatomy  of  the 
intersigmoid  fossa. 

McCarthy’s  case  seems  to  be  almost  the 
counterpart  of  that  described  by  Bruce  and  Ross, 
in  that  there  occurred  in  both  a definite  defect 
at  the  root  of  the  mesosigmoid,  through  which 
a great  deal  of  small  gut  had  passed  and  become 
strangulated.  McCarthy  found  nearly  all  of  the 
jejunum  and  ileum  projecting  through  the  meso- 
sigmoid defect  from  the  left  side  of  the  opening. 
The  gangrenous  small  bowel  was  freed  by  en- 
larging the  hole  but  resection  was  impossible  be- 
cause most  of  the  descending  and  sigmoid  colon 
were  also  gangrenous.  At  the  postmortem  ex- 
amination one  month  later  it  appeared  that  the 
sigmoid  must  have  rolled  over  to  enter  the  ring 
in  its  mesentery  from  the  right,  although  at  the 
time  the  two  were  not  in  contact. 

If  one  insists  upon  the  strict  anatomic  def- 
inition of  the  intersigmoid  fossa  as  a blind 
pouch  situated  at  or  near  the  left  base  of  the 
mesosigmoid  with  an  ostium  opening  caudally 
and  the  sac  pointing  upward,  both  Bruce  and 
Ross,  and  McCarthy’s  examples  are  open  to  ques- 
tion. The  former  offer  a plausible  explanation 
for  the  absence  of  a peritoneal-lined  sac  at  the 
time  of  necropsy  but  McCarthy  does  not.  Pos- 
sibly there  occurred  in  each  of  the  patients  a 
congenital  defect  similar  to  one  to  be  described 
later  in  this  paper.  Persistence  of  an  opening  of 
the  type  encountered  by  the  writer  in  a stillborn 
fetus  might  readily  enough  lead  to  hernia  later 
in  life.  It  is  possible  also  that  the  etiology  may 
have  been  akin  to  that  of  a case  described  by 
Siegmund®,  in  which  were  found  multiple  pa- 
per-thin bowel,  containing  pockets  on  the  right 
aspect  of  the  mesosigmoid.  Siegmund  felt  these 
might  represent  overstretched  atrophic  mesen- 
tery due  to  prolonged  pressure  by  the  small  in- 

3.  Bruce,  H.  A.  and  Ross,  J.  W.,  Intersigmoid  Her- 
nia. With  report  of  a Case  Involving  Portions  of 
Large  and  Small  Intestines.  Surg.  Gynec.  & Obst. 
39:15-18,  July,  1924. 

4.  McCarthy,  F.  P.,  Intersigmoid  Hernia  with  Re- 
port of  Case.  Atlantic  M.  J.  28:910-911,  Sept.,  1925. 

5.  McCarthy,  F.  P.,  Massive  Intersigmoid  Hernia- 
Atlantic  M.  J.  29:872-873,  Sept,  1926. 

6.  Siegrmund,  H.,  Pocket  Formation  in  Mesosigmoid 
with  Bowel  Incarceration.  Arch.  f.  klin.  Chir.  149:92- 
98,  1927, 
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testine  at  points  where  the  vessels  were  absent. 
He  emphasized  that  the  pockets  were  entirely 
distinct  from  the  intersigmoid  and  paracolic  fos- 
sae. 

Kostic’s^  patient  was  a woman,  aged  33, 
whose  complaint  was  severe  colicky  pain,  devel- 
oping suddenly  and  most  pronounced  about  the 
umbilicus,  frequent  vomiting  and  inability  to 
defecate.  Examination  revealed  marked  disten- 
sion, tympanites  and  tenderness,  especially  over 
the  left  lower  quadrant  where  muscle  spasm  was 
elicited.  Visible  peristalsis,  palpable  tumor  and 
intestinal  sounds  were  lacking.  Exploration  of 
the  abdominal  cavity  revealed  a loop  of  small 
bowel  passing  from  left  to  right  over  and  com- 
pressing the  sigmoid  colon  and  vanishing  on  the 
under  aspect,  where  a loop  was  incarcerated  in  a 
hernial  sac  at  the  root  of  the  mesosigmoid.  Af- 
ter freeing  the  bowel  there  was  found  a sharp- 
edged  fossal  opening  admitting  a finger.  The 
sac  then  widened  out  into  a roomy  pocket,  whose 
dome  lay  at  the  level  of  the  lower  pole  of  the 
kidney.  Resection  of  the  bowel  was  deemed  un- 
necessary and  the  patient  made  an  uneventful 
recovery.  Kostic  points  out  that  the  early  symp- 
toms were  of  the  type  produced  by  obstruc- 
tion of  the  small  intestine,  while  the  later  course 
pointed  to  the  obstruction  of  the  colon  dis- 
covered at  operation.  The  large  bowel  proximal 
to  the  sigmoid  was  distended  with  gas. 

The  report  of  Belitzky*  deals  with  the  findings 
in  a male,  34  years  of  age,  presenting  the  class- 
ical picture  of  acute  intestinal  obstruction  of 
three  days  duration  and  localization  of  pain  and 
tenderness  over  the  left  lower  quadrant  of  the 
abdomen.  Exploration  revealed  marked  disten- 
sion of  the  small  intestine,  one  loop  of  which 
passed  over  the  sigmoid  and  lay  in  an  opening 
on  the  external  (1  e f t)  surface  of  the  sigmoid 
mesentery.  The  incarcerated  gut,  measuring  10 
cm.  in  length,  was  freed  only  after  making  sev- 
eral incisions  through  the  margin  of  the  pocket. 
The  peritoneal  surface  of  the  incarcerated  loop 
appeared  slightly  cyanotic  but  still  shiny  and  was 
not  resected.  The  fossal  orifice  admitted  two 
fingers  for  their  entire  length  and  the  direction 
of  the  sac  was  toward  the  urinary  bladder.  The 
patient’s  condition  remained  unsatisfactory  and 
on  the  second  day  following  the  operation  he 
died,  ostensibly  from  cardiac  exhaustion. f 

7.  Kostic,  M.,  Hernia  Intersigmoidea  Incarcerata 
Zentralbl.  f.  Chir.  54:962-964,  A)pril,  1927. 

8.  Belitzky,  I.  M.,  Hernia  Intersigmoidea  Incarcer- 
ata.  Vestnik  Khir,  (Nos.  37-38)  13:356-359,  1928. 

+I  am  indebted  to  Dr.  M.  E.  Steinberg  for  translating 
this  paper  from  the  Russian. 


Although  the  case  reported  by  Kljutscharew*^ 
cannot  be  accepted  as  an  example  of  hernia  into 
the  intersigmoid  fossa,  it  deserves  mention  be- 
cause of  the  fact  that  the  small  bowel  was  incar- 
cerated in  a smooth-edged  mesentric  slit  the  size 
of  an  index  finger  at  the  root  of  the  mesosig- 
moid and  near  the  intersigmoid  fossa.  The  sig- 
moid was  collapsed  and  at  one  point  attached  to 
the  anterior  abdominal  wall  by  adhesions. 
Kljutscharew  states  that  slits  in  the  region 
of  the  intersigmoid  fossa  have  not  been  described. 
Etiologically  such  slits  may,  he  believes,  fol- 
low trauma  of  the  abdominal  wall,  inflamma- 
tory processes,  or  result  from  embryonal  devel- 
opmental disturbances.  He  mentions  that  46  in- 
stances of  bowel  obstruction  in  mesenteric  de- 
fects have  been  recorded  but  gives  no  references 
to  the  literature  nor  specifies  the  location  of 
such  openings. 

CASE  REPORT 

Clinical  record : W.F.W.,  Male,  age  66.  Admitted 

to  Portland  Sanitarium  on  Dec.  IS,  1930  at  11  A.  M. 

Past  history:  Irrelevant. 

Present  complaint : (1)  Pain  in  abdomen.  (2)  Vom- 
iting. 

During  the  night  of  Dec.  11  the  patient,  who  had  pre- 
viously been  well,  was  awakened  from  a sound  sleep 
by  acute  cramp-like  pain  in  the  abdomen.  The  condi- 
tion continued  without  abating  until  the  14th,  when  a 
physician  was  called  and  administered  a hypodermic 
injection  of  morphine.  Vomiting  began  the  day  after 
the  onset  of  pain  and  has  persisted  ever  since. 

Physical  examination  revealed  a well  nourished  old 
white  male  appearing  acutely  ill.  The  breath  had  a 
distinct  fecal  odor.  The  abdomen  was  distended,  rigid, 
very  tender  to  palpation  but  lacked  any  evidence  of 
visible  peristalsis  or  palpable  masses.  A rectal  tube 
was  inserted  soon  after  entering  the  hospital  but 
neither  feces  nor  gas  were  expelled,  although  some  gas 
was  passed  at  3:30  a.m.  on  the  16th. 

Clinical  diagnosis:  The  working  diagnosis  of  Dr. 

W.  B.  Holden,  who  was  called  in  consultation  by  Dr. 
W.  H.  Ewin,  attending  physician,  was  adynamic  ileus 
probably  resulting  from  thrombosis  of  mesenteric  ves- 
sels. 

On  admission  the  man  was  already  moribund,  with 
weak,  thready  and  rapid  pulse,  blood  pressure  too  low 
to  register  and  subnormal  temperature.  Operation  was 
considered  inadvisable  and  morphine  was  given  for  re- 
lief of  pain.  Death  occurred  on  Dec.  16,  approximately 
twenty-four  hours  after  coming  to  the  hospital. 

Laboratory  findings : Erythrocytes  5.68  million. 

Hemoglobin  104  per  cent  (Sahli).  Leukocytes  7,400 
with  70  per  cent  polymorphonuclears. 

Urine : Albumin  1 plus.  Hyaline  cast  2 plus.  .Ace- 
tone, trace. 

Autopsy  (A-58-30) 

The  abdomen  is  rounded,  tense  and  bulges  slightly  in 
the  flanks.  As  the  peritoneal  cavity  is  opened,  many 
loops  of  dark  reddish  and  markedly  distended  small 

9.  Kljutscharew,  S.,  Incarceration  of  Small  Intes- 
tine in  Slit  in  Mesosigmoid.  Zentralbl.  f.  Chir.  51:2692- 
2694,  Dec.,  6,  1924. 
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Fig,  1.  A-58-30.  Drawing  of  left  side  of  sigmoid 

colon  with  the  several  fossae  designated  by  letters 
and  their  direction  and  depth  by  arrows.  Note  that 
fossae  a,  d,  and  e extend  parallel  to  the  gut,  while  b 
and  c project  at  a right  angle  to  the  bowel  and  other 
pouches.  The  ileum  was  caught  in  fossa  "e.”  The 
thickened  portion  of  peritoneum  ending  along  a "fus- 
ion-line” has  been  shaded. 

bowel  protrude  through  the  incision.  A small  amount 
of  blood-tinged  fluid  is  present  in  the  pelvic  cavity. 
The  entire  colon  is  empty  and  contracted.  The  appen- 
dix is  short,  thin-walled  and  hangs  over  the  pelvic  brim. 
The  terminal  ileum  is  empty  and  contracted  down  to  a 
diameter  of  only  1.5  cm.  The  peritoneum  here  is 
smooth  and  glistening  and  the  bowel  wall  has  a pink- 
ish-white hue.  On  tracing  the  ileum  proximally  it  is 
found  to  lie  in  the  pelvis,  where  it  soon  loops  over  to 
the  left  side  of  the  sigmoid,  and  at  a point  45  cm.  from 
the  ileocecal  valve  is  kinked  sharply  in  a knuckle-like 
fashion.  With  only  slight  effort  the  gut  is  withdrawn 
from  a large  intersigmoid  fossa.  None  of  the  mesen- 
tery is  included  with  the  6 cm.  of  ileum  caught  in  the 
fossa.  The  knuckle  of  strangulated  gut  is  almost  black, 
inelastic  and  its  peritoneal  surface  is  coated  with  fib- 
rin. A sharp  depressed  line  over  one  surface  of  the 
bowel  marks  the  point  of  constriction  produced  by  the 
free  margin  of  the  fossal  opening.  Immediately  prox- 
imal to  the  obstruction  the  ileum  and  also  the  jejunum 
are  ballooned  out  to  a diameter  of  5 cm.  and  contain 
yellowish  fecal  smelling  fluid.  Fully  a liter  of  similar 
material  is  found  in  the  stomach.  The  esophagus  has 
twice  the  normal  caliber  and  over  the  lower  and  middle 
thirds  are  large  stercoral  ulcers  covered  by  a thin 
pseudomembrane.  The  left  internal  inguinal  ring  is 
slightly  patent  but  the  right  is  obliterated.  The  re- 
maining abdominal  and  thoracic  viscera  display  nothing 
of  importance. 

The  ostium  of  the  intersigmoid  fossa  (fig.  1,  e)  is 


oval  in  outline,  measuring  3.4  by  2 cm.  and  is  situated 
on  the  left  side  of  the  mesosigmoid  with  its  anterior 
margin  within  1 cm.  of  the  sigmoid.  The  border  toward 
the  descending  colon  is  formed  by  a whitish,  sharp- 
edged,  apparently  avascular  reflection  of  peritoneum 
terminating  along  the  posterior  aspect  of  the  sigmoid. 
Forming  the  entire  posterior  and  greater  part  of  the 
inferior  border  of  the  orifice  is  a distinctly  whitish, 
thickened  but  smooth  and  glistening  peritoneum,  con- 
taining several  small  engorged  blood  vessels.  The  last 
1 cm.  of  peritoneum  along  the  inferior  border  nearest 
the  sigmoid  is  very  thin. 

The  sac  is  everywhere  lined  by  peritoneum  in  places 
slightly  roughened  by  fibrin.  On  more  careful  exam- 
ination it  is  found  that  the  fossa  is  divided  into  three 
distinct  parts  by  adhesion  of  the  two  peritoneal  layers 
forming  its  walls.  The  portion  nearest  the  sigmoid  has 
a depth  of  5.2  cm.  and  at  first  extends  parallel  to  the 
gut,  but  because  of  the  curvature  of  the  bowel  the 
blind  end  abuts  against  the  sigmoid  not  far  from  the 
point  of  junction  with  the  descending  colon.  Where 
the  fused  parts  of  the  peritoneum  within  the  fossa 
meet  to  form  the  first  partition  to  the  middle  of  the 
free  border  of  the  fossa  the  depth  is  only  2.7  cm.  The 
second  ramification  of  the  main  fossa  has  a depth  of 
3.6  cm.  Finally,  nearer  the  base  of  the  mesosigmoid 
there  is  found  another  extension  of  the  recess  situated 
immediately  to  the  right  and  alongside  the  left  ureter. 
Unfortunately  some  of  this  sac  has  been  cut  off  in 
removing  the  specimen  from  the  body  but  the  part  re- 
maining is  3.6  cm.  deep. 

Caudal  to  the  fossal  opening  the  peritoneum  cover- 
ing the  left  aspect  of  the  mesosigmoid  is  quite  thin  and 
scarcely  visible,  but  all  of  the  membrane  posterior  to 
the  ostium  and  to  within  1.5  to  2 cm.  of  the  sigmoid 
is  whitish  and  thickened.  Here  there  appears  to  be  a 
distinct  line  of  fusion  extending  roughly  parallel  to  the 
sigmoid.  Two  cm.  cephalad  from  the  free  border  of 
the  main  fossa  and  along  the  line  just  mentioned  is  a 
whitish  peritoneal  band  reflected  from  the  left  side  of 
the  bowel  (fig.  1,  d).  Along  the  caudal  border  of  this 
fold  and  1 cm.  from  the  margin  of  the  sigmoid  is  a 
second  fossa  having  an  opening  0.2  by  0.6  cm.,  a depth 
of  0.5  cm.  and  extending  in  the  same  direetion  as  the 
large  intersigmoid  recess.  Two  centimeters  cephalad 
to  this  small  pouch  is  another  peritoneal  band  0.6  cm. 
wide,  also  coming  off  the  bowel  and  joining  the  thick- 
ened peritoneum  at  a right  angle.  Here  is  found  an- 
other pocket  (fig.  1.  c)  with  a slit-like  orifice  of  0.7 
cm.  and  a depth  of  0.6  cm.,  extending  at  a right  angle 
to  the  sigmoid  and  fossae  already  described.  Its  free 
border  is  formed  by  the  whitish  fusion-line  of  periton- 
eum. Cephalad  to  the  6 mm.  band  mentioned  above  is 
another  double  pocket.  The  inferior  part,  with  its 
free  border  formed  by  the  line  of  fusion,  has  a slit- 
like ostium  measuring  1 cm.  (fig.  1,  b).  It  is  08  cm. 
deep  and  lies  parallel  to  the  mesosigmoid  in  the  same 
manner  as  the  pocket  just  described  (c).  Separated 
from  it  by  an  adhesion  of  two  layers  of  peritoneum  is 
the  other  part  of  the  pouch  lying  quite  near  and  par- 
allel with  the  sigmoid  (fig.  1 a).  The  opening  meas- 
ures 0.2  by  1 cm.  and  the  depth  is  1.2  cm.  Five  milli- 
meters from  the  mouth  of  this  pocket  and  in  the  direc- 
tion of  the  descending  colon  is  a short  and  broad  peri- 
toneal reflection,  joining  the  sigmoid  and  fusion  line 
which  approximate  each  other  very  closely  just  ceph- 
alad to  this  point.  No  true  paracolic  recesses  are  pres- 
ent. The  peritoneum  covering  the  right  aspect  of  the 
mesosigmoid  is  quite  unchanged. 
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ANATOMIC  STUDY 

Moynihan^®  gives  credit  to  Toldt^^  for  the 
commonly  accepted  explanation  of  the  genesis 
of  the  intersigmoid  fossa.  During  the  earlier 
months  of  intrauterine  life  the  descending  colon 
has  a long  mesentery  attached  near  the  midline 
of  the  body,  but  about  the  sixth  and  seventh 
months  the  descending  colon  has  reached  its  adult 
position  outside  the  kidney  and  its  mesocolon  has 
disappeared,  Toldt  says  as  a result  of  “physio- 
logic adhesion”  between  the  left  (posterior) 
layer  of  the  mesocolon  and  the  parietal  periton- 
eum. The  fusion  process  which  begins  close  to 
the  splenic  flexure  and  spreads  downward  is 
completed  earliest  over  the  kidney,  owing  to  the 
projection  of  the  organ.  But  along  the  medial 
edge  of  the  kidney  is  a groove  preventing  the 
opposing  surfaces  from  coming  readily  into  con- 
tact and  as  a result  adhesion  may  be  delayed. 
Union  is  never  complete  at  the  lower  part  of  the 
groove  and  the  gap  so  formed  is  the  intersig- 
moid fossa,  lying  along  the  medial  margin  of  the 
kidney  over  the  ureter  and  opening  below  at  the 
back  of  the  sigmoid  mesentery.  The  process  of 
physiologic  agglutination  accounts  for  abnormal- 
ities observed  in  tbe  fossa,  irregular  adhesion 
resulting  in  branching  or  reduplication  of  the 
pouch.  Rarely  is  fusion  sufficiently  complete 
enough  to  obliterate  the  fossa  entirely. 

According  to  Huntington^^  formation  of 

the  intersigmoid  fossa  is  closely  associated  with 
the  adult  disposition  of  the  sigmoid  mesocolon 
as  part  of  the  original  primitive  vertical  dorsal 
mesentery.  In  order  to  form  a free  sigmoid  meso- 
colon there  occurs  a cessation  of  adhesion  of  the 
descending  mesocolon  and  parietal  peritoneum 
along  a horizintal  line,  extending  from  the  lateral 
margin  of  the  left  psoas  muscle  to  the  medial 
side  of  the  iliac  vessels.  This  line  then  joins  at 
a right  angle  the  attachment  of  the  distal  por- 
tion of  the  sigmoid  colon  which  partially  retains 
its  primitive  vertical  origin  to  the  dorsal  midline 
and  the  angle  so  formed  is  the  site  for  the  inter- 
sigmoid fossa. 

Amplified  only  by  the  statement  that  the  fossa 
lies  always  on  the  left  or  under  layer  of  the  meso- 
sigmoid  and  that  the  location  of  the  orifice  varies 
in  different  subjects,  the  following  description 
of  the  fossa  made  long  ago  by  Treitz^^  is  quite 

10.  Moynihan,  B.  G.  A.  and  Dob.son,  .T.  P.,  Retro- 
Peritoneal  Hernia,  2d  Ed.  p.  131.  Wm.  Wood  & Co., 
New  York,  1906. 

11.  Toldt — cited  by  Moynihan. 

12.  Hunting'ton,  G.  S.,  The  Anatomy  of  the  Human 
Peritoneum  and  Abdominal  Cavity,  p.  97.  Lea  Brothers 
& Co.,  Philadelphia,  1902. 


adequate  even  today:  “Not  infrequently  there 

can  be  found  in  the  mesocolon  of  the  sigmoid 
flexure  a depression  or  pocket  of  variable  form 
and  size.  As  a rule  the  fossa  is  about  the  size 
of  a walnut  or  a hen’s  egg,  reaching  only  seldom 
a length  of  10  centimetres.  Its  upper  closed  end 
lies  between  the  layers  of  the  descending  colon, 
while  the  opening  is  directed  downwards.  The 
margin  of  the  opening  is  soft  and  smooth,  so 
that  in  some  cases,  and  especially  in  children, 
there  may  be  merely  a shallow  depression.  In 
the  majority  of  cases,  however,  the  edges  of  the 
opening  are  sharp,  half-moon  shaped,  and  may 
narrow  or  close  the  opening.  These  folds  are 
the  more  frequently  and  the  more  plainly  to  be 
seen  the  younger  the  subject  is.” 

The  incidence  varies  considerably.  In  Moy- 
inhan’s  experience  the  fossa  was  present  in  a 
little  more  than  70  per  cent  of  bodies  examined, 
depending  somewhat  on  the  age  of  the  subjects, 
being  almost  constant  in  infants  and  less  frequent 
with  increasing  years.  PiersoB'*  says  the  pouch 
occurs  “about  three  times  out  of  four”.  Bruce 
and  Ross  found  it  in  80  per  cent  of  forty-six 
cases  examined.  Because  of  an  oversight  in 
keeping  our  records  I am  unable  to  give  the  exact 
incidence  in  our  series  but  as  nearly  as  can  be 
determined  the  fossa  was  present  in  about  70  per 
cent  of  all  bodies  coming  to  autopsy. 

A study  of  67  intersigmoid  fossae  obtained 
from  routine  necropsy  material  and  unselected 
except  for  cases  of  obvious  pelvic  or  intestinal 
disease  has  revealed  a number  of  interesting  facts 
which  are  set  down  briefly  in  tables  1 and  2.  Of 
the  67  examples  only  11  (16.4  per  cent)  con- 
form to  the  typical  textbook  description.  The 
orifice  of  all  except  two  of  these  was  situated  at 
or  near  the  root  of  the  mesosigmoid,  and  the  left 
ureter  and  common  iliac  vessels  could  be  seen 
beneath  the  fossa.  In  the  exceptions  one  margin 
of  the  fossal  opening  lay  alongside  the  sigmoid, 
one  in  a man  of  twenty-nine,  the  other  in  a 
sixty-six  year  old  woman.  With  one  exception 
the  ostia  were  crescentic,  slit-like  and  varied 
from  0.2  to  2.5  cm.,  while  the  depth  ranged  be- 
tween 0.4  and  4 cm. 

The  remaining  thirty  typical  fossae  showed  a 
distinct  whitish  line  of  thickened  peritoneum, 
sometimes  localized  to  the  vicinity  of  the  fossa 


13.  Treitz,  W.,  Hernia  Rctro-Peritonealis.  Ein  Bei- 
traf?  zur  Geachichte  innere  Hernien.  Cited  by  Moy- 
ni'han. 

14.  Picrsol,  G.  A.,  Human  Anatomy,  p.  1671.  J.  B. 
Lippincott,  Philadelphia,  1930. 
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CLASSIFIC.'VTION  OF  INTERSIGMOID  FOSSAE 

Table  1. 

Group  I — ^Typical 


a.  Single,  simple  fossa  wtihout 
fusion  line. 

b.  (1)  Single  fossa  with  fusion 
line,  no  crevices  or  pitting. 

(2)  with  fusion  line  and  crev- 
ices or  small  pits. 

c.  Typical,  but  multiple  fossae 
with  line  of  fusion. 


Age  limits  No.  under  No.  past 


of  group  50  yrs.  50  yrs. 
8 d.— 73  yr  4 4 

21—63  yr  1 2 

37—78  6 6 

30-66  6 7 


Total  No. 
in  group 

11 

4 

1 12  1 13 

0 7 6 13 

Total  41 


^ge  un- 

Males 

Females 

known 

3 

4 

7 

1 

2 

2 

CLASSIFICATION  OF  INTERSIGMOID 

Table  2. 

Group  II — Atypical 

FOSSAE 

■\ge  limits 
of  group 

No.  under  No. 
50  yrs.  50 

past 

yrs. 

Age  un- 
known 

Males 

a.  One  or  more  intersigmoid  fos- 
sae with  fusion  line  and  single 
or  multiple  parasigmoid  re- 

12-83 yrs 

12-21=4 

21-50=6 

13 

0 

19 

cesses. 

10 

b.  Shallow,  saucer-like  fossa. 

9-68 

1 

1 

0 

1 

Females 


Total  No. 
in  group 


4 23 


1 2 


c.  Defect  in  mesosigmoid. 


Stillborn 
full  term 


0 0 10  1 

Total  26 

Group  I 41 


Grand  total  67 


but  occasionally  spreading  diffusely  from  the 
fossa  to  the  mesosigmoid  root.  Four  times  there 
were  no  further  openings  of  any  kind  but  more 
frequently  (13  times)  one  to  four  tiny  shallow 
pits  or  crevices  were  present  in  the  thickened 
peritoneum.  In  thirteen  additional  sigmoids  the 
fossae  were  multiple  (2  to  5)  but  otherwise  typi- 
cal. Sometimes  the  multiple  fossae  were  separ- 
ated from  the  main  reccess  hy  only  an  adhesion 
of  peritoneum  but  more  often  the  several  pouches 
lay  along  a straight  fusion  line,  one  above  the 
other,  with  orifices  pointing  always  downward 
in  the  same  way  as  the  lowermost  and  usually 
main  fossa.  Occasionally  two  recesses  of  equal 
size  were  encountered  but  this  was  exceptional. 
The  smallest  opening  observed  in  these  groups 
measured  0.2  cm.,  the  largest  5.5  cm.  while  the 
depth  varied  between  1 and  6 cm.  Paracolic 
recesses  were  encountered  but  four  times  among 
this  series.  There  was  no  distinct  relationship 
between  the  age  of  the  patients  and  the  number, 
position  or  size  of  the  fossae. 

Almost  40  per  cent  of  the  total  number  of  sig- 
moids studied  fall  into  a distinctly  atypical  group 
(table  2),  and  of  these  almost  all  show  one  or 


more  fossae  which  may  be  termed  intersigmoid 
and  single  or  multiple  secondary  pouches,  occur- 
ring along  a whitish  fusion  line  on  the  left  aspect 
of  the  mesosigmoid.  The  detailed  account  of  the 
intersigmoid  hernia  forming  the  basis  for  this 
paper  will  suffice  as  a general  description  for  this 
complicated  class.  There  is  but  one  important 
difference  between  the  secondary  recesses  in  this 
group  and  those  classed  under  b and  c in  table 
1,  namely,  that  in  the  groups  just  mentioned  the 
fossae  point  cephalad,  while  in  the  atypical  form 
there  were  always,  in  addition  to  one  or  more 
typical  intersigmoid  recesses,  one  to  several 
others  whose  orifices  were  at  a right  angle  to  the 
intersigmoid  fossa  and  to  the  sigmoid  as  well. 
Nearly  always  the  free  border  of  the  atypical 
recesses  consisted  of  thickened  whitish  periton- 
eum, forming  a fusion-line  with  a band-like  ex- 
tension from  the  sigmoid,  joining  with  the  line 
of  fusion  and  adhesions  between  the  pouches. 
Except  for  the  anatomic  location  over  the  mes- 
osigmoid the  appearance  of  such  pockets  is  of- 
ten identical  with  the  paracolic  recesses  along 
the  left  side  of  the  descending  colon. 

In  this  group  one  margin  of  the  intersigmoid 
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SUMMARY  OF  PUBLISHED  CASES 

Table  3 


Reported  lij- 

Sex 

Age 

1885 

Eve 

F 

63 

1895 

Eccles 

M 

53 

1897 

Lambret 

M 

63 

1909 

Coley 

M 

SYz  days 

1911 

Krall 

M 

33 

1911 

Macliol 

M 

66 

1914 

Marnoch 

M 

62 

1914 

Murphy 

M 

1914 

Niiziim  & Nuzum 

M 

1918 

Taylor 

M 

21 

1923 

Erices 

M 

21 

1923 

Carling  and  Tones 

M 

47 

1923 

Smital 

M 

60 

1924 

Bruce  and  Ross 

M 

55 

1925 

McCarthy 

M 

20 

1926 

Hamilton 

F 

43 

1927 

Kostic 

F 

33 

1928 

Belitzky 

M 

34 

1932 

Present  case 

M 

66 

ostium  was  found  alongside 

the 

sigmoid  six 

times,  always  in  persons  fifty  or  more  years  of 
age.  Twice  only  was  it  more  than  5 cm.  and  in 
all  others  the  border  nearest  the  bowel  ranged 
from  1 to  4 cm.,  the  depth  between  1.5  and  6.5 
cm.  and  the  number  of  atypical  recesses  from  1 to 
9.  Paracolic  fossae  were  found  four  times.  At- 
tention is  also  called  to  the  fact  that  ten  of  the 
thirteen  examples  (table  2)  came  from  individuals 
under  fifty  years. 

Brief  mention  may  be  made  to  two  other  atyp- 
ical fossae  and  one  complete  defect  of  the  sig- 
moid mesentery.  In  a child  of  nine  years  the 
fossa  was  so  situated  that  its  nearest  border 
came  within  2 cm.  of  the  sigmoid  and  was  rep- 
resented by  a circular,  shallow,  saucer-like  de- 
pression measuring  2.5  cm.  in  diameter  and  0.8 
cm.  in  depth.  A large  vein  lay  close  to  the  mar- 
gin nearest  the  sigmoid  and  followed  the  con- 
tour of  the  fossa.  There  was  no  visible  fusion 
line.  The  second  example  of  this  kind  was  dis- 
covered in  a man  of  68,  lying  6.5  cm.  from  the 
sigmoid,  1 cm.  in  depth  and  2 cm.  in  diameter. 
A broad  line  of  fusion  containing  two  small  pits 
was  present  also. 

Finally,  there  was  found  in  a full  term  still- 
born fetus  an  oval  hole  in  the  mesosigmoid  5 
mm.  from  the  bowel.  The  opening,  which  meas- 
ured 1 Iw  0.6  cm.,  was  divided  into  unequal 
parts  by  a blood  vessel  bridging  across  the  gap. 

DISCUSSION 

A review  of  the  literature  indicates  that  the  in- 
tersigmoid  fossa  seldom  acts  as  a site  for  retro- 
peritoneal hernia.  Including  the  instance  herein 
recorded,  the  writer  has  been  able  to  find  refer- 
ence to  only  nineteen  authentic  examples  of  in- 


Description 

Treatment 

Rest 

Post-mortem  case 

Acute  obstruction 

Operation 

Death 

Acute  obstruction 

Operation 

Death 

Post-mortem  case 

Subacute  obstruction 

Operation 

Cure 

Acute  obstruction 

Operation 

Death 

Acute  obstruction 

Operation 

Death 

Acute  obstruction 

Operation 

Cure 

Post-mortem  case 

Acute  obstruction 

Operation 

Cure 

Acute  obstruction 

Operation 

Cure 

Acute  obstruction 

Operation 

Cure 

Acute  obstruction 

Operation 

Death 

Acute  obstruction 

Operation 

Death 

Acute  obstruction 

Operation 

Death 

Subacute  acute  obstruction 

Operation 

Death 

Acute  obstruction 

Operation 

Cure 

Acute  obstruction 

Operation 

Death 

Acute  obstruction 

Palliative 

Death 

tersigmoid  hernia  during  the  period  between  1885 
and  1932.  Very  probably  the  chief  reason  for  the 
rarity  of  intersigmoid  hernia  is  the  sheltered  loca- 
tion normally  enjoyed  by  the  fossa.  In  addition 
to  ptosis  of  the  small  bowel  mesentery,  fixation 
of  the  small  gut  in  the  pelvis  by  adhesions  or  ex- 
posure of  the  intersigmoid  fossa  itself  by  means 
of  adhesions  pulling  the  sigmoid  to  the  right, 
mentioned  by  Hamilton,  there  may  be  added  an- 
other possible  factor  tending  to  promote  intersig- 
moid hernia,  namely,  an  abnormal  situation  of 
the  fossa  directly  alongside  the  sigmoid  and, 
therefore,  in  a more  exposed  position  than  usual 
as  occurred  in  my  case. 

Carrying  Hamilton’s  analysis  of  the  clinical 
features  forward,  we  find  that  thirteen  of  the 
series  of  nineteen  intersigmoid  hernias  presented 
the  picture  of  acute  intestinal  obstruction,  two 
showed  recurrent  subacute  strangulation,  while 
three  were  first  discovered  at  postmortem  ex- 
amination (table  3).  In  all  except  two  instances 
(Krall,  Bruce  and  Ross)  the  hernia  con- 
tained a variable  length  of  small  bowel.  In  the 
two  exceptions  already  mentioned  portions  of  the 
sigmoid  as  well  as  small  intestine  were  included. 

A preoperative  diagnosis  of  intersigmoid 
hernia  as  such  is  scarcely  possible  nor  is  it  im- 
portant. To  recognize  the  signs  and  symptoms 
of  acute  intestinal  obstruction  and  relieve  the 
condition  responsible  therefor  liy  prompt  sur- 
gical intervention  is  the  paramount  issue,  what- 
ever be  tbe  cause  of  bowel  obstruction.  The  early 
handling  of  the  case  reported  serves  as  a striking 
example  of  what  should  not  be  done  in  the  pres- 
ence of  definite  evidence  of  intestinal  obstruction. 

In  addition  to  the  already  well  established 
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knowledge  concerning  the  anatomy  of  the  inter- 
sigmoid  fossa,  the  present  investigation  of  a com- 
paratively small  number, of  sigmoids  has  shown 
certain  additional  interesting  facts.  In  83.7  per 
cent  of  the  specimens  studied  there  was  found  a 
thickening  of  the  peritoneum  covering  the  left 
side  of  the  mesosigmoid,  sometimes  beginning  at 
the  root  and  extending  well  toward  the  gut  hut 
not  infrequently  existing  alone  in  the  form  of  a 
line,  surrounded  on  all  sides  by  thin  and  normal 
appearing  peritoneum.  In  either  case  there  oc- 
curred in  all  but  four  of  these  atypical  examples 
in  addition  to  a more  or  less  well  marked  inter- 
sigmoid  fossa,  one  to  several  secondary  pouches 
of  variable  size,  sometimes  projecting  in  the  same 
direction  as  the  main  fossa  but  frequently  also 
at  a right  angle  to  the  fossa  and  opening  toward 
the  sigmoid.  These  pockets,  too,  were  lined  by 
peritoneum  and  their  free  borders  were  always 
formed  by  a “fusion-line.”  Except  for  the  loca- 
tion on  the  mesosigmoid  the  pouches  were  fre- 
quently indistinguishable  from  the  normal  but 
inconstant  paracolic  fossae  found  on  the  left  side 
of  the  descending  colon. 

According  to  Moynihan  the  intersigmoid  fossa 
lies  behind  the  sigmoid  mesocolon  and  in  front 
of  the  parietal  peritoneum  with  the  posterior 
fossal  wall  adherent  to  the  common  iliac  artery. 
He  feels  the  statement  of  Treves,  that  “in  other 
and  less  common  instances  the  fossa  is  removed 
from  the  root  of  the  mesocolon,  and  is  found 
some  way  up  upon  that  membrane ; it  may  be 
midway  between  the  parietes  and  the  gut  or 
found  even  nearer  to  the  bowel  than  to  the  at- 
tachment of  the  serous  fold,”  is  perhaps  an  ex- 
aggerated one.  Moynihan  admits  of  some  varia- 
tion but  in  his  experience  never  to  the  extent 
mentioned  by  Treves  and  feels  that  such  ab- 
normalities of  position  of  the  fossa  are  to  be 
found  only  in  the  aged  in  whom,  owing  to  disten- 
sion and  dragging  of  the  sigmoid  due  to  consti- 
jiation,  the  parietal  peritoneum  and  with  it  the 
fossa  may  be  pulled  upon  in  such  a manner  as  to 
cause  the  orifice  to  leave  the  posterior  wall.  Al- 
ways, he  states,  the  distance  between  the  bowel 
and  the  fossa  is  that  of  the  unaltered  normal 
mesosigmoid  and  originally  the  pouch  lies  poster- 
ior to  the  sigmoid  mesocolon  and  anterior  to  the 
parietal  peritoneum. 

Insofar  as  those  cases  in  which  the  fossal 
orifice  is  quiet  close  to  the  sigmoid  are  concerned, 
my  observations  coincide  with  Moynihan.  With 


ljut  one  exception  such  fossae  came  from  persons 
older  than  fifty  years.  On  the  other  hand,  by  no 
means  all  individuals  with  distinctly  atypical  sig- 
moids (table  2)  were  old.  Four  were  under 
twenty-one  and  six  were  between  the  ages  of 
twenty-one  and  fifty.  Furthermore,  Moynihan 
has  overlooked  the  possibility  that  such  atypical 
fossae  may  not  be  true  intersigmoid  recesses  at 
all  but  merely  pouches  developed  along  the  fusion 
line  of  Toldt  and  formed  by  irregular  adhesion  of 
the  peritoneum.  Perhaps  both  the  pouches  open- 
ing toward  the  sigmoid  and  even  certain  of  those 
presenting  the  anatomic  characteristics  of  in- 
tersigmoid fossae  may  represent  merely  an  ex- 
tension of  the  physiologic  process  which  gives 
rise  to  the  normal  but  inconstant  paracolic  re- 
cesses. Against  this  view  is  the  fact  that  a line 
of  fusion  is  not  visible  in  babies  and  young  chil- 
dren, the  youngest  in  my  series  being  twelve 
years.  In  connection  with  multiple  fossae  and 
the  atypical  forms  which  might  be  termed  para- 
sigmoid  recesses,  the  opinion  is  ventured  that  in 
the  case  reported  by  Kljutscharew  strangulation 
may  have  occurred  in  one  or  other  of  these  types 
of  recesses. 

Although  the  division  into  different  groups 
(tables  1 and  2)  is  recognized  as  being  a some- 
what arbitrary  and  from  a clinical  standpoint 
futile  one,  it  has  aided  to  some  extent  the  classi- 
fication of  dift’erent  variations  of  an  extremely 
variable  structure. 

SUMMARY 

1.  Hernia  of  the  bowel  into  the  intersigmoid 
fossa  is  a rare  event.  To  the  eighteen  examples 
previously  recorded  another  studied  by  the 
writer  is  added,  together  with  a review  of  the 
cases  published  since  the  literature  was  last  re- 
viewed by  Hamilton  in  1926. 

2.  An  anatomic  study  of  sixty-seven  sigmoids 
embracing  all  ages  has  shown  that  the  intersig- 
moid fossa  is  subject  to  extreme  variations  with 
respect  to  size,  location  and  number.  Frequently 
the  manner  of  formation  may  be  accounted  for 
in  a different  way  than  the  normal.  Although 
in  older  individuals  the  atypical  fossa  or  fossae 
may  be  the  result  of  pathologic  processes,  the 
same  forms  often  occur  in  younger  persons.  The 
anatomy  of  such  fossae  suggests  that  they  are 
formed  along  a physiologic  line  of  fusion,  are 
closely  related  to  the  paracolic  recesses  and  are 
probably  not  true  intersigmoid  fossae. 
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'J'HICKENINa  OF  TERMINAL  ILEUM 
I WITH  MESENTERIC  ADENITIS  IN 
! CHILDREN* 

* E.  W.  Rockey,  M.D.,  F.A.C.S. 

! PORTLAND,  ORE. 

!The  condition  which  I am  about  to  describe 
first  came  under  my  observation  in  1927.  Since 
that  time  I have  operated  on  three  additional 
similar  cases,  and  because  of  their  striking  sim- 
ilarity as  to  symptomatology,  operative  findings 
and  subsequent  course,  I feel  that  this  condi- 
tion is  a clinical  entity  which  has  not  been,  as  far 
as  I have  been  able  to  ascertain,  previously  des- 
cribed. 

Case  1,  P.C.  Jr.,  RB-13001,  male,  aged  5 years.  Sep- 
tember 21,  1927. 

Past  history.  Normal  appearing  baby,  born  in  Ger- 
many. Has  been  a very  strong  child,  but  on  two  oc- 
casions has  had  enlarged  glands,  once  the  cervical,  and 
once  the  anterior  auricular  gland.  Both  of  these  sub- 
sided without  being  opened.  One  was  supposed  to 
have  been  due  to  an  ear  infection  and  the  other  was 
unexplained.  These  were  both  accompanied  by  fever. 
Several  times  in  the  past  two  years  the  child  has  come 
to  his  mother  complaining  of  abdominal  pain,  which 
would  soon  leave.  'The  child  has  had  no  vomiting 
with  any  of  these  attacks  and  his  bowels  have  moved 
regularly  every  day. 

Present  condition.  Last  night  the  child  complained 
of  abdominal  pain  and  invited  his  mother’s  attention  to 
the  fact  that  his  abdomen  was  distended.  She  con- 
firmed this  observation.  The  child’s  bowels  moved 
well  this  morning,  but  he  still  complained  of  abdom- 
inal pain  and  had  a little  fever.  The  mother  gave  him 
fruit  salts,  and  this  afternoon  castor  oil  in  orange 
juice,  which  he  wisely  vomited. 

Seen  at  six  o’clock  in  the  evening.  Examination 
showed  a blonde  of  esthetic  type,  a rather  slender 
child,  not  particularly  sick  looking.  Skin  clear.  Heart 
and  lungs  normal.  Abdomen  slightly  distended,  soft 
throughout  with  marked  tenderness  in  the  lower  por- 
tion, slightly  more  marked  to  the  right  of  the  midline. 
Temperature  101%  degrees.  Pulse  120.  Sent  to  Good 
Samaritan  Hospital. 

Seen  at  8:30  p.m.  His  abdomen  was  flat,  soft  except 
in  right  lower  quadrant.  Here  was  marked  localized 
tenderness,  most  marked  at  McBurney’s  point.  There 
was  true  muscle  spasm  in  the  right  lower  abdomen. 
Rectal  examination  disclosed  no  mass  in  the  pelvis, 
but  there  was  tenderness  to  the  right  at  the  pelvic 
brim.  Urine  was  normal.  White  blood  count,  15,000; 
polymorphonuclear  leucocytes  90  per  cent.  Operation 
at  Good  Samaritan  Hospital  Sept.  21.  Preoperative 
diagnosis,  acute  inflammatory  appendicitis.  Postoper- 
ative diagnosis,  infection  of  terminal  ileum  with  mes- 
enteric adenopathy. 

Transverse  appendectomy  incision.  The  peritoneum 
was  opened  and  tlicre  was  an  escape  of  clear  fluid.  I 
should  estimate  the  amount  in  the  abdomen  to  be  at 
least  four  ounces.  The  appendix  was  normal,  although 

♦Read  before  the  Fifty-eighth  Annual  Meeting  of 
Oregon  State  Medical  Society,  Klamath  Falls.  Ore., 
Sept.,  22-24,  1932. 


it  was  slightly  bound  down  by  its  mesentery  about  the 
distal  third.  The  appendix  was  rather  large  and  long. 
The  cecum  seemed  entirely  normal,  not  thickened.  The 
serosa  of  the  ileum  appeared  almost  normal.  There 
were  no  tubercles.  The  muscularis  did  not  feel  in- 
durated. The  thickening  seemed  to  be  in  the  mucosa 
or  submucous  layers.  At  least  that  is  the  impression  I 
got  both  from  feeling  it  on  the  outside  and  by  intro- 
ducing a finger  through  the  invaginated  cecum  and 
through  the  ileocecal  valve  into  its  terminal  ileum. 
There  was  marked  enlargement  of  the  mesenteric 
lymph  nodes  draining  the  terminal  ileum. 

There  must  have  been  at  least  thirty  enlarged  lymph 
nodes.  They  varied  in  size  from  a grain  of  corn  to  a 
large  almond.  Most  of  them  were  discrete,  although  a 
few  lay  in  close  proximity,  some  almost  bound  to  each 
other.  They  had  rather  a watery  greyish  appearance 
but  felt  rather  firm. 

Dr.  Manlove  was  present  and  was  consulted  as  to  the 
gross  pathology.  The  things  considered  were  tubercu- 
losis of  the  terminal  ileum,  some  form  of  papilloma  of 
the  mucosa,  syphilis  of  the  ileum,  intussusception,  ty- 
phoid fever  or  some  other  inflammatory  condition  of 
the  Peyer’s  patches.  I felt  that  typhoid  fever  was  en- 
tirely unlikely,  and  tuberculosis  was  probably  unlikely, 
and  that  an  intussusception  did  not  exist  at  this  time. 
There  were  no  other  pathologic  findings.  The  appendix 
was  removed,  and  the  abdomen  closed  without  drain- 
age.** 

Pathologic  report : Gross : The  appendix  is  6 cm.  in 
length  and  0.5  cm.  in  diameter.  'The  serosa  is  smooth 
and  shining,  and  on  the  surface  there  are  a few  en- 
gorged vessels.  The  lumen  is  freely  patent  to  within 
about  1 cm.  of  the  tip.  The  wall  is  somewhat  thick- 
ened. The  mucosa  is  thickened  and  edematous.  There 
are  no  areas  of  discoloration  or  disintegration. 

Histology:  Sections  of  appendix  show  slight  inflam- 
matory reaction  into  the  serosa  but  no  other  changes 
through  the  wall.  No  marked  inflammatory  changes  in 
appendix. 

His  temperature  and  pulse  came  down  to  normal  on 
the  fourth  postoperative  day,  and  remained  normal 
thereafter.  The  boy  has  remained  perfectly  well  ever 
since. 

Case  2,  J.R.,  RB-19754,  female,  aged  9 years.  De- 
cember 31,  1930. 

Family  history.  Mother  and  one  brother  living  and 
well.  The  father  died  of  myelogenous  leukemia. 

Past  history.  Has  always  been  well,  except  for  at- 
tacks of  right  sided  abdominal  pain.  These  have  been 
associated  with  nausea,  but  she  has  not  vomited.  The 
pain  has  been  rather  dull  in  character  and  located  in 
the  right  lower  quadrant  of  the  abdomen. 

Present  condition.  Her  present  attack  began  yes- 
terday morning,  and  has  become  much  more  marked 
than  any  of  the  previous  ones.  She  has  had  both 
neusea  and  vomiting,  and  lower  abdominal  pain.  Her 
bowels  have  moved  well. 

Examination  shows  a slender,  blonde  girl  with  a 
slight  increase  in  the  downy  hair  of  the  back.  Skin 
clear.  Lungs  normal.  Heart  sound  good  quality. 
Abdomen  retracted.  There  is  no  rigidity.  There  are 
no  masses.  There  is  definite  tenderness  on  deep  pal- 
pation in  the  right  lower  quadrant,  most  marked  just 

•♦Dr.  E.  J.  Labbe  sugge.sted,  on  being  given  the  his- 
tory of  the  case,  that  possibly  an  intussusception  had 
existed,  and  that  this  thickening  of  the  terminal  Ileum 
might  have  been  edema  due  to  the  reduced  intussus- 
ception. 
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inside  McBurney’s  point.  Urine  normal.  White  blood 
count  13,000;  polymorphonuclears  59  per  cent. 

Operation  at  Good  Samaritan  Hospital,  December 
31.  Preoperative  diagnosis,  acute  inflammatory  appen- 
dicitis. Postoperative  diagnosis,  marked  hypertrophy 
of  the  terminal  ileum  and  mesenteric  lymphadenitis. 

Transverse  appendectomy  incision.  There  was  a 
slight  amount  of  free  fluid  in  the  abdomen.  The  ap- 
pendix was  normal.  The  terminal  ileum  was  markedly 
hypertrophied,  being  at  least  four  times  the  normal 
size  and  thickness.  This  hypertrophy  extended  up  about 
six  inches,  possibly  eight,  and  tapered  off  rather  rapid- 
ly to  normal  ileum.  Extending  up  the  mesentery  from 
the  terminal  ileum  and  cecum  there  were  enlarged 
mesenteric  lymph  nodes,  individually  none  of  them 
larger  than  the  terminal  phalanx  of  my  little  finger, 
but  in  the  aggregate  forming  a mass  3}/4  inches  long 
by  an  inch  in  width  and  a half-inch  in  thickness.  They 
could  be  moved  upon  each  other.  They  were  neither 
discrete  nor  closely  matted.  They  looked  grayish  and 
watery,  and  it  did  not  seem  as  if  any  were  caseating. 

I do  not  believe  this  is  the  ordinary  tabes  mesenter- 
ica.  It  is ’very  similar  to  the  pathology  noted  in  the 
case  of  P.C.  Jr.,  operated  on  several  years  ago.  I 
do  not  recognize  it  as  a described  clinical  entity.  In 
the  case  of  P.C.  Jr.  there  was  almost  a suggestion  of 
a tumor  of  the  ileum.  That  is  not  true  in  this  case. 
I imagine  there  is  a marked  lymphatic  hypertrophy  of 
the  terminal  ileum.  The  appendix  was  removed  for 
prophylactic  reasons;  the  abdomen  closed  without 
drainage. 

Abdominal  exploration  for  hypertrophy  of  the  ter- 
minal ileum  and  mesenteric  lymphadenitis,  prophylactic 
appendectomy. 

Pathalogic  report.  Gross : This  appendix  measures 

8 cm.  The  diameter  varies  from  0.5  to  0.8  cm.  The 
surface  is  smooth  and  pale.  Cut  sections  show  a wall 
of  normal  thickness  and  a patent  lumen. 

Histology:  No  inflammatory  changes  in  appendix. 

There  was  a gradual  subsidence  of  her  temperature 
to  a little  above  100  degrees  within  four  days,  but  it 
remained  at  ICO  degrees  for  two  weeks  postoperative, 
and  then  dropped  to  normal. 

Case  3,  W.K.,  RB-20536,  male,  aged  11  years,  re- 
ferred by  Dr.  Morris  L.  Bridgeman.  January  10,  1932. 

Family  history.  Father,  mother,  three  brothers  and 
sisters  living  and  well. 

Past  history  entirely  negative. 

Present  condition.  Six  days  ago  he  noted  sharp  pains 
in  the  lower  abdomen,  more  on  the  right  side.  He 
vomited  his  dinner.  His  mother  gave  him  castor  oil, 
and  the  next  day  he  felt  all  right.  He  had  a similar 
occurrence  four  days  ago,  and  was  kept  out  of  school. 
Two  days  ago  he  felt  well  again,  and  returned  to 
school.  Yesterday  he  again  had  his  abdominal  pain, 
was  given  another  dose  of  castor  oil,  felt  well  until 
this  evening,  when  the  pains  became  much  more  severe, 
and  he  was  brought  to  the  hospital. 

Examination  showed  a rather  undernourished  boy. 
Heart  and  lungs  entirely  normal.  The  abdomen  was 
scaphoid,  but  soft.  There  was  no  rigidity,  no  masses. 
There  was  definite  tenderness  in  the  right  lower  quad- 
rant, most  marked  at  McBurney’s  point.  There  was 
slight  muscle  spasm  elicited  here.  Rectal  examination 
showed  slight  tenderness  high  up  on  the  right.  Urine 
was  normal  except  for  a trace  of  acetone,  no  blood 
cells,  casts  or  pus  cells.  White  blood  count  was  17,300 
with  87  per  cent  polymorphonuclear  leucocytes. 

Operation  at  Good  Samaritan  Hospital.  January  10. 
Preoperative  diagnosis,  acute  appendicitis.  Postoper- 


ative diagnosis,  induration  of  terminal  ileum  with  en- 
larged mesenteric  glands. 

Transverse  appendectomy  incision.  Exploration 
showed  the  appendix  to  be  free  and  normal  grossly. 
The  terminal  ileum  was  much  hypertrophied  or  enlarged 
and  thickened  in  its  terminal  three  inches.  The  peri- 
toneum was  injected.  There  were  several  enlarged 
mesenteric  glands  one- fourth  of  an  inch  in  diameter. 
The  appendix  was  removed  for  prophylactic  reasons. 
Abdominal  incision  closed  in  layers  without  drainage. 

Appendectomy  for  induration  of  the  terminal  ileum 
with  enlarged  mesenteric  glands. 

Pathologic  report : Gross : The  appendix  measures  8 
by  1 cm.  The  serosa  is  smooth.  The  wall  is  soft.  The 
lumen  contains  soft  feces  in  small  amount.  The  mu- 
cosa is  pale  and  soft.  No  acute  changes  are  evident. 

Histology:  Sections  reveal  the  wall  free  from  in- 

flammatory change. 

His  temperature  postoperatively  remained  elevated 
until  the  eleventh  day,  and  then  dropped  to  normal. 
He  made  a smooth  postoperative  convalescence.  He  has 
remained  well  since  then. 

Case  4,  B.M.J.,  RB-20745,  female,  aged  19  years. 
January  21,  1932. 

Family  history  not  noteworthy. 

Past  history.  Her  general  health  in  the  past  has  al- 
ways been  very  good.  She  has  had  no  illnesses.  Men- 
strual periods  regular,  slight  cramping  first  day,  other- 
wise unimportant.  Last  period  two  weeks  ago. 

Present  condition.  Her  present  illness  began  three 
days  ago,  when  she  noticed  soreness  of  her  entire  ab- 
domen. She  took  a Hinckle  pill.  The  soreness  became 
more  marked,  and  there  were  some  sharp  pains  in  the 
right  side.  She  went  skating  two  nights  ago.  The 
pains  increased  all  day  yesterday  and  today.  Since  the 
beginning  of  the  attack  she  has  had  a definite  loss  of 
appetite.  There  has  been  no  vomiting,  no  urinary  fre- 
quency or  burning. 

Physical  examination.  Fairly  well  nourished  young 
woman,  skin  clear,  pupils  normal,  lungs  resonant  to 
percussion,  no  rales.  Heart  not  enlarged,  no  thrills  or 
murmurs,  sounds  of  good  quality.  Abdomen  slightly 
retracted,  no  muscle  rigidity,  no  masses,  slight  general 
tenderness  most  marked  in  right  lower  quadrant.  Hy- 
men intact.  Rectal  examination  shows  no  mass  or 
marked  tenderness.  White  blood  count  15,750;  61  per 
cent  polymorphonuclears.  Urine  normal  chemically  and 
microscopically. 

Operation  at  Good  Samaritan  Hospital,  January  21. 
Preoperative  diagnosis,  acute  appendicitis.  Postopera- 
tive diagnosis,  hypertrophy  of  terminal  ileum  with  en- 
larged mesenteric  glands. 

Low  transverse  appendectomy  incision.  Exploration 
shows  the  appendix  to  be  normal.  The  terminal  ileum 
is  markedly  thickened  in  its  lower  three  inches,  the 
peritoneum  over  it  red  and  injected.  Mesenteric  lymph 
glands  enlarged  to  the  size  of  hickory  nuts.  The  ap- 
pendix was  removed,  stump  buried,  nothing  further 
done.  Abdominal  incision  closed  without  drainage. 

Appendectomy  for  hypertrophy  of  terminal  ileum 
with  enlarged  mesenteric  glands. 

Pathologic  report.  Gross:  The  specimen  is  an  ap- 
pendix measuring  9 cm.  in  length.  The  average  di- 
ameter is  about  .5  cm.  The  serosa  is  smooth.  The 
wall  is  not  thickened.  The  mucosa  has  a fine  granu- 
lar appearance.  The  lumen  contains  some  semi-solid 
fecal  material. 
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Histology : Sections  reveal  the  appendix  free  from 

inflammatory  change. 

She  made  a smooth  postoperative  convalescence,  but 
her  temperature  remained  slightly  elevated  until  the 
seventh  day.  Since  that  time  she  has  been  well. 

Since  operating  on  the  first  case  I have  had 
four  others,  three  in  children  and  one  in  a young 
i woman,  with  enlarged  mesenteric  lymph  nodes 
in  the  region  draining  the  terminal  ileum  and 
appendix,  where  the  appendix  seemed  entirely 
normal,  but  in  none  was  there  enlargement  of  the 
I terminal  ileum  such  as  I have  described  here. 

Naturally  tuberculosis  has  been  considered  in 
I all  of  these  cases.  The  acuteness  of  the  onset,  the 

jj  short  course  of  the  disease  and  its  rapid  subsid- 

ence  are  not  at  all  suggestive  of  tuberculosis.  Hy- 
I ■ perplastic  tuberculosis  of  the  ileum  is  exceedingly 
I rare.  Only  nine  cases  have  been  reported  in 
the  literaturef.  These  cases  have  usually  been 
, in  adults,  and  give  a history  of  symptoms  dating 
back  over  a year  or  more  in  time. 

! The  microscopic  examination  of  the  appendices 
I removed  in  the  cases  I am  reporting  have  been 
essentially  negative.  The  seat  of  inflammation 
I w-as  localized  in  the  terminal  ileum.  I did  not  re- 
j move  lymphatic  glands  for  microscopic  or  bac- 
' teriologic  examination  in  any  of  these  cases.  In 
I any  future  cases  I plan  to  do  this.  The  Wasser- 
I mann  blood  tests  in  all  were  normal.  Stool  ex- 
! aminations  made  subsequent  to  operation  showed 
I no  eggs  or  parasites.  I have  not  the  answer  as 
[ to  the  cause.  Intussusception  was  suggested  in 
one  case,  but  this  did  not  seem  to  me  like  the 
edema  of  the  bowel  which  I have  seen  following 
the  reduction  of  intussusception. 

SUMMARY 

Four  cases  are  described  characterized  by  a 
fairly  acute  onset  of  history  simulating  that  of 
acute  appendicitis,  and  by  having  increased  white 
blood  count  and  a low  fever.  At  operation  there 
has  been  found  a marked  thickening  of  the  ter- 
minal eight  to  three  inches  of  the  ileum,  with 
enlarged  mesenteric  glands  and  a small  amount 
of  free  fluid  in  the  abdomen.  The  appendix  has 
been  normal  grossly  and  microscopically.  The  , 
patients  have  made  a smooth  postoperative  con- 
valescence, and  remained  well  since.  In  the  fu- 
ture we  will  probably  find  the  cause  of  this  in- 
fection of  the  terminal  ileum. 


“V.  S.  Counseller,  “Hyperplastic  Tuberculosis  of  the 
Ileum,”  Staff  Meetings  of  the  Mayo  Clinic,  Vol.  No.  43. 
October  23,  1929,  and  John  D.  Garvin,  *‘Hyperp*lastic 
Tuberculosis  of  the  Duodenum  and  Terminal  Ileum,” 
J.  A.  M.  A.,  95:1418-1420.  Nov.  8,  1930. 


PROPHYLAXIS  OF  PERITONITIS 
James  F.  Scott,  M.D. 

YAKIMA,  WASH. 

Recently  someone  attained  considerable  news- 
paper notoriety  by  denouncing  the  use  of  mor- 
phine in  bellyache.  There  is  much  truth  in  the 
precaution,  and  yet  we  all  meet  cases  where  we 
must  have  some  time  to  arrive  at  a decision. 
However,  early  operation  is  the  first  great  move 
in  averting  a peritoneal  inflammation.  The  acute 
abdomen  may  arise  from  a rupture  of  some  or- 
gan, from  an  organism  carried  in  the  blood 
stream  or  reaching  the  cavity  through  the  wall  of 
some  viscus.  The  common  organisms  are  the 
colon  bacillus  and  the  various  streptococci,  sta- 
phylococci, gonococci  and  pneumococi. 

The  first  class  are  usually  sudden  and  suffi- 
ciently disastrous  to  make  immediate  action  de- 
sirable, but  all  the  intestinal  obstructions,  pan- 
creatic inflammations  and  vascular  occlusions  end 
in  a peritonitis  and  the  onsets  of  some  of  these 
are  more  insidious.  No  definite  rules  may  be 
laid  down  that  will  always  find  pathologic  legions, 
but  it  is  much  better  to  occasionally  take  otit  an 
unsuspecting  appendix  than  to  sit  by  the  few 
hours  in  which  damage  is  being  done. 

Those  who  may  see  cases  that  transportation 
has  rendered  quite  in  the  class  of  delayed  opera- 
tion, cannot  have  failed  to  note  the  evident  im- 
munity developed  by  the  patient  to  the  specific 
organism.  We  may  be  getting  near  a serum  that 
may  work  more  quickly  than  the  colon  serum 
now  in  use  to  immunize  cancer  cases  before 
operation  and  a bacteriophage  may  be  the  answer 
in  the  near  future. 

My  idea  is  to  present  a few  very  simple  pro- 
cedures that  may  avert  a potential  peritonitis  or 
mitigate  the  severity  of  one  already  started.  A 
surgeon,  so  to  speak,  is  on  the  spot  and,  regard- 
less of  heart,  lung,  kidney  or  other  organic  dis- 
ease, he  must  proceed  as  best  he  may.  The  choice 
of  anesthetic  is  not  settled,  but  from  some  ex- 
perience and  much  observation  I am  not  willing 
to  give  up  local  infiltration,  with  gas  oxygen  as 
jieeded,  for*^  other  forms  of  anesthesia  in  the 
acute  abdominal  cases.  We  know  that  very  early 
a peritonitis  changes  the  cells  of  the  liver,  spleen 
and  kidney  by  developing  a cloudy  degeneration. 
We  know  that  a sudden  fall  of  blood  pressure 
may  tax  these  organs  to  the  utmost  and  a sus- 
pended function  may  be  a permanent  stop.  Vom- 
iting means  to  wash  out  the  stomach,  and  de- 
hydration means  to  pour  saline  into  the  veins 
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and  cellular  tissues.  Except  in  definite  cases  we 
have  discontinued  the  use  of  glucose ; evidently 
water  is  what  is  required  and  the  glucose  expense 
is  considerable.  Maintain  body  heat,  get  into  the 
belly  quickly  to  where  your  symptoms  point,  and 
above  all  try  to  keep  an  open  mind. 

The  great  surgeon,  whose  usual  work  is  with 
clean  cases,  may  be  much  less  at  home  with  an 
acute  condition  than  one  who  does  much  less 
work,  and  we  should  not  make  our  procedure 
follow  any  classic  route.  I think  many  acute 
gallbladders  should  be  drained,  with  much  less 
handling,  no  free  territory  opened  up,  and  we 
get  good  liver  drainage  that  is  life  saving. 
Again,  when  we  are  doing  a cesarian  section  and 
find  a suspicious  condition  in  the  uterus,  do  not 
hesitate  to  do  a hysterectomy.  It  can  be  done  as 
quickly  as  the  other  method  and  you  have  no 
large  organ  to  become  infected  a few  days  later 
before  involution  has  proceeded  far.  The  bowel 
involved  in  a mesenteric  embolus  should  be  re- 
moved and  the  two  ends  brought  to  surface. 
They  will  practically  all  die,  but  only  by  giving 
this  chance  can  you  successfully  live  with  your- 
self. 

I use  dry  laps  in  all  abdominal  work.  I will 
make  no  argument  against  wet  ones,  but  think 
the  dry  are  quicker  and  take  up  gross  waste 
products  better.  Use  as  little  catgut  as  possible- 
and  where  you  have  pus  use  no  catgut  in  the 
wall,  closing  with  figure  eight  silkworm  gut. 

The  first  operative  care  of  an  inflamed  ab- 
domen hinges  on  the  removal  of  gas  and  liquids 
from  the  lumen  of  the  bowel ; the  small  bowel 
normally  is  collapsed  and  contains  no  gas.  As 
peritonitis  develops  the  muscle  wall  loses  its  ten- 
sion, the  gas  accumulates  and  the  bowel  wall 
thins  out,  the  vessels  are  occluded,  and  a come- 
back then  is  impossible  without  help.  The  moment 
that  the  internal  pressure  is  relieved  the  wall 
thickens,  the  vessels  dilate  and  with  reestab- 
lished circulation  muscle  tone  may  come  back, 
if  not  totally  destroyed.  Every  cubic  inch  of 
gas  removed  from  the  stomach  or  bowel  is  to  thar 
extent  a help  in  averting  obstruction.  Enteros- 
tomy is  a good  procedure  in  many  cases,  but  we 
have  had  a retrograde  peristalsis  developed  and 
the  stoma,  if  low,  will  not  empty  all  of  the  bowel, 
if  high.  It  may  be  a fistula  in  a few  days  that 
will  carry  off  the  patient  from  inanition.  And, 
again,  with  all  the  flushing  and  effort  that  one 
may  use  they  do  not  all  work. 

Following  all  cesarian  sections  and  other 


work,  where  any  distention  has  been  suddenly  re- 
lieved, the  use  of  the  Levine  tube  is  absolutely 
indicated  immediately  after  anesthesia  passes.  It 
prevents  acute  dilatation  of  the  stomach,  and  the 
bowel  from  the  pylorus  to  the  ileocecal  valve  is 
apjiarently  one  unit  in  the  vomiting  act.  If  taken 
early,  every  case  can  be  carried  with  a flat  ab- 
domen, if  the  tube  is  left  in  place  and  copious 
fluids  introduced.  We  also  learn  that  the  first 
day  apparently  all  the  fluids  taken  return  through 
the  tube,  but  next  day  the  patient  is ‘less  thirsty 
and  by  the  third  day  has  fairly  well  caught  up 
with  his  fluids.  Of  course,  fluids  or  transfusions 
are  always  given  as  required,  morphine,  small 
doses  1/12  gr.,  with  digitalin  every  hour,  the 
head  of  the  bed  raised  fourteen  inches  and  body 
kept  warm. 

I have  purposely  omitted  mentioning  drainage. 
It  would  seem,  when  such  diverse  methods  of 
drainage  have  been  so  limited  in  their  usefulness, 
that  something  must  be  wrong.  How  can  a tube, 
a mass  of  gauze  or  rubber  dam  remove  the  fluid 
from  between  the  coils  of  a bowel  that  is  greatly 
distended  and  filling  the  cavity  to  its  utmost? 
I think  the  time  has  come  to  say  that  the  true 
drainage  of  the  abdominal  cavity  is  from  the 
lumen  of  the  bowel  and,  if  you  will  relieve  the 
distention,  you  may  or  may  not  drain  as  you 
fancy. 

In  bad  bellies  it  often  seems  advisable  to  leave 
all  stitches  out  of  the  incision,  use  liberal  pieces 
of  rubber  two  inches  wide  and  carried  along  the 
parietal  peritoneum  to  the  pelvis  and  kidney 
regions,  not  between  coils  of  bowel.  The  ends 
are  placed  in  the  incision  over  the  bowel  so  that 
they  will  not  protrude  and  a hot  boric  pad  is  ap- 
plied. As  the  distention  subsides  from  the  duo- 
denal tube,  the  pressure  on  the  incision  lessens 
and  the  danger  of  hernia  passes.  In  ten  days  a 
few  stitches  may  be  placed,  with  novocaine,  while 
patient  is  in  bed.  Pituitrin  is  mentioned  to  be 
discredited.  I think  I had  one  case  die  from  its 
use  and  I know  that  I lost  one  from  catgut  in  the 
abdominal  wall.  The  personal  equation  in  using 
the  word  general  peritonitis  renders  the  giving 
of  a series  of  cases  of  no  real  value. 
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!i  ABDOIMIXAL  PAIX  AS  A DIAGXOSTIC 

AID* 

James  M.  Bowers,  A.B.,  M.D. 

j|  SEATTLE,  WASH. 

Pain  is  the  fundamental  symptom  upon  which 
|-  the  differential  diagnosis  of  abdominal  diseases 
' hinges.  Few  organic  afflictions  originating  in  the 
abdomen  proceed  very  long  before  pain  becomes 

Ian  outstanding  feature.  E\en  latent  pathologic 
conditions  of  the  gallbladder,  stomach,  intestine 
or  appendi.N  eventually  give  some  painful  mani- 
festations. A patient's  history  should  very  ac- 
curately record  the  character  of  the  pain,  whether 
dull  or  pressing,  lancinating  or  cramp-like,  or  re- 
j ferred  in  a definite  direction.  The  patient  who 
I denies  abdominal  pain  is  presumably  suffering 
' from  a functional  disturbance,  while  the  one  who 
complains  of  a sharply  localized  pain  probably 
j has  an  organic  disease. 

I In  considering  the  mechanism  of  abdominal 
; pain  it  should  be  remembered  that  the  parietal 
peritoneum  is  innervated  mainly  by  the  inter- 
costal nerves,  and  that  the  phrenic  nerves  inner- 
vate not  only  the  diaphragm  but  also  the  periton- 
eum on  its  under  suface.  The  sensory  fibers  in  the 
visceral  peritoneum  and  in  the  abdominal  organs 
I pass  back  to  the  spinal  cord  in  association  with  the 
sympathetic  nerves.  The  fibers  from  the  stom- 
ach, duodenum,  cecum,  ascending  colon,  pancreas, 
spleen,  liver  and  gallbladder  return  with  the 
greater  splanchnic  nerves,  while  those  from  the 
distal  half  of  the  colon  go  back  through  the  hypo- 
gastric and  pelvic  nerves.  It  is  very  doubtful  if 
the  vagus  nerves  ever  have  anything  to  do  with 
the  transmission  of  painful  sensations  from  the 
abdomen.  Stimulation  of  the  central  end  of  the 
cut  vagus  has  been  shown  to  cause  nausea  but 
not  pain. 

The  gastric  crises  of  tabes  dorsalis  may  give 
rise  to  three  groups  of  symptoms  demonstrating 
the  transmission  of  abdominal  pain.  In  the  first 
group  there  are  those  in  which  pain,  vomiting 
and  hyperalgesia  of  the  abdominal  wall  are  the 
most  prominent,  indicating  that  the  splanchnic 
nerves  are  mainly  at  fault.  In  the  second  group 
nausea  and  vomiting  predominate  and  there  may 
be  pain  in  the  larynx,  ear,  heart  and  perhaps 
bradycardia,  forcing  us  to  suspect  the  vagi.  In 
the  third  group  we  find  hiccup  and  pain  over  one 
or  both  shoulders  in  addition  to  abdominal  pain, 
pointing  to  the  involvement  of  the  phrenic  nerves. 

*Rea.d  before  a meeting-  of  King  County  Medical  So- 
ciety, Seattle,  Wash.,  October  3,  1932. 


In  general,  according  to  C.  H.  Mayo,^  it  may 
be  stated  that  most  abdominal  pain  which  is  not 
due  to  peritoneal  involvement  is  dependent  either 
on  undue  contraction  or  spasm  of  a viscus,  which 
brings  pressure  to  bear  on  nerves  in  its  walls  or 
on  extreme  distension  which  leads  to  the  stretch- 
ing of  the  nerves.  Elongation  and  pulling  on 
the  mesentery  and  ischemia  of  the  intestinal  wall 
produced  by  contraction  are  thought  to  produce 
pain.  Solid  abdominal  viscera,  such  as  the  liver 
and  the  ovary,  are  known  to  be  sensitive  to  pain 
during  the  stretching  of  their  capsules. 

Alvarez^  concluded  that  the  hunger  pain  of 
peptic  ulcer  was  due  not  to  an  increase  in  the 
depth  of  the  hunger  contractions  but  to  an  in- 
crease in  the  sensitiveness  of  the  nerve  endings. 
McVicar^  pointed  out  that  the  pain  of  gallstone 
colic  can  hardly  be  ascribed  to  the  sluggish  con- 
tractions of  the  gallbladder  wall  or  the  dilatation 
of  the  biliary  ducts,  the  latter  occurring  painlessly 
in  patients  who  have  lost  their  gallbladders  or 
who  have  developed  carcinoma  of  the  head 
of  the  pancreas.  Instead,  he  assumed  that  much 
of  the  pain  of  gallbladder  disease  is  produced  by 
cramp-like  contractions  outside  the  biliary  tract, 
perhaps  in  the  stomach  and  duodenum. 

In  some  cases  one  can  find  zones  of  cutaneous 
hyperesthesia  or  hyperalgesia.  Ever  since  Head’s^ 
classic  studies  published  in  1888,  it  has  been 
known  that  visceral  disease  may  be  accompanied 
by  referred  pain  in  these  zones.  Sometimes  they 
are  so  strictly  localized  as  to  indicate  disease  in 
some  of  the  internal  organs.  Garnett^  declares 
that  abdominal  pain  and  tenderness,  whether 
acute  or  chronic,  are  located  far  more  commonly 
in  the  anterior  abdominal  wall  than  in  the  ab- 
dominal viscera,  and  failure  to  appreciate  this 
fact  leads  to  many  falacious  diagnoses  and  futile 
operations.  He  reminds  one  that  the  entire  nerve 
supply  of  the  lateral  and  anterior  abdominal  wall 
comes  from  the  seven  lower  intercostal  and  the 
first  lumbar  nerves.  Common  causes  of  irritation 
of  these  nerves  are  upper  respiratory  infection, 
lateral  curvature  of  the  spine,  severe  lumbar 
lordosis  and  arthritis.  The  parietal  pain  may  be 
detected  by  pinching  the  skin  and  fat,  by  poking 

1.  Mayo.  C.  H.,  Observation.<?  on  the  Mechanism  of 
.\bdominal  Pain.  Brit.  M.  J.  2:703-704,  Oct.  19.  1929. 

2.  .\lvarez.  W.  C..  The  Mechanics  of  the  Digestive 
Tract.  Paul  B.  Hoeber,  Inc.,  New  York.  p.  141,  1929. 

3.  JlcVicar,  C .S..  Diseases  of  Liver  and  Biliary 
Passages:  Clinical  Application  of  Recent  Investiga- 
tions. New  York  State  .1.  Med.  27:109-113,  Feb.  1.  1927. 

4.  Head,  Henry.  Disturbances  of  Sensation.  Especial 
Reference  to  the  Pain  of  Visceral  Disease.  Brain 
(Bond.)  16:1,  1893:  17:339,  18949. 

5.  Carnett,  J.  B.,  Simulation  of  Various  Intraabdom- 
inal Lesions  by  Intercostal  Neuralgia  of  Abdominal 
Wall.  M.  .1.  and  Rec.  129:64-67,  Jan.  16.  1929. 
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the  abdominal  wall  while  muscles  are  held  volun- 
tarily tense  or  by  making  pressure  over  the  inter- 
costal nerves. 

In  considering  the  presentation  of  the  clinical 
evaluation  of  abdominal  pain,  one  might  attempt 
at  great  length  to  elaborate  on  the  extensive  array 
of  the  rarer  as  well  as  on  the  most  common 
causes,  but  for  the  sake  of  brevity  it  is  my  inten- 
tion to  limit  further  discussion  only  to  pain  as- 
sociated with  peptic  ulcer,  biliary  disease  and  ap- 
pendicitis. 

Pain  is  probably  the  most  important  of  the 
symptoms  of  peptic  ulcer.  The  analysis  of  the 
character  of  the  pain,  its  location  and  its  refer- 
ence offer  data  which  are  very  useful  in  obtain- 
ing more  accurate  knowledge  of  the  pathogenesis 
of  such  lesions.  Seasonal  exacerbations  of  pain 
with  sudden  onset  and  sudden  departure  are  char- 
acteristic. Shock,  worry,  fatigue,  alcoholic 
sprees,  nicotinism,  heavy  lifting  or  overeating 
may  quickly  bring  on  pain.  The  phenomenon  of 
epigastric  pain,  initiated  with  clock-like  regularity 
four  or  five  hours  after  meals  and  relieved  by 
the  ingestion  of  food  or  an  alkali,  is  present  in 
most  instances  of  peptic  ulcer. 

Symptoms  of  ulcer  consistently  depend  upon 
the  histologic  condition  of  the  lesion.  Even  a 
healed  ulcer  may  give  symptoms  because  it  may 
have  narrowed  the  lumen  of  the  bowel,  affected 
the  pylorus  or  in  some  other  way  disturbed  the 
normal  retention  of  the  stomach  or  duodenum. 
.\cute  ulcers  and  those  penetrating  deeply  into 
the  wall  of  a hollow  viscus  behave  differently 
than  do  the  chronic  uncomplicated  lesions. 

Acute  ulcers  and  mucosal  erosions  frequently 
do  not  cause  pain  and  are  not  suspected  until 
some  complication  such  as  hemorrhage  has  re- 
sulted. These  lesions  develop  and  heal  quickly. 
Ulcer  with  associated  duodenitis  presents  a 
characteristic  group  of  symptoms.  The  pain  is 
less  definitely  localized  to  a small  area  in  the 
epigastrium  and  often  is  present  in  the  right 
upper  quadrant.  This  is  evident,  especially  in 
cases  of  nonulcerative  duodenitis. 

The  pain  experienced  by  patients  with  chronic, 
uncomplicated  peptic  ulcer  is  most  frequently 
designated  as  being  fairly  close  to  the  midline 
and  slightly  above  the  umbilicus.  It  is  usually 
assumed  that  the  pain  of  gastric  idcer  is  just  to 
the  left  of  the  midline  and  that  of  the  duodenal 
just  to  the  right.  The  area  of  pain  may  be 
diffuse  hut  often  it  is  sharply  defined.  Prior  to 
the  onset  of  jiain  patients  frequently  experience 


a sensation  of  epigastric  upset  such  as  a rumbling. 
In  its  place  comes  a hunger  sensation  or  a 
griping  feeling  which  may  range  in  severity  from 
one  scarcely  felt  to  a severe  agonizing  pain. 
These  pains  may  be  intermittent  or  persistent. 
The  latter  when  very  severe  are  more  apt  to  be 
referred  to  the  right  upper  quadrant,  the  chest  or 
the  back.  Ulcers  near  the  cardia  produce  pain 
more  quickly  following  the  ingestion  of  food 
than  do  peptic  ulcers  in  other  locations.  Patients 
with  duodenal  ulcer  often  have  distress  which 
awakens  them  at  night.  It  is  most  unusual  for 
a patient  with  ulcer  to  have  distress  before 
breakfast. 

Although  the  pain  caused  by  an  uncomplicated 
peptic  ulcer  may  be  referred  into  the  back,  such 
a symptom,  as  emphasized  by  Rivers®,  should 
suggest  the  probability  of  a penetrating  type  of 
lesion,  especially  if  the  pain  is  very  severe  or 
associated  with  hematemesis  or  melena.  The 
location  of  the  back  pain  is  usually  in  the  region 
of  the  lower  thoracic  vertebrae,  if  the  ulcer  is 
below  the  angle  of  the  stomach  or  in  the  duo- 
denum, or  it  is  apt  to  be  interscapular,  if  the 
ulcer  is  situated  near  the  cardia.  Occasionally 
a patient  having  peptic  ulcer  will  complain  only 
of  back  pain. 

The  chest  pain,  which  more  often  is  diagnostic 
of  a perforating  lesion,  is  one  which  originates  in 
a well-defined  epigastric  area,  spreads  upwards 
along  either  border  of  the  sternum  and  explodes 
into  the  depths  of  the  chest.  It  is  usually  lancin- 
ating and  of  short  duration.  At  times  the  pain 
seems  to  originate  in  an  area  deeply  buried  be- 
neath the  midsternum.  This  occurs  most  fre- 
quently in  a perforating,  high-lying  gastric  lesion 
hut  may  be  present  in  a duodenal  ulcer.  Not  un- 
commonly the  chest  pain  caused  by  gastric  ulcer 
is  mistaken  for  coronary  disease. 

The  sudden  complete  perforation  of  ulcer  is 
marked  by  an  acute  lancinating  pain  felt  all  over 
the  abdomen.  The  pain  is  exceedingly  severe 
and  precipitates  almost  unendurable  agony.  Fre- 
quently it  is  referred  to  the  interscapular  area 
and  sometimes  it  is  present  at  the  tips  of  either 
shoulder  or  in  the  neck.  The  patient’s  slightest 
motion  causes  intensification  of  pain,  so  he  lies 
quietly,  afraid  to  be  moved  or  touched.  In  sub- 
acute perforation  the  pain  usually  comes  on  sud- 
denly but  it  is  not  so  agonizing.  A localized 
epigastric  area  of  tenderness  and  rigidity  or- 
dinarly  develops  after  its  onset. 

6.  Rivers.  A.  B..  Radiation  of  Pain  in  Peptic  Ulcer. 
Proc.  Staff  Meet.  Mayo  Clinic,  7:30-31,  Jan.  20,  1932. 
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Occasionally,  following  a gastroenterostomy 
for  duodenal  ulcer,  a syndrome  arises  which  has 
the  general  characteristics  of  the  primary  lesion. 
If  the  pain  is  again  in  the  original  area,  the  lesion 
is  more  apt  to  be  duodenal  rather  than  gastric 
or  jejunal.  If  the  original  ulcer  was  gastric  in 
location  and  symptoms  of  epigastric  distress  de- 
velop after  a period  of  relief,  the  secondary  lesion 
is  almost  invariably  a gastric  ulcer.  The  location 
of  pain  of  ulcers  which  arise  in  or  near  a gastro- 
enterostomy stoma  is  quite  characteristic.  The 
patient  will  usually  call  attention  to  the  fact  that 
the  pain  is  no  longer  in  the  original  area  but  is 
further  to  the  left  and  lower  than  it  used  to  be. 
If  penetration  has  taken  place,  the  pain  reference 
is  usually  through  to  the  back  in  an  area  de- 
finitely lower  than  the  usual  back  area  of  pri- 
mary ulcers. 

Functional  gastrointestinal  complaints  may  re- 
semble those  of  peptic  ulcer.  Usually  the  symp- 
toms have  less  periodicity.  There  is  a complaint 
not  so  much  of  pain  as  of  a sense  of  epigastric 
fullness.  Gastric  surgery  is  not  infrequently  un- 
dertaken to  relieve  vomiting  which  a carefully 
taken  history  would  without  difficulty  designate 
as  the  abdominal  manifestation  of  migraine.  The 
gastric  crises  of  talies  may  produce  a stormy 
siege,  occasionally  mistaken  for  ulcer.  Vomiting 
which  may  occur  without  nausea  and  may  stop 
as  suddenly  as  it  began  is  more  prominent  as  a 
symptom  than  pain.  The  latter,  which  at  times 
is  severe,  may  or  may  not  accompany  the  former. 
It  is  usually  distributed  over  the  abdomen  and 
may  be  referred  through  to  the  back.  The  pseu- 
docrisis types  of  ulcers  are  very  apt  to  mimic  the 
gastric  crises  of  tabes.  They  are  generally  due 
to  a perforating  lesion,  the  vomiting  is  profuse 
and  persistent  and  the  pain  is  not  relieved  by 
vomiting  or  gastric  lavage. 

In  a review  of  a large  series  of  surgically  veri- 
fied cases  of  cholec)'stic  disease  associated  with 
peptic  ulcer.  Rivers  and  Mason"^  found  that  in 
13.6  per  cent  of  cases  of  duodenal  ulcers  there 
was  evidence  of  cholecystic  disease.  In  cases  of 
gastric  ulcer  pathologic  changes  were  found  in 
the  gallbladder  or  bile  duct  in  7.8  per  cent.  In  a 
series  of  1026  cases  of  proved  cholecystic  disease 
7.1  per  cent  showed  evidence  of  a peptic  lesion. 

The  differentiation  between  the  pain  of  non- 
complicated  ]>eptic  ulcer  and  that  caused  by 

7.  Rivei’.s,  A.  B.  and  Mason.  J.  Bf.,  Factors  of  Impor- 
tance in  the  Differential  Diagnosis  of  Cholecystic  Dis- 
ease and  Peptic  Ulcer.  Minnesoea  Med.  14:70^712,  Au- 
gust, 1931. 


cholelithiasis  or  by  acute  or  subacute  cholecysti- 
tis usually  offers  no  great  difficulties.  The  pain 
of  gallstone  colic  frequently  starts  and  stops 
abruptly,  leaving  a residual  right  upper  quadrant 
tenderness.  The  site  of  the  pain  is  often  epi- 
gastric, though  it  may  originate  in  the  right 
upper  quadrant.  It  is  a deep-seated,  through-and- 
through  pain  commonly  radiating  into  the  scapu- 
lar area,  the  shoulder  tips  or  the  neck.  It  is  a 
severe  pain,  lancinating  in  character,  and  fre- 
quently requires  opiates  for  palliation.  The  pain 
is  intensified  by  associated  upper  abdominal 
flatulence  and  by  normal  respiration.  In  an  in- 
fected gallbladder  the  pain  and  tenderness  are 
usually  well  localized  in  the  right  upper  quadrant. 
Its  syndrome  lacks  clock-like  precision.  A 
penetrating  peptic  lesion  may  cause  a severe  pain 
but  its  antecedent  ulcer  history  usually  clarifies 
the  diagnosis. 

In  a series  of  1608  patients  with  stone  in  the 
common  bile  duct  Judd  and  Marshall*  found 
that  80  per  cent  had  a definite  history  of  one  or 
more  attacks  of  severe  biliary  colic,  17  per  cent 
complained  of  pain  in  the  epigastrium  variously 
called  dull,  jarring  or  aching,  and  in  3 per  cent 
no  pain  had  occurred  at  any  time.  In  most  pa- 
tients the  acute  symptoms  lasted  from  a few 
hours  to  a few  days  in  the  beginning  but  event- 
ually they  appeared  at  shorter  intervals  until  the 
recovery  from  one  set  was  marked  by  the  onset 
of  another.  In  a review  of  104  cases  of  ob- 
structive jaundice  associated  with  common  bile 
duct  stone,  Weir®  noted  that  colic  was  present  at 
the  onset  in  80  per  cent,  while  the  onset  of  jaun- 
dice was  painless  in  20  per  cent.  Among  the  49 
cases  of  jaundice  and  benign  stricture  colic  oc- 
curred in  50  per  cent,  while  in  38  cases  of  pan- 
creatic neoplasm  it  was  present  in  only  12  per 
cent.  In  these  conditions,  if  the  pain  had  not 
reached  the  degree  of  colicky  severity,  it  was 
present  in  milder  equivalents  or  entirely  absent, 
as  it  was  in  50  per  cent  of  the  cases  of  pan- 
creatic neoplasm  with  icterus. 

Not  infrequently  chronic  recurring  appendicitis 
may  produce  a reflex  pylorospasm  with  resulting 
brief  attacks  of  indigestion,  simulating  those 
caused  by  peptic  ulcer.  Generally,  acute  appen- 
dicitis gives  symptoms  which  are  easily  distin- 
gui.shable  from  those  of  a gastroduodenal  lesion. 

8.  .Judd.  K.  S.  and  Mar.shall,  ,T.  M.,  Oall.stone.s  in  tlio 
('ommon  Bile  Duct.  .\rch.  Surg.  23:176-181,  August, 
1931. 

9.  Weir,  .1.  F.,  Tlie  Idagnosis  of  Jaundice:  Value  of 
Clinical  and  Laboratory  Data.  .\mer.  J.  Surg.  16:494- 
503.  March,  1932. 
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These,  in  order  of  frequency  and  importance,  are 
pain,  vomiting,  tenderness,  rigidity  and  leukocy- 
tosis. Pain  is  the  earliest,  the  most  constant  and 
the  most  essential  symptom.  Usually  it  appears 
in  the  epigastrium  or  in  the  umbilical  region  and 
later  becomes  generalized.  Its  onset  is  often 
sudden  and  in  those  who  are  enjoying  good 
health.  The  patient  often  believes  he  has  colic. 
After  a period  of  time,  varying  from  six  to 
twenty-four  hours,  the  pain  localizes  in  the  right 
lower  quadrant.  Here  it  persists  until  checked 
by  the  ebb  of  the  sudden  attack,  by  operation  or 
by  the  incidence  of  tragic  pathology. 

As  the  pain  continues  it  may  become  a steady 
full  ache,  assume  an  intermittent  quality,  or,  in  a 
mild  attack,  subside  in  a few  hours.  It  is  in- 
creased by  change  of  position,  jarring  of  the 
body,  and  an  upright  position  or  by  pressure  of 
the  hand.  The  degree  of  pain  differs  remark- 
ably and  bears  no  direct  relation  to  the  pathologic 
changes  in  the  appendix.  As  a rule,  however,  the 
most  intense  suffering  is  seen  in  the  fulminating 
types,  showing  a rapid  development  of  the  morbid 
process.  Still,  a sloughing  of  the  appendix  may 
be  found  when  the  pain  was  slight  and  short- 
lived. Royster^®  states  the  duration  of  pain  is 
more  significant  than  its  severity. 

When  the  duration  is  longer  and  the  symptoms 
are  declining,  recovery  from  the  attack  may  be 
predicted.  Pain  usually  begins  to  subside  after 
twenty-four  hours  and  is  practically  gone  in 
forty-eight,  unless  some  untoward  and  unusual 
sequel  occurs.  The  pain  may  suddenly  increase, 
denoting  more  distention  of  the  appendix,  with 
edema  and  infiltration  of  its  walls,  until  either 
it  is  removed  or  ruptures.  A brief  and  colicky 
type  of  pain  may  be  due  to  the  intrusion  of  a 
fecal  concretion  which  when  passed  is  followed 
by  disappearance  of  the  pain.  When  the  pain 
subsides  slightly  after  a short  severe  existence 
and  no  other  symptoms  are  present,  gangrene 
may  be  suspected.  If  the  pain  ceases  suddenly, 
especially  following  a marked  increase  in  severity, 
perforation  of  the  appendix  is  probable. 

.'Xfter  the  gangrene  or  perforation  has  taken 
]ilace,  a secondary  pain  occurs  due  to  the  exten- 
sion of  the  infection  to  the  peritoneum.  The 
location  of  the  pain  would  then  depend  upon  the 
position  of  the  appendix  and  the  direction  of  the 
spread  of  the  inflammatory  process.  The  pain 
may  be  found  in  the  right  loin  or  liver  region, 
over  the  urinary  bladder,  down  the  thigh  and  to 

10.  Royster,  H.  A.,  Appendicitis,  D.  Appleton  and 
Co.,  New  York  and  London,  pp.  1-353,  1927. 


the  knee,  in  the  right  testicle  or  the  left  iliac 
region.  The  pain  of  acute  appendicitis  and  its 
complications  must  be  distinguished,  if  possible, 
from  those  of  renal  and  ureteral  colic.  The  other 
important  differential  diagnostic  considerations 
are  the  pains  produced  by  Dietl’s  crisis,  pyelitis, 
acute  salpingitis,  ectopic  pregnancy,  twisted 
pedicle  of  an  ovarian  cyst,  acute  epididymitis, 
diverticulitis,  acute  intestinal  obstruction,  throm- 
bosis and  embolism  of  the  mesenteric  vessels, 
pneumonia  and  pulmonary  tuberculosis,  as  well 
as  the  pain  associated  with  peptic  lesions  and 
biliary  disease. 

CONCLUSIONS 

Abdominal  pain  is  a pointing  symptom  of  na- 
ture and  a reliable  index  that  something  is  wrong. 
It  is  of  inestimable  differential  value  when  one 
is  attempting  to  arrive  at  an  accurate  diagnosis 
of  an  abdominal  complaint.  When  carefully  con- 
sidered, it  should  prove  of  real  aid  in  distinguish- 
ing between  the  presence  of  gastroduodenal 
ulcers,  biliary  disease  or  appendicitis. 
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Further  Studies  On  Use  Of  Wheat  Bran  As  A 
Laxative.  George  R.  Cowgill  and  Albert  J.  Sullivan, 
New  Haven,  Conn.  {Journal  A.  M.  A.,  March  18, 
1933),  studied  the  laxative  values  of  commercial  wheat 
bran,  a processed  bran  product,  and  a mixed  diet  of 
fruits  and  vegetables  in  a group  of  six  male  patients 
exhibiting  varying  degrees  of  constipation.  I'he  pa- 
tients subsisted  on  carefully  selected  diets  the  fiber 
contents  of  which  were  determined  by  chemical  analy- 
sis. 'The  several  criteria  of  laxative  action  developed 
in  studies  on  healthy  men  were  used  in  this  investiga- 
tion. In  all  but  one  instance,  the  commercial  bran 
and  the  processed  bran  product,  when  fed  in  such 
amounts  as  to  bring  the  daily  fiber  intake  up  to  90 
mg.  per  kilogram  of  body  weight,  were  efficacious  in 
correcting  the  constipation,  in  contrast  to  fruits  and 
vegetables,  which  proved  to  be  satisfactory  in  only 
two  cases.  The  commercial  bran  proved  to  be  slightly 
superior  to  the  processed  bran  product  but  was  much 
less  palatable  and  proved  difficult  to  ingest  in  reason- 
able quantity;  no  difficulty  whatever  was  experienced 
in  eating  the  processed  product.  The  authors  suggest 
that  the  smaller  size  of  the  fiber  particle  in  the  pro- 
cesed  bran  product  is  a factor  tending  to  decrease 
slightly  its  laxative  value.  In  the  three  cases  in  which 
satisfactory  laxation  was  not  secured  when  the  patient 
was  subsisting  on  the  diet  of  fruits  and  vegetables, 
addition  of  the  processed  bran  product  resulted  in  the 
desired  improvement.  In  each  of  the  five  cases  that 
presented  constipation  without  any  other  symptoms, 
it  was  observed  that  the  fraction  of  the  fiber  of  the 
basal  diet  and  of  the  fruits  and  vegetables  that  re- 
mained intact  after  passage  through  the  alimentary 
tract  was  much  less  than  was  the  case  with  the  healthy 
men  studied  in  the  earlier  investigations.  The  ten- 
dency to  constipation  that  these  patients  exhibited 
was  probably  due  to  this  fact.  A diet  of  common 
foods  that  will  suffice  to  promote  satisfactory  laxation 
in  healthy  persons  evidently  will  do  so  in  some  of 
these  patients  but  not  in  all.  and,  therefore,  the  latter 
require  some  form  of  roughage  that  will  resist  all 
decomposition. 
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UNION  OF  NERVE  TISSUE  WITH 
NOVOCAINE  IN  SPINAL 
ANESTHESIA 

THE  CEINICAE  SIGNICANCE  OF  SUCH  UNION.* 

George  R.  Vehrs,  M.  D. 

SALEM,  ORE. 

This  paper  is  an  attempt  to  correlate  the  histo- 
logic anatomy,  the  physiology  and  the  pharmaco- 
dynamic action  of  novocaine  on  the  sensor  and 
motor  nerve  radicles  and  axones  within  the 
arachnoid  and  within  the  cord  substance;  to  in- 
terpret as  well  as  possible  the  action  and  reactions 
of  the  nerve  segments  to  novocaine,  and  to  de- 
duce from  private  experimentation, ^ practical 
experience  and  through  the  works  of  others^ 
the  effect  of  such  actions^  and  reactions^  on  the 
cardiovascular®  and  respiratory  systems.® 

It  is  not  my  function  to  agree  or  disagree  with 
much  of  the  primary  works,  but  rather  to  select 
those  attributes  which  merit  distinction.  Time 
and  modern  methods  have  greatly  changed  our 
concepts  in  regard  to  the  anatomy  and 
physiology  of  the  nervous  system  and  the  re- 
actions of  the  nerve  tissues  to  novocaine. 

Nerves  which  enter  into  the  problems  of  spinal 
anesthesia  are  sensory  and  motor  in  type.  One 
sensory  and  one  motor  nerve  are  given  off  from 
each  side  of  each  vertebral  segment  of  the  cord. 
Afferent,  pain,  touch,  thermal,  joint,  muscles, 
tendon  and  visceral  fibers  enter  the  spinal  nerves 
by  way  of  the  dorsal  spinal  ganglia.  The 
efferent  fibers  leave  each  neural  segment  to  form 
the  motor  part  of  each  spinal  nerve  and  to  form 
the  preganglionic  fibers  of  the  sympathetic  ner- 
vous system. 

The  afferent  nerve  fibers  central  to  the  spinal 
ganglion  enter  the  dura  and  the  subarachnoid, 
where  they  are  seen  to  divide  into  longitudinal 
myelinated  ascending  fibers  known  as  the  medial 

*Read  before  a meeting  of  Clark  County  Medical 
Society,  Vancouver,  Wash.,  Nov.  15,  1932. 
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branch,  and  fine  short  myelinated  and  non- 
myelinated fibers  known  as  the  lateral  or  short 
branch.  Both  the  ascending  long  longitudinal 
and  the  short  lateral  fibers  divide  into  an  ascend- 
ing and  descending  branch.  The  fibers  of  each 
spinal  nerve  thus  form  longitudinal  tracts  which 
ascend  to  the  brain  as  afferent  or  sensory  tracts 
and  descend  from  the  brain  as  efferent  or  motor 
tracts. 

SENSORY  NERVES 

The  sensory  nerve  contains  ( 1 ) myelinated  and 
nonmyelinated  pain  and  temperature  fibers,  (2) 
myelinated  and  nonmyelinated  touch  and  tem- 
perature discrimination  fibers,  (3)  myelinated 
afferent  fibers  for  pressure  sensations  in  muscles, 
tendons,  and  joint  movements,  (4)  myelinated 
and  nonmyelinated  afferent  fillers  which  come 
from  viscera  for  vasomotor  regulation. 

MOTOR  NERVES 

The  motor  nerve  contains  (1)  myelinated 
motor  smooth  muscle  fibers  which  give  tone  and 
contract  muscles,  (2)  myelinated  and  nonmyelin- 
ated vasoconstrictor  fibers  to  vessels,  ducts  and 
lironchi,  (3)  myelinated  and  nonmyelinated  fibers 
to  intestinal  muscles,  ducts  and  bronchi,  (4)  mye- 
linated and  nonmyelinated  vasodilator  fibers  to 
vessels. 

NERVE  ACTION  CURRENTS 

Gasser,  Erlanger,  Ranson  and  Bishop  have 
investigated  the  action  currents  of  these  nerve 
fibers  by  means  of  the  cathode  ray  oscillograph 
and  found  that  the  action  currents  of  the  motor 
and  the  long  medullated  sensory  nerve  fibers  are 
homogeneous;  that  the  action  currents  of  the 
sensory  nerve  fibers  of  greatly  lessened  or  no 
myelin  sheaths  are  heterogeneous.  They  have  de- 
scribed alpha,  beta,  gamma  and  delta  fibers  ac- 
cording to  their  physiologic  properties.  They 
found  that  the  motor  or  efferent  axones  and  the 
long  sensory  or  afferent  longitudinal  fibers  have 
large  diameters,  heavy  myelin  sheaths  and  con- 
duct nerve  impulses  with  great  velocity.  They 
have  a low  threshold  to  stimulation,  and  the  short- 
est absolute  and  relative  refractory  periods.  The 
shorter,  sensory  afferent  fibers  have  very  small 
diameters,  less  myelin,  slower  conduction  of  im- 
pulses, high  thresholds  to  stimulation  and  larger 
refractory  periods. 

Thus  we  find  that  the  size  and  degree  of  mye- 
linization  depend  upon  the  length  of  the  nerve 
fiber.  Fine  delicate  nerve  tendrils,  of  course,  have 
a slight  diameter,  short  course,  and  a very  delicate 
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or  practically  no  demonstrable  myelin  sheath. 
Hence  we  find  that  nearly  all  the  sensory  and 
motor  nerve  roots  which  are  in  the  subdural  ar- 
achnoid are  myelinated,  and  that  the  same  rule 
applies  to  the  intracordal  long  nerve  fibers  which 
go  to  make  up  the  intracordal  nerve  tracts.  Main- 
ly short  coursed  delicate  tendrils  and  interseg- 
mental  association  fibers  are  slightly  medullated 
or  nonmedullated.’^ 

THE  LAWS  OF  NOVOCAINE  FIXATION 

The  laws  which  govern  the  selective  affinity  of 
the  lipoid  of  nerve  tissue  for  novocaine.  as  prov- 
en by  Dixon,  Koch,  Santesson  and  others,  is  the 
basis  for  proof  of  local  anesthesia.  The  pharma- 
codynamic action  of  the  cocaine  series  on  nerve 
tissue  will  be  quoted. 

Henderson*  reviewed  the  literature,  the  phar- 
macology and  the  physiology  of  the  union  of 
nerve  tissue  with  novocaine.  He  favors  the  theory 
of  Overton  that  it  is  the  lipoids  of  nerve  tissue 
which  unite  with  the  novocaine.  Having  the  ex- 
periments of  Dixon.  Koch,  Santesson,  et  al.,  upon 
which  to  solve  the  problem,  it  would  seem  com- 
paratively easy  to  correlate  these  laws  when  us- 
ing novocaine  in  the  subarachnoid  by  setting  be- 
fore us  the  histologic  structure  of  the  cord  and 
nerves. 

Evans  classifies  the  response  of  action  cur- 
rent readings  by  the  oscillograph  as  follows : 
The  alpha  fibers  are  ( 1 ) motor  fibers  to  mus- 
cles, (2)  sensory  impression  fibers  and  (3)  af- 
ferent depressor  fibers.  Beta  fibers  are  the 
respiratory  reflex  fibers.  Gamma  fibers  are  the 
pressor  reflex  fibers.  Delta  fibers  are  the 
slightly  or  nonmedullated  short  fibers  of  the 
dorsal  roots. 

THE  SPINAL  cerebrospinal  CIRCULATION 

The  cerebrospinal  arachnoid  system  consists 
of  a communicating  network  of  canals,  ventri- 
cles and  penetrating  channels  surrounding  and 
permeating  the  brain  and  cord.  The  surrounding 
spaces  are  the  subdural  and  arachnoid  spaces. 
The  internal  spaces  are  the  ventricles,  the  aque- 
duct of  fallopius  and  the  central  canal  of  the 
cord. 

VIRCHOW  AND  ROBIN  SPACES 

Virchow  and  Robin  first  described  the  penetrat- 
ing channels  as  a double  vascular  channel,  one 
in  the  walls  of  the  arteries  and  one  surrounding 
the  arteries,  lined  with  pial  cells.  The  arachnoid 

7.  Willinsky,  A.  I..  Clinical  Significance  of  the 
Foiin  and  Functions  of  the  Dorsal  Hoots  in  Spinal 
Ane.sthfsia.  Am.  Jour.  Surg.,  17:226-232,  Aug.,  1932. 

8 Henderson,  V.  E..  The  Practical  Use  of  the 
I’resent  Theories  of  Narcosis  and  .Vnesthesia.  Eighty- 
third  -Annual  Meeting  M.  A.  May  12,  1932. 


lies  between  the  artery  and  pia,  containing  cere- 
brospinal fluid,  communicating  with  the  peri- 
neural spaces  around  each  nerve  cell  within  the 
brain  and  cord  and  with  subarachnoid  spaces 
around  the  brain  and  cord. 

This  circulation  is  also  described  by  Weed, 
Cushing,  Manakow  and  others.  A spinal 
circulation  which  is  so  constituted  permits  novo- 
caine in  solution^  to  be  carried,  first,  to  the  nerve 
roots  within  the  spinal  subdural  arachnoid  fluid, 
and  then  to  penetrate  within  the  cord  substance 
by  way  of  the  periarterial,  the  perineural  and 
pericellular  spaces  to  bathe  each  nerve  cell  and 
each  nerve  fiber  in  novocainized  fluid. 

NERVE  FIBERS  IN  SPINAL  ANESTHESIA 

Nerves  which  enter  into  the  problems  of  spin- 
al analgesia  are  sensory  and  motor.  These  two 
types  of  nerves  both  contain  fibers  which  have 
different  thresholds  for  union  with  novocaine. 

The  sensory  ner\e  contains : ( 1 ) jiain  and 
temperature  fibers,  (2)  touch  and  temperature 
discrimination  fibers,  (3)  afferent  fibers  for 
pressure  sensations  in  muscles,  tendons,  and 
joint  movements,  (4)  afferent  fibers  which 
come  from  the  viscera  for  vasomotor  regulation. 

The  motor  nerve  contains : ( 1 ) motor  smooth 
muscle  fibers  which  give  tone  and  contract  mus- 
cles, (2)  vasoconstrictor  fibers  to  vessels,  ducts 
and  bronchi,  (3)  inhibitor  fibers  to  intestinal 
muscles,  ducts  and  bronchi,  (4)  vasodilator  fib- 
ers to  vessels. 

These  fibers  in  both  systems  which  block 
easily  or  unite  readily  with  novocaine  also  hold 
the  union  longer.  Therefore,  the  recovery  of  the 
power  of  conduction  will  lie  directly  opposite ; 
e.g.,  the  fibers  which  unite  slowly  and  take  up 
only  small  quantities  of  novocaine  are  the  first 
to  recover.  Hence  in  subarachnoid  nerve  l)lock, 
the  block  of  the  pain  nerves  is  the  most  com- 
plete and  lasting.  A slightly  larger  concentra- 
tion of  novocaine  will  block  conduction  of  the 
other  sensory  fibers.^®  In  the  motor  system  the 
loss  of  conduction  is  brought  about  by  ascending 
concentrations  of  novocaine  in  the  following  or- 
der: (1)  motor  nerves  to  muscle  fil)crs,  {2)  in- 
hibitor to  smooth  muscle,  (3)  vasoconstrictor 
fillers,  (4)  vasodilator  fibers. 

It  requires  higher  concentration  of  novocaine 
to  block  motor  than  sensory  nerves,  and  ascend- 
ing concentrations  of  novocaine  to  block  the  dif- 
ferent kinds  of  fibers  in  each  system.  As  the 

' Monakow  C.,  Cerebrospinal  Fluid  .Schweiz. 

Arch.  Neurol  U.  Psychiat.  8:233.  1921. 

10.  Dixon.  W.  E..  The  Selective  Action  of  Cocaine 
on  Nerve  Fibers.  .lourn.  Physiol.  32:87,  190.7. 
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novocaine  solution  is  absorbed  the  motor  fibers 
recover  in  the  following  order : the  vasodilator 
fibers  first,  the  vasoconstrictor  next  and  the  vol- 
untary muscle  nerve  fibers  last. 

THE  ORDER  OE  RECOVERY  EROM  NERVE  BLOCK 

In  the  sensory  system  recovery  to  touch  and 
muscle  sense  is  first,  temperature  second,  and 
pain  sense  last.  Owing  to  the  variations  in  the  af- 
finity of  sensory  and  motor  nerve  fibers  for  no- 
vocaine, it  is  possible  to  get  sensory  block  earlier 
and  higher  than  motor  block.  For  this  reason 
we  may  have  a painless,  shockless  procedure  in 
any  part  of  the  body,  and  a motor  trunk  muscle 
relaxation  which  permits  a more  perfect  access- 
ibility to  deep  organs  and  ducts,  together  with 
good  heart  and  respiratory  function. 

The  nerve  tissue  unites  rapidly  with  the  novo- 
caine according  to  its  specific  affinity.  The 
small  tendrils  carrying  delta  fibers  with  low  vel- 
ocity currents  and  a high  refraction  to  stimulation 
are  the  first  to  unite  with  novocaine. 

The  alpha  motor  fibers  of  large  diameter,  high 
velocity,  low  refraction  to  stimulation  unite  slow- 
ly and  loose  the  property  of  conduction  last.  Alpha 
sensory  fibers  unite  more  rapidly  and  hold  the 
union  longer  than  alpha  motor  fibers. 

The  subarachnoid  fluid  is  rapidly  diluted  by 
this  initial  union  with  nerve  tissue.  Therefore, 
the  initial  dose  of  injected  novocaine  must  be 
large  enough  to  fix  and  block  all  the  nerve  tracts 
outside  and  inside  the  cord  or  a portion  of  them 
will  go  unblocked. 

Having  reviewed  the  anatomy  of  sensory  and 
motor  fibers  together  with  certain  physiologic 
characteristics,  I believe  we  are  in  a position  to 
better  understand  the  reasons  for  sensory  and 
motor  nerve  block  through  union  of  lipoids  with 
novocaine.  The  description  of  the  spinal  fluid 
circulation  hy  Weed,  Cushing  and  Manakow 
depicts  the  arachnoid  as  penetrating  the  cord  by 
forming  a periarterial,  perineural  and  pericellular 
canal.  These  arachnoid  channels  serve  as  an  in- 
tramural connection  with  the  subdural  arachnoid 
and  bathe  each  nerve  cell  and  fiber  with  spinal 
fluid.  This  spinal  fluid  circulation  will  show  how 
spinal  nerve  block  may  not  be  entirely  nerve  root 
l)lock  but  that  it  is  a combination  of  sul)dural 
arachnoid  nerve  root  block,  followed  by  an  in- 
tramural or  intracordal  tract  and  nerve  center 
block. 

THE  QUESTION  OE  NERVE  ROOT  BLOCK 

All  pharmacologic  investigators  admit  that  the 
sensory  nerve  roots  are  blocked  in  spinal  anesthe- 


sia. Most  investigators  admit  there  is  sensor} 
and  motor  nerve  root  block.  Willinsky  has  re- 
cently written  and  described  spinal  anesthesia  as 
a pure  sensory  nerve  root  block.  He  does  not 
recognize  motor  root  block.  Such  a condition 
may  be  possible  in  certain  low  forms  of  animal 
life  in  which  the  mono-  and  bisynaptic  arcs  are 
present  which  have  no  suprasegmental  control. 

Multiple  intersegmental  association  fibers, 
crossed  and  uncrossed  arcs,  intersegmental  fibers 
and  suprasegmental  neurone  control  through  the 
nucleus  of  the  cerebrum,  cerebellum  and  medulla 
give  a compensatory  flow  of  sensory  impulses  to 
the  pallium  and  a resulting  motor  stimulation 
through  the  long  longitudinal  motor  axones.  The 
intracordal  longitudinal  connecting  neurones  pro- 
tect the  mono-  and  bisynaptic  neural  arcs  from 
the  local  effect  of  sensory  nerve  root  block.  Ac- 
cording to  Bailey,  “It  must  be  kept  in  mind  that 
there  are  probably  no  isolated  neural  arcs  and 
every  neural  reaction  involving  any  given  arc  al- 
ways influences  and  is  influenced  by  other  parts 
of  the  nervous  system.  The  independence  of  the 
nervous  system  as  a reflex  mechanism  is  much 
diminished  in  man.” 

Such  a condition  as  pure  sensory  nerve  root 
block  with  complete  paralysis  might  be  possible 
if  in  man  the  reflex  mechanism  was  monosynap- 
tic, if  the  motor  axones  were  chemically  and  phy- 
siologically different  from  the  sensory  axones,  if 
novocaine  would  not  unite  with  the  motor  nerve 
tissue,  or  if  it  were  impossible  to  bring  the  novo- 
caine solution  to  the  motor  roots. 

I have  described  the  novocainization  of  the  cord 
roots  and  intracordal  nerve  cells  and  fiber  tracts. 
I have  pictured  the  chemical,  physiologic  and 
structural  differences  and  similiarity  of  the  sens- 
ory and  motor  nerve  elements.  I have  given 
Dixon’s  laws  of  affinity  of  sensory  and  motor^ 
neurones  for  novocaine.  I have  in  another  ar- 
ticle told  of  pure  regional  sensory  spinal  nerve 
block  and  explained  why  such  a condition  is  pos- 
sible. 

Is  it  possible  that  sensory  nerve  roots  and 
axones  which  have  the  same  diameter,  the  same 
reaction  nerve  currents,  the  same  refraction 
period  to  stimulation,  the  same  velocity  of  cur- 
rent, the  same  threshold  to  stimulation,  and  the 
same  lipoid  content  as  motor  roots  and  axones 
would  not  unite  with  novocaine?  I can  picture 
some  difference  in  union  and  stability  of  union 
on  account  of  some  chemical  variation,  but  I 
cannot  conceive  that  novocaine  would  he  chemo- 
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tactic  to  sensory  lipoids  and  not  to  like  motor 
lipoids.  Therefore,  I believe  in  motor  and  sensory 
root  block  as  given  and  also  as  an  intracordal 
tract  and  center  block. 

Furthermore,  if  a proper  concentration  of  no- 
vocaine  were  injected  into  the  subdural  spinal 
fluid  at  the  sixth  dorsal  segment,  producing  a 
sensory  root  block  with  no  block  of  the  motor 
roots  and  no  transcordal  ascending  and  descend- 
ing efferent  intracordal  block,  the  patient  could 
use  the  arms  and  legs  normally,  would  have  no 
intercostal  palsy,  good  diaphragmatic  respiration, 
a weakened  cardiac  action,  no  visceral  pain  (block 
of  the  afferent  splanchnics)  and  no  pain  in  the 
region  of  the  sensory  block.  According  to  Will- 
insky  such  a condition  can  be  produced.  He  il- 
lustrates by  using  160  mg.  of  novocaine  in  the 
dural  sac.  Any  one,  who  has  performed  spinal 
anesthesia  at  any  segment  of  the  cord  or  even 
below  the  sixth  dorsal  segment,  knows  that  160 
mg.  of  novocaine  injected  in  the  subdural  space 
at  the  sixth  dorsal  intervertebral  opening,  fol- 
lowed by  an  early  Trendelenburg  posture,  pro- 
duces a complete  sensory  block  of  the  head,  neck 
and  body,  and  a complete  motor  block  below  the 
sixth  cervical  or  first  dorsal  segment. 

In  this  sixth  dorsal  injection  for  spinal  nerve 
block  with  the  patient  placed  in  the  Trendelen- 
burg position  at  once,  the  novocaine  will  not  dif- 
fuse into  the  lumbosacral,  but  will  diffuse 
throughout  the  dorsal  and  cervical  dural  fluid. 
For  this  reason  the  lumbrosacral  spinal  fluid  is 
free  of  novocaine  and  these  ascending  and  de- 
scending afferent  and  efferent  long  longitudinal 
fibers,  which  go  to  and  come  from  the  supraseg- 
mental  areas  for  the  innervation  of  the  lower  ex- 
tremeties  by  way  of  the  subarachnoid  roots,  are 
not  blocked  in  the  lumbosacral  dura.  If  any  block 
of  these  nerve  tracts  is  to  occur,  it  must  occur 
in  the  novocainized  area  and  if  block  does  occur 
then  the  long  intersegmental  nerve  tracts  are 
blocked  within  the  cord  itself. 

We  know  that  the  dose  of  novocaine  injected 
produces  a complete  loss  of  sensory  sen- 
sations in  the  entire  body  and  paralysis  below  the 
sixth  cervical  or  first  dorsal  cord  segment.  We 
therefore  deduce  that  the  novocaine  did  penetrate 
the  cord  and  did  block  the  intramural,  interseg- 
mental cord  tracts.  In  this  type  of  spinal  an- 
esthesia the  suprasegmental  or  brain  reflexes  are 
stimulated  by  the  normal  automaticity  of  centers 
combined  with  sensory  impulses  from  the  lungs, 
heart  and  vessels  through  the  vagus  nerves. 


The  respiration  is  shallow  and  slow,  the  heart 
is  slow,  the  pulse  is  weak  and  may  be  impercept- 
ible at  the  wrist,  the  cardiac  muscle  tone  is  les- 
sened, the  contractions  appear  lazy  and  weakened 
but  sufficient  to  carry  on  the  circulation  through 
the  lungs  and  brain  stem.  A study  of  moving 
pictures  of  the  exposed  heart  of  the  dog  during 
spinal  and  cisternal  analgesia  presents  the  picture 
as  given.  If  the  food  supply  of  oxygen,  sugars 
and  stimulating  salts  for  the  heart  is  depleted, 
the  heart  muscle  becomes  weak  and  irregular,  ap- 
pears flabby,  dilates,  fibrillates  and  finally  stops. 
Usually  the  respiration  stops  a few  minutes  ahead 
of  the  heart. 

EVIDENCE  CONCERNING  NOVOCAINE  TRANSECTION 
OF  THE  SPINAL  CORD  IN  SUBAR.\CHNOID 
ANESTHESIA 

By  creating  subarachnoid  compartments  in  the 
dorsal  and  cervical  regions  of  the  cord,  followed 
by  subarachnoid  injection  of  novocaine  solution 
into  these  compartments,  Ferguson  and  North 
were  able  to  produce  the  same  drops  in  blood 
pressure,  respiration  and  pulse  rate  and  the  same 
paralysis  as  occurred  in  high  subtotal  spinal  motor 
block.  That  is,  if  an  eighth  cervical  compartment 
is  estalilished  by  ligature  around  the  dura,  fol- 
lowed by  arachnoid  injection  of  the  proper  dose 
of  novocaine  in  solution  above  the  ligature,  there 
results  an  intercostal  and  lower  motor  nerve 
block,  a cardioaccellerator  and  vasomoter  nerve 
block,  followed  by  a phrenic  block.  Unless  .arti- 
ficial respiration  is  carried  on  until  the  phrenic 
respiration  is  again  possible,  death  soon  ensues. 
In  other  words,  cervical  block  establishes  a result 
which  is  equal  to  the  summation  of  the  effects  of 
block  of  all  other  segments.  If  the  novocaine  did 
not  penetrate  the  cord,  the  long  intracordal  fibers 
could  not  be  blocked  and  the  results  would  be 
totally  different.  In  the  case  I have  cited  there 
was  no  no.oraine  in  the  arachnoid  of  the  lum- 
bosacrodorsal  cord.  Therefore,  it  is  logical  to 
conclude  that  novocaine  did  enter  and  did  block 
the  ascending  and  descending  tracts  as  well  as  the 
nerve  centers  of  the  cord  in  the  region  surround- 
ed and  penetrated  by  novocaine  solution. 

VENTILATION  OF  THE  LUNGS 

The  absence  of  lung  ventillation,  the  increasing 
anoxemia,  the  overwhelming  action  of  rapidly 
forming  poisonous  products  of  catabolism,  com- 
bined with  a very  low  blood  pressure,  venous  con- 
gestion and  an  improperly  nourished  heart,  pro- 
duce a condition  incompatible  with  life.  The  early 
use  of  oxygen  combined  in  special  cases  with  arti- 
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ficial  respiration  will  overcome  the  anoxemia, 
will  oxidize  the  available  sugars  and  the  products 
of  catabolism,  ventilate  the  lungs,  increase  the 
vis  a tergo  on  the  heart,  nourish  the  vital  organs 
and  their  nerve  centers  and  prevent  a central 
cardiorespiratory  death. 

ARTIEICIAL  RESPIRATION 

If  early  manual  artificial  respiration  is  insuf- 
ficient to  ventillate  the  lungs,  to  bring  plenty  of 
venous  blood  to  the  heart,  to  overcome  the  com- 
plete respiratory  paresis  and  its  results,  the  pa- 
tient should  be  placed  in  a Lundy  or  Drinker  res- 
pirator until  the  blood  pressure  is  established,  and 
until  the  heart  and  respiratory  action  can  be 
handled  normally  without  assistance. 

SENSORY  nerves  and  COORDINATION  OF  MOTOR 
MOVEMENTS 

“We  have  learned  from  physiologists  that,  in 
order  to  coordinate  motor  movements,  there  must 
be  a constant  stream  of  sensory  informative  im- 
pulses flowing  to  the  suprasegmental  nervous 
system  which  regulates  the  action  of  locomotion. 
Therefore,  the  essential  basis  of  purposeful  and 
effective  motor  activity  is  in  the  reception  of  ac- 
curate sensory  information.”  Starling  proved 
that  functional  but  not  actual  palsy  existed,  if  the 
sensory  nerve  roots  were  cut  proximal  to  the  post- 
erior spinal  ganglion.  All  of  this  is  true,  but  it 
is  not  fair  to  conclude  that  sensory  block  produces 
a total  paralysis  of  muscles  in  mlan,  when  in  fact 
it  only  produces  a functional  palsy.  When  motor 
block  is  added  to  sensory  block  there  is  actual 
paralysis  during  the  time  of  the  motor  block,  and 
a functional  palsy  following  the  motor  block  until 
the  joint,  muscle  and  tendon  axones  recover  the 
property  of  conduction. 

The  exceptions  to  this  rule  during  the  period 
of  motor  nerve  block  is  illustrated  best  in  these 
muscular  organs  which  are  endowed  with  an  in- 
trinsic nerve  supply  and  in  some  instances  an  in- 
herent property  of  automaticity.  With  the  affer- 
ent and  efferent  cord  roots  and  intracordal  tracts 
blocked  no  sensory  or  motor  conduction  is  pos- 
sible in  or  below  the  area  blocked.  The  organs 
which  have  an  intrinsic  nerve  supply  or  are 
automatic  continue  to  function  without  the  extrin- 
sic nerve  supply. 

There  are  nerve  plexuses  and  intrinsic  nerves 
in  the  heart,  aorta,  intestines,  uterus,  etc.,  which 
permit  the  muscles  involved  to  have  a certain  de- 
gree of  tonicity  and  contractility.  The  heart  is 
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automatic  as  long  as  circulating  food,  oxygen  and 
stimulating  salts  nourish  its  muscles.  The  intrinsic 
nerves  preserve  tone,  the  cardiac  accellerator 
nerves  increase  the  tone  and  speed,  the  vagal  fi- 
bers decrease  the  rate  and  produce  a lessened 
tone.  Hess  and  Eppinger  state  that  a loss  of 
cardiac  accellerator  fiber  stimulation  (which  re- 
sults in  spinal  anesthesia)  brings  into  play  vagal 
stimulation  with  a slowing  of  the  heart  and  a 
concommitant  loss  of  tone  in  the  heart  and  ves- 
sels. 

The  intestines  also  have  an  intrinsic  nerve 
supply  which  permits  rhythmic  contractions. 
These  contractions  are  controlled  by  the  sympa- 
thetic dilator  and  the  vagal  accellerator  fibers. 
In  spinal  anesthesia,  where  the  sympathetic  and 
sacral  parasympathetic  fibers  are  blocked,  the 
vagal  stimulation  produces  a contraction  and  rhy- 
thmic actions  of  its  muscles. 

In  regard  to  the  uterus  in  spinal  anesthesia,  it 
is  intensely  interesting  to  note  the  protective 
forces  which  are  endowed  to  certain  vital  organs 
by  nature.  I have  given  a short  description  of 
the  protective  forces  at  play  in  regard  to  the 
heart,  blood  vessels  and  intestines.  The  intrin- 
sic nerves  of  the  uterus  are  even  more  interest- 
ing because  it  is  possible  for  it  to  function  in 
childbirth  when  all  extrinsic  nerves  are  severed. 
Hoeste,  in  1923,  found  rhythmic  movements  in 
an  excised  uterus.  Kehrer  found  spontaneous 
contractions  of  the  uterus  in  the  absence  of  its 
extrinsic  nerve  supply.  In  1907  he  measured  and 
compared  these  contractions  in  the  various  parts 
of  the  organ.  By  means  of  the  kymograph  he 
registered  the  fact  that  in  the  cornua  the  pendul- 
ous movements  occurred,  while  in  the  cervix  the 
movements  were  less  active  but  more  intense. 
Rein,  in  1902,  described  the  spontaneous  birth  of 
a rabbit  after  severing  the  extrinsic  nerves. 

It  has  also  been  found  that,  in  paralysis  of  the 
lower  half  of  the  body  and  in  transection  of  the 
spinal  cord,  parturition  occurred  with  abnormal 
rapidity.  In  spinal  anesthesia^^  with  paralysis  of 
the  lower  half  of  the  body,  there  is  uterine  muscle 
tone,  contractions  are  present,  delivery  is  pos- 
sible, and  the  muscle  is  easily  made  to  con- 
tract intensively  by  tonic  drugs.  In  view  of  these 
reports  it  may  be  assumed  that  the  uterine  mus- 
culature, like  other  smooth  muscles,  possesses  in- 
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herent  capacity  to  undergo  rhythmic  contractions, 
but  under  normal  nervous  control  it  is  subject  to 
inhibiting  motor  contraction  influences. 

TO  ILLUSTRATE  THE  ACTION  OF  MUSCLES  WHICH 
HAVE  AN  INTRINSIC  NERVE  SUPPLY 

In  total  sensory  spinal  anesthesia  of  the  body, 
in  which  there  is  motor  block  below  the  first  dors- 
al cord  segment,  the  cardiac  accelerators,  the 
splanchnic  blood  vessels  and  intestinal  dilators, 
the  sacral  parasympathetic  nerve  fibers  are  block- 
ed. The  vagal  afferent  and  efferent  fibers  of 
the  heart,  respiration  and  intestines,  the  phrenic 
nerves  and  the  medullary  motor  centers  are  not 
blocked. 

Phenomena.  Patient  may  sleep.  No  intercostal 
respiration.  *Heart  slow  with  some  loss  of  tone 
especially  in  the  blood  vessels.  Great  drop  in 
blood  pressure.  Diaphragmatic  respiration  pos- 
sible and  present.  No  voluntary  movements  pos- 
sible below  the  first  rib.  ^Intestines  contracted 
with  rhythmic  movements.  Sphincters  relaxed. 
♦Uterus  contracted  and  rhythmic  actions  present. 
♦Parturition  possible.  Tonic  drugs  cause  contrac- 
tion of  uterine  muscles. 

(The  stars  represent  nature’s  special  protective  in- 
trinsic nerve  action,  combined  in  some  instances  with 
an  inherent  automaticity  during  life.) 

CONCLUSIONS 

1.  Spinal  anesthesia  as  performed  today  is  due 
to  a combined  sensory  and  motor  block. 

2.  Spinal  anesthesia  is  not  only  root  block,  but 
it  is  also  a transection  of  the  cord  through  in- 
tracordal  block. 

3.  Pure  regional  spinal  analgesia  is  sensory 
root  block,  and  may  be  safely  performed  at  any 
segment  of  the  cord. 

4.  Where  motor  block  enters  spinal  anesthesia 
there  can  be  no  regional  spinal  block. 

5.  The  cardiovascular  system  looses  tone 
when  its  afferent  fibers  are  blocked,  but  it  has  an 
intrinsic  nerve  supply  combined  with  an  automa- 
ticity which  will  carry  on  if  circulating  blood  and 
oxygen  are  supplied,  if  respiration  is  possible, 
and  if  the  patient  is  in  the  generous  Trendelen- 
burg position. 

6.  The  lack  of  intercostal  respiration  is  one 
of  the  factors  involved  in  producing  and  main- 
taining the  great  drop  in  blood  pressure. 

7.  The  early  administration  of  oxygen,  and  if 
necessary  of  artificial  respiration  as  soon  as  the 
cardiorespiratory  system  is  embarrased,  is  tlie 

•only  method  of  preserving  life  when  the  Trend- 
elenburg position  in  itself  is  insufficient. 


9.  The  Lundy  and  Drinker  respirators  are  no 
doubt  the  best  instruments  to  produce  long  con- 
tinued artificial  respiration  during  dire  cardio- 
respiratory calamities. 

10.  The  Trendelenburg  position  is  used  to 
gravitate  venous  blood  from  the  entire  subdia- 
phragmatic  venous  system  to  the  heart. 


OSTEOMYELITIS* 

J.  Christopher  O’Day,  M.D.,  F.A.C.S. 

HONOLULU,  HAWAII 

Osteomeylitis  of  itself  has  not  been  properly 
classified,  and  I have  often  wondered  why.  There 
is  a disposition  on  the  part  of  many  physicians  to 
confuse  it  with  a necrosis.  It  will  be  admitted 
that  necrosis  in  the  form  of  a sequestrom  does 
often  complicate  an  infection  that  had  its  origin 
in  the  marrow,  but  that  is  no  reason  for  apply- 
ing the  term  to  a necrosis  of  a bone  where  no 
marrow  canal  exists. 

Osteomyelitis  means  an  infection  within  the 
marrow  of  a long  bone.  If  the  condition  is  not 
recognized  early,  there  are  sure  to  be  sequelae 
accruing  that  may  range  from  sequestration  to 
a death  by  pyemia.  Yet,  frightful  as  may  be,  and 
usually  is,  the  course  of  an  unrecognized  osteo- 
myelitis, there  is  no  problem  with  which  surgeons 
are  faced  that  are  so  willing  to  yield  to  his  will. 
But  to  be  granted  this,  early  recognition  is  im- 
perative. 

There  are  two  lures  that  have  fastened  them- 
selves leech-like  to  this  disease.  One  is  called 
“bone  rheumatism,”  the  other  is  the  roentgen 
ray.  When  confronted  with  a painful  long  bone, 
shun  as  you  would  a viper  these  two  deceptions, 
for  the  roentgenogram  will  show  you  a normal 
bone  when  the  marrow  canal  is  full  of  pus,  ano 
the  time  that  you  will  lose  with  the  salicylates 
will  carry  you  beyond  where  the  urgent  early  re- 
cognition will  be  out  of  the  picture  for  all  time. 

While  it  is  the  staphylococcus  pyogones  aureus 
that  is  common  to  this  disease,  there  are  the  ex- 
ceptions as  well,  but  no  matter  what  the  strain 
of  germ  may  be,  the  marrow  has  such  a slender 
resistance  that,  unless  the  shell  of  bone  confining 
it  is  given  a free  and  liberal  opening,  any  of  the 
dire  consequences  alluded  to  are  sure  to  result. 

It  was  the  late  W.  W.  Keen  who  used  to  ad- 
monish: “Regard  an  acute  osteomyelitis  as  an 
ectopic  furuncle, ’if  its  disturbing  tendencies  are 
fp  ^be  ihiderfetood  and  avoided.”  Here  I will  em- 
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]>liasize  by  rei)etition.  No  matter  what  the  termin- 
atioti  or  sequelae  of  an  acute  osteomyelitis  may 
he,  they  could  have  been  forestalled  by  an  early 
opening  of  the  medullary  canal. 

It  becomes  , our  duty  as  surgeons  to  keep  in 
mind  the  nature  of  the  disease  with  which  we 
are  dealing..  We  should  be  constantly  reminding 
ourselves  that  an  acute  osteomyelitis  has  a pre- 
dilection for  the  years  of  adolescence,  and  while 
there  are  the  exceptions  to  this,  it  is  among  those 
in  the  growing  period  that  its  malignant  forms 
are  met. 

And  there  is  another  entity  of  guidance.  Boys 
are  affected  three  times  more  often  than  girls. 
Whether  this  be  the  result  of  the  migratory 
habits  of  the  male,  I do  not  know.  It  is,  how- 
ever, said  to  be.  Nevertheless,  it  makes  no  diff- 
erence whether  the  victim  be  a boy  or  a girl,  the 
element  of  time  plays  the  same  role,  making  the 
opening  in  the  bone  as  important  in  every  case 
without  regard  for  the  sex,  one  way  or  the  other. 

When  the  bone  has  been  opened  early,  mastery 
of  the  situation  has  been  gained.  Indeed,  it  can- 
not be  gained  in  any  other  way.  The  late  John 
B.  Muruphy  used  to  tell  us,  "make  a gimlet  hole, 
and  the  suffering  and  the  danger  will  be  ended.” 
W'^e  know  that  a gimlet  hole  is  much  larger  than 
the  stoma  of  an  Haversian  canal,  but  even  so  it  is 
not  adequate,  save  as  a preliminary.  For  a time 
it  will  relieve  the  intramedullary  pressure,  but 
ere  the  second  rise  takes  place  in  the  same  pres- 
sure from  the  still  active  pyogenesis,  it  will  have 
clogged  and  a return  to  the  first  danger  has  been 
made. 

We  must  make  an  opening  that  will  remain 
patent  throughout  the  time  that  the  pyogenesis  is 
active.  But  what  is  to  be  our  guide?  What  is  it 
that  is  going  to  tell  us  that  such  an  opening  is 
indicated?  One,  and  one  thing  only.  Pain!  Pain 
within  the  bone ! Pain  that  finger-tip-pressure 
will  make  unbearable.  Such  a pain  is  an  infallible 
guide,  for  it  points  unerringly  to  the  diagnosis, 
acute  osteomyelitis.  And  clinging  to  It  tenaciously 
will  keep  away  those  tempting  lures  of  bone 
rheumatism,  and  the  roentgen  ray. 

There  comes  to  all  of  us  times  in  life  when 
the  mind  seems  bent  on  giving  welcome  to  doubts 
and  uncertainties.  We  must  never  permit  such  a 
state  in  the  presence  of  what  may  be  a mere  sug- 
gestion of  an  acute  infection  within  the  marrow 
of  a long  bone.  Instead,  we  must  have  it  upper- 
most in  our  minds  that  an  acute  osteomyelitis  is 
never  accompanied  with  a pain  that  can  be  in- 


fluenced by  flexing  or  extending  a neighboring 
joint.  - 

-An  adequate  opening  will  require  an  incision 
not  less  than  three  inches  in  length.  Where  pres- 
sure of  the  finger-tips  elicits  the  greatest  degree 
of  pain  may  be  marked  as  overlying  the  point 
of  the  original  focus.  Our  incision  should  keep 
this  point  midway  between  its  extremes.  The 
periosteum  is  incised  in  the  same  line  but  to  no 
more  than  two  inches.  A cross-cut  at  either  end 
will  permit  turning  back  two  flaps  that  an  area 
of  bone  two  by  one-half  inches  has  been  denuded. 
Drill  or  trephine ; mallet  and  chisel  are  then  to 
convert  this  denuded  area  into  a slot  of  the  same 
dimensions. 

No  matter  what  it  exposes,  the  contents  of  the 
marrow  canal  must  not  be  traumatised,  for  in  no 
other  way  is  the  endosteum  to  be  conserved.  The 
wound  is  not  to  be  sutured.  That  would  prevent 
the  two  periosteal  flaps  from  functioning  as  a 
sort  of  safety-valve.  A wet,  loosely  applied 
dressing,  kept  wet  with  a weakened  Dakin  solu- 
tion, will  bring  the  whole  affair  to  a favorable 
termination.  When  the  pyogenesis  has  come  to  an 
end,  the  two  periosteal  flaps  will  from  their 
osteogenetic  layers  close  the  slot. 


Incidence  of  Ringworm  of  Feet  In  a University 
Group.  Robert  L.  Gilman,  Philadelphia  {Journal  A.  M. 
A.,  March  11,  1933),  examined  during  the  spring  of 
1932,  500  consecutive  men  students  taking  the  regular 
prescribed  gymnasium  course  and  285  women  students. 
In  the  two  groups  60  per  cent  of  the  cases  were  posi- 
tive among  the  men  and  57  per  cent  among  the  women. 
The  most  constant  symptom  among  these  students  was 
the  occurrence  of  immoderate  foot  sweating,  an  in- 
crease of  SO  per  cent  over  the  noninfected  group.  Ihe 
management  of  ringworm  of  the  toes  has  become  un- 
necessarily involved  and  complicated.  Consistently  good 
results  can  be  obtained  by  proper  foot  hygiene,  that  is, 
the  frequent  changing  of  shoes  and  socks,  and  the  thor- 
ough drying  of  the  toes  after  washing.  Then  the  use  of 
wet  compresses  or  antiseptic  soaks,  followed  by  the  use 
of  ointments,  either  bland,  stimulating  or  keratolytic,  is 
in  order.  Finally,  one  has  recourse  to  stronger  lotions 
and  powders  in  the  chronic  type  of  infection.  For  com- 
presses or  soaking  foot  baths  in  the  acute  stage,  the 
author  uses  saturated  solution  of  boric  acid  or  Bur- 
ow’s  solution,  1:16.  For  the  subacute,  and  in  some 
acute  cases,  potassium  permanganate,  1 :4,000,  has  no 
equal  followed  in  the  acute  cases  by  a 5 per  cent  oint- 
ment of  ammoniated  mercury  applied  in  and  around  the 
toes  after  they  have  been  thoroughly  dried.  In  the 
chronic  stage  with  either  maceration  or  fissures,  the 
alternate  use  of  a strong  stimulating  tar  and  Whitfield’s 
ointment  is  in  order.  An  alcoholic  solution  of  4 per 
cent  salicylic  acid  and  8 per  cent  or  resorcinal  applied 
to  the  toes  or  a foot  powder  used  in  the  daytime,  is 
helpful  in  those  cases  associated  with  excessive  sweat- 
ing. The  use  of  some  form  of  antiparasitic  foot  baths 
in  which  sodium  thiosulphate,  hypochlorite  solutions  or 
formaldehyde  are  used,  having  locker  floors  and  run- 
ways scrubbed  down  with  the  selected  solution  and  the 
fumigation  of  apparatus,  when  necessary,  are  the  prac- 
tical features  of  prevention  and  control. 
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THE  MEDICAL  SOCIETY  IN  CONTRACT 
PRACTICE 

The  chaotic  state  of  medical  practice  at  the 
present  time  is  a disturbing  reality  to  the  whole 
medical  profession.  During  recent  years  groups 
of  physicians  and  individual  practitioners  have 
rivaled  each  other  in  developing  mass  practice  in 
order  to  attach  to  themselves  as  large  a number 
of  people  as  possible,  ignoring  the  equal  privilege 
for  practice  of  the  individual  physician.  This 
form  of  practice  has  extended  to  such  an  extent 
that  the  existence  of  the  old  time  general  prac- 
titioner seems  to  be  in  danger  of  annihilation. 
To  make  the  matter  worse,  comes  the  report  of 
the  Committee  on  the  Costs  of  Medical  Care 
which  substantially  endorses  this  threatening 
form  of  practice,  advising  the  employment  of  the 
same  principles  in  grouping  patients  in  clinic^ 
connected  with  medical  schools  and  hospitals. 
Naturally  the  many  medical  practitioners  not  in- 
cluded in  these  favored  groups  have  become 
greatly  disturbed  as  to  their  own  future  exist- 
ence and  have  felt  the  necessity  of  considering 
methods  by  which  they  may  compete  with  this  ap- 
parently overwhelming  trend  toward  concentra- 
tion of  practice  in  the  hands  of  a few. 

The  conditions  of  medical  practice  as  they 
exist  today  may  be  illustrated  by  the  situation  in 
Seattle,  which  can  be  duplicated  in  other  large 
cities.  Data  pertaining  to  contracts  under  the 
State  Department  of  Labor  and  Industries  are 
most  available  and  illustrate  the  greedy  spirit  by 
which  certain  individuals  have  attempted  to  cor- 
ral the  practice  of  the  state.  The  most  hoggish 
example  of  this  selfish  practice  is  presented  by 
Bridge  of  Tacoma,  whose  clinic  has  been  indus- 
triously worked  in  Seattle  so  that  out  of  one  hun- 
dred and  thirteen  of  the  contracts  this  clinic  con- 
trols fifty-five.  A rival  Tacoma  group,  the  State 
Clinic,  has  annexed  twenty-two  contracts,  while 
twenty  other  physicians  or  groups  of  the  city 
have  thirty-seven,  twdve  of  these  being  pos- 


sessed by  one  man.  This  demonstrates  how  the 
work  under  the  state  supervision  is  concentrated 
in  the  hands  of  a few  practitioners.  This,  how- 
ever, is  not  the  cream  of  contract  practice  in 
Seattle.  Including  those  mentioned  in  the  above 
citation  certain  groups  and  individuals  have  sys- 
tematically solicited  the  nonhazardous  industries 
which  are  not  under  state  control,  such  as  depart- 
ment stores,  hotels,  restaurants,  police,  fire  de- 
partment, in  short,  any  concern  which  employs  a 
few  or  more  workmen.  The  profit  herein  lies  not 
so  much  in  treating  these  individuals  under  con- 
tract, as  the  invitation  at  cut  rates  also  to 
care  for  the  members  of  their  families  and  their 
friends.  Naturally,  likewise,  they  expect  to  treat 
at  more  favorable  rates  conditions  not  included 
in  the  contract,  such  as  obstetrics,  venereal,  al- 
coholic and  tuberculous  diseases.  This  enumera- 
tion certainly  presents  a formidable  concentration 
of  medical  practice,  from  which  the  bulk  of  prac- 
titioners are  excluded. 

How  to  met  this  situation  has  been  the  subject 
of  much  discussion.  Expulsion  from  the  medical 
society  was  the  remedy  in  the  early  days,  when 
contract  practice  was  represented  by  the  lodge 
doctor.  Commonly  he  retained  his  practice  while 
retiring  from  the  society,  later  to  be  welcomed 
into  the  fold  when  his  objectionable  form  of  prac- 
tice was  terminated.  This  form  of  discipline 
today  would  wreck  the  medical  society,  since  so 
many  are  engaged  in  it.  The  conclusion  appears 
to  be  accepted  that  the  only  successful  procedure 
will  be  to  fight  the  devil  with  his  own  weapons. 
In  other  words,  the  county  medical  society  in 
some  form  will  supervise  contract  practice  on  the 
part  of  all  members  who  wish  to  participate  in 
it,  adopting  some  methods  hitherto  condemned 
as  unethical  but  which  seem  necessary  for  suc- 
cessful competition  with  the  other  contractors. 

In  Washington,  under  the  designation  of  Coun- 
ty Society  Bureau,  Yakima  County  Society  has 
satisfactorily  conducted  such  form  of  contract 
practice  during  the  past  year,  including  its  en- 
tire membership.  Pierce  County  Society  launched 
such  an  enterprise  during  the  past  year,  supported 
by  some  eighty  per  cent  of  its  membership.  In 
Oregon  this  form  of  practice  has  been  carried  on 
for  the  past  two  years  by  Marion  County  Medi- 
cal Society  and  Salem  physicians  report  it  a suc- 
cess. In  Multnomah  County  there  has  been  a 
similar  enterprise  functioning  during  the  past 
year,  including  a large  proportion  of  the  society 
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i membership.  In  Califonia  at  least  two  county 
societies  have  conducted  contract  practice  for 
some  time  and  report  satisfactory  progress. 

In  Seattle,  King  County  society  has  appointed 
> committees  which  have  devoted  much  time  to  the 
study  of  contract  practice  by  its  members,  and 
last  month  at  one  of  the  largest  meetings  in  the 
history  of  the  organization,  it  adopted  without 
expressed  opposition  the  launching  of  this  form 
‘ of  practice.  They  have  endeavored  to  profit  by 
the  experiences  of  other  societies,  hoping  to  over- 
come some  of  the  pitfalls  which  have  been  en- 
■ countered,  and  to  adopt  the  most  satisfactory 
I methods  of  procedure  that  can  be  determined, 
j Any  member  of  the  county  society  may  become  a 
member  of  the  contract  organization  which  will 
be  incorporated  independently  of  the  county  so- 
j ciety  but  supervised  by  it.  There  will  be  a limita- 
tion to  the  amount  of  practice  that  any  member 
I can  attain  during  a single  month,  in  order  to  pre- 
vent a limited  number  accumulating  the  bulk  of 
the  work.  An  executive  committee  will  have  ab- 
solute authority  in  the  management  of  the  enter- 
prise. Since  patients  will  have  the  choice  from  a 
large  number  of  physicians,  it  is  hoped  that  the 
personal  contact  between  physician  and  patient 
may  be  preserved  in  a manner  not  possible  with 
the  restrictions  of  a small  group.  If  this  form 
of  practice  develops  to  the  satisfaction  of  all  con- 
cerned, it  is  expected  it  may  counteract  the  objec- 
tions of  certain  forms  of  contract  practice  which 
seem  so  destructive  in  their  nature. 


RESULTS  FROM  MEDICAL  LEGIS- 
LATIVE ACTS 

Since  the  recent  sessions  of  our  legislative  bod- 
ies have  become  past  history,  a review  can  be 
presented  of  their  proceedings  so  far  as  they  per- 
tain to  medical  matters.  In  the  Idaho  legislature 
no  bills  were  passed  affecting  medical  practice. 
A bill  to  permit  osteopaths  to  perform  major 
surgery  and  practice  medicine  was  killed  in  the 
House.  An  attempt  was  defeated  to  establish 
the  office  of  Public  Health  Director.  The  bill 
was  drawn  with  the  assistance  of  a representa- 
tive of  United  States  Public  Health  Service  and 
would  have  assured  assistance  from  that  depart- 
ment and  also  from  the  Rockefeller  Foundation 
in  the  establishment  of  a real  Public  Health  De- 
partment. 

In  the  Oregon  legislature  many  bills  were  con- 
sidered pertaining  to  public  health  and  medical 
matters,  some  of  which  were  of  great  importance. 


Probably  the  greatest  interest  centered  about  the 
passage  of  the  Basic  Science  Law,  H.  B.  127, 
which  had  been  defeated  in  several  previous  leg- 
islative sessions.  Its  success  was  attained  in  the 
face  of  powerful  opposition  from  cultist  practi- 
tioners and  schools.  After  January,  1934,  all  ap- 
plicants to  practice  the  healing  arts  must  pass  an 
examination  in  human  anatomy,  human  physi- 
ology, human  pathology,  chemistry  and  hygiene 
before  examiners  appointed  by  the  State  Board 
of  Higher  Education.  It  is  believed  this  measure 
will  eliminate  poorly  qualified  practitioners  of 
medicine  as  well  as  uneducated  osteopaths,  chiro- 
practors, naturopaths  and  others  who  have  hither- 
to been  allowed  to  practice  almost  unrestricted. 
The  cults  are  seeking  signatures  for  a referendum 
on  this  bill,  to  be  voted  on  at  the  special  election, 
July  21.  Since  only  16,667  signatures  are  needed, 
they  will  probably  be  successful  in  putting  it  on 
the  ballot  at  that  time. 

At  all  legislative  sessions  bills  are  presented 
to  widen  the  scope  for  nonmedical  practitioners. 
S.  B.  233  would  have  authorized  naturopaths  to 
enter  the  entire  field  of  medical  practice  except 
major  surgery  and  the  use  of  pharmaceutical 
drugs.  This  bill  died  in  Committee.  H.  B.  101, 
which  passed  both  houses  and  was  vetoed  by  the 
Governor,  provided  for  an  osteopath  on  the  State 
Board  of  Medical  Examiners  as  well  as  a sep- 
arate Board  of  Osteopathic  Examiners  to  exam- 
ine and  license  osteopaths. 

Successful  legislation  pertaining  to  the  practice 
of  dentistry  is  of  interest  to  the  medical  profes- 
sion. H.  B.  148  prohibits  the  advertising  of  the 
price  of  dentistry,  painless  dentistry,  guaranteed 
dentistry  and  so-called  free  examination,  as  well 
as  forbidding  the  use  of  illustrations  of  head, 
mouth  and  teeth.  S.  B.  235  provides  for  the  ap- 
pointment of  a dentist  on  the  State  Board  of 
Health.  H.  B.  263,  opposed  by  the  Oregon  State 
Dental  Association  and  Oregon  State  Federation 
of  Professional  Societies,  was  defeated.  This 
provided  for  examination  and  certification  of 
dental  hygienists. 

Several  other  measures  had  the  support  of  the 
Federation  of  Professional  Societies.  H.  B.  266, 
which  passed  both  houses  and  later  was  passed 
over  the  Governor’s  veto,  will  prevent  the  present 
practice  of  retailers  advertising  certain  widely 
known  articles  at  less  than  cost  prices  for  the 
purpose  of  attracting  patronage.  The  medical 
profession  is  interested  in  this  matter  as  it  re- 
lates to  the  sale  of  drugs  and  drug  sundries.  S. 
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B.  127,  which  was  enacted  into  law,  prohibits  dis- 
pensing of  drugs  to  the  public  by  means  of  auto- 
matic vending  machines.  S.  B.  289  passed  both 
houses  hut  was  vetoed  by  the  Governor.  This 
provided  for  a licensed  veterinarian  on  the  State 
Board  of  Agriculture,  intended  to  supply  the 
Board  with  the  counsel  of  a professional  man 
trained  in  sanitary  science  and  disease  control. 

There  was  widespread  discussion  over  the  pol- 
icy of  the  State  Industrial  Accident  Commission 
in  contracting  with  a single  institution  or  group 
of  doctors  for  the  care  of  all  employed  workmen 
coming  under  the  act  in  an  entire  county.  Several 
bills  were  introduced  to  alter  this  form  of  pro- 
cedure. H.  B.  361,  like  the  others,  prohibited  the 
Commission  from  making  the  above  mentioned 
blanket  contract  and  provided  for  graded  rates 
based  on  the  hazard  of  the  various  industries. 
This  bill  was  lost  by  a single  vote,  due  to  an  error 
by  the  Speaker  in  putting  the  question  in  such  a 
manner  as  to  lead  the  members  of  the  House  to 
misunderstand  its  purpose.  Lateness  of  the  hour 
prevented  reconsideration  of  the  bill.  An  attempt 
to  embody  its  features  in  S.  B.  124,  dealing  with 
medical  aid  and  the  Workmen’s  Compensation 
act,  was  defeated  in  the  House  on  the  ground 
that  it  introduced  a matter  already  considered 
and  defeated. 

Two  measures  were  considered  relative  to  the 
marriage  state.  H.  B.  338  would  have  repealed 
the  statute  requiring  medical  certificate  for  all 
male  applicants  for  marriage  licenses.  Its  repeal 
has  been  defeated  in  several  legislative  sessions 
and  at  this  time  it  was  defeated  by  a larger  ma- 
jority than  ever  before.  S.  B.  44,  which  was  en- 
acted into  law,  provides  for  a three-day  period 
between  application  for  and  issuance  of  marriage 
licenses. 

Of  special  interest  was  the  contest  over  appro- 
priation for  the  State  Board  of  Health  and  Bur- 
eau of  Nursing.  The  Governor’s  budget  reduced 
the  biennial  appropriation  from  $82,000  to  $57,- 
000,  with  provision  that  their  activities  would  be 
placed  on  a self  sustaining  basis.  H.  B.  235 
transferred  these  activities  to  a newly  created  De- 
partment of  Health  and  Sanitation  to  be  sup- 
])orted  by  revenues  from  licenses  and  registration 
fees  obtained  from  the  different  professions.  Af- 
ter much  discussion  this  measure  was  abandoned, 
and  the  sum  of  $57,000  was  included  in  the  bud- 
get appropriation.  This  is  an  inadequate  sum 
for  properly  conducting  the  activities  of  the  State 
Board  of  Health  and  Bureau  of  Nurses.  As  a 


result  of  the  wide  spread  discussion,  it  was  agreed 
that  a study  of  the  entire,  situation  was  advisable 
for  the  purpose  of  developing  the  actual  facts 
concerning  the  whole  field  of  public  health  and 
welfare.  Accordingly  a bill  was  passed  authoriz- 
ing the  Governor  to  appoint  a commission  of  not 
more  than  fifteen  to  consider  the  problem  and 
make  recommendations  for  revision  of  existing 
departments.  . ...r  .y.-  - s,,.  hr  > 


At  the  Washingtop  legislative  ^session  many, 
bills  were  introduced  bearing  on  practice  of  medi- 
cine that  were  subjected  to  much  controversy. 
Some  were  considered  desirable  by  those  closely 
connected  with  legislative  activities,  while  others 
were  opposed  as  Ijeing  extremely  objectionable. 

The  bills  that  w'ere  finally  passed  and  signed 
by  the  Governor  which  are  of  interest  to  the  pro- 
fession are  as  follows : 

H.  B.  209,  creating  a department  of  child  wel- 
fare under  the  department  of  Business  Control. 
This  definitely  recognizes  the  problems  of  chil- 
dren and  gives  them  advantages  not  had  before. 

H.  B.  303  grants  any  trustee  who  has  been  re- 
moved from  a hospital  board  the  right  to  appeal 
to  the  Superior  Court.  This  bill  was  introduced 
to  counteract  certain  activities  of  the  commis- 
sioners of  King  County,  and  takes  control  of  Har- 
borview  trustees  out  of  their  hands. 

H.  B.  350  establishes  a division  for  vocational 
rehabilitation.  This  is  a most  excellent  bill  and 
will  help  the  State  to  put  industry  back  on  a self- 
supporting  basis. 

S.  B.  250  regulates  the  registration  of  nurses 
and  requires  any  applicant  for  a license  to  be  a 
graduate  of  a high  school  or  its  equivalent  and  a 
graduate  of  an  accredited  training  school.  This 
will  eliminate  many  poorly  qualified  young  wo- 
men from  entering  the  nursing  profession,  and 
gives  the  registered  nurse  a higher  standing. 

S.  B.  282  requires  that  effects  of  alcohol  on 
the  human  system  must  be  taught  in  the  public 
schools.  If  carried  out  properly,  this  is  a step  in 
the  right  direction.  Alcohol  is  being  recognized 
now  as  a drug.  This  fact  is  realized  by  its  thera- 
peutic effects  and  such  instruction  means  it  will 
be  more  intelligently  used  by  the  public. 

S.  B.  219  exempts  household  property  of 
nurses’  homes  and  property  owned  by  boy  or  girl 
scouts  from  taxation.  Failure  of  passage  of  this 
bill  would  have  created  quite  an  additional  hard- 
ship on  private  hospitals. 

S.  B.  155  forbids  adoption  or  relinquishing  per- 
manent care  by  individuals  or  charitable  institu- 
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I tions  of  children  under  fourteen  years  of  age  un- 
less authorized  by  a court.  This  further  protects 
the  homeless  child. 

Bills  of  interest  to  the  profression  which  were 
defeated  either  by  veto  or  the  Legislature  were 
as  follows: 

S.  B.  12  provided  an  institution  for  the  cure 
and  care  of  narcotic  addicts  to  be  known  as  the 
State  Narcotic  Farm  Colony.  This  bill  passed 
but  was  vetoed  by  the  Governor  on  the  grounds 
of  economy. 

Sub.  S.  B.  13  made  it  a felony  to  possess  or 
transport  narcotics.  This  bill  was  approved  by  the 
A.M.A.  and  was  introduced  in  various  states.  It 
passed  the  Senate  but  was  lost  in  the  medical 
committee  of  the  House  on  account  of  lack  of 
support.  It  made  more  stringent  the  sale  and 
prescribing  of  narcotics. 

S.  B.  201,  licensing  practitioners  of  physio- 
medicine,  was  lost  in  the  Senate. 

Sub.  H.  B.  268  provided  that  industrial  insur- 
ance may  be  taken  with  the  state  or  a private 
company  and  created  a board  to  pass  on  claims. 
This  bill,  approved  by  the  industrial  committee, 
was  passed  by  the  House.  It  was  referred  back, 
approved  by  the  medical  committee  of  the  Senate 
and  passed  with  some  amendments  which  were 
eliminated  and  finally  submitted  to  the  Governor. 
It  occupied  several  days  of  hearing  in  the  Gov- 
ernor’s office,  where  two  sides  were  lined  up,  in- 
dustry headed  by  lumber  and  certain  insurance 
interests  on  one  side,  with  labor  and  the  medical 
profession  on  the  opposite  side.  At  the  last  min- 
ute the  Governor  vetoed  the  bill.  Passage  of  this 
bill  would  have  radically  changed  the  medical  care 
of  the  industrial  sick  and  injured,  and  later  would 
have  evolved  into  a well  worked  out  health  insur- 
ance scheme.  This  would  have  meant  taking  out 
of  the  hands  of  the  private  or  general  practitioner 
a large  part  of  the  care  of  the  sick  in  this  state, 
and  would  have  put  it  into  the  hands  of  insur- 
ance companies  who  would  employ  physicians  on 
a very  low  cost  basis  to  them.  Veto  of  this  bill 
saved  the  physicians  of  this  state  thousands  of 
dollars  which  would  have  been  wrung  from  them 
under  such  an  insurance  scheme. 

H.  B.  196  provided  that  practitioners,  hospitals 
or  nurses  rendering  service  for  any  patient  should 
have  a lien  for  services  rendered  against  the  in- 
surer of  the  patient.  This  bill  was  passed  in  the 
House  but  was  lost  in  the  Senate.  This  is  a lien 
bill  supported  by  the  A.M.A. 
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H.  B.  92.  The  general  tax  bill.  This  bill  was 
passed  by  both  branches  after  a most  stormy  ses- 
sion, that  portion  relating  to  an  occupational  tax 
being  vetoed  by  the  Governor.  This  again  would 
have  been  a most  annoying  bill  to  the  medical  pro- 
fession, as  it  taxed  all  income  above  $3,000,  which 
was  income  put  on  the  books  and  not  that  which 
was  collected. 

S.  B.  200  provided  that  osteopathic,  chiroprac- 
tic or  drugless  services  may  be  rendered  workmen 
eligible  to  treatment  under  the  industrial  insur- 
ance law.  This  bill  was  defeated,  then  passed 
by  the  Senate  and  later  defeated  by  the  House. 

S.  B.  380  prohibited  the  State  Board  of  Health 
from  requiring  vaccination  of  minor  children 
without  the  consent  of  parents  or  guardians.  This 
bill  was  defeated  in  the  Senate. 

H.  B.  450  created  a restaurant  board  under  au- 
thority of  the  State  Board  of  Health  to  prevent 
the  spread  of  contagious  diseases.  This  was  de- 
feated on  the  floor  of  the  House.  This  bill  was 
opposed  by  the  commissioner  of  health  of  class 
“A”  cities  and  by  the  druggists. 

S.  B.  308  related  to  the  appointment  of  examin- 
ing committees  coming  under  the  Department  of 
Licenses.  This  was  defeated  in  the  Senate.  This 
bill  would  have  given  arbitrary  powers  to  a board 
of  three  who  could  examine,  license  or  revoke 
licenses. 

H.  B.  408  created  local  health  districts  and  pro- 
vided for  the  appointment  of  a board  of  trustees 
and  health  officer.  It  provided  for  consolidation 
of  city  and  county  health  offices.  This  did  not 
get  on  the  calendar. 

S.  B.  264  provided  that  persons  who  have 
studied  dentistry  under  graduate  dentists  for  sev- 
en years  may  apply  for  dental  licenses.  This  was 
lost  in  the  Senate. 

S.  B.  276  provided  that  licenses  issued  for  prac- 
tice of  drugless  therapeutics  should  be  issued  in 
only  one  form  under  the  name  of  naturopathy. 
This  was  lost  in  the  Senate. 

H.  B.  270  created  an  office  of  sociologist  for 
the  penitentiary  and  the  state  reformatory.  This 
bill  was  lost  in  the  House. 

H.  B.  245  gave  county  commissioners  the 
power  to  remove  trustees  or  members  of  any  ad- 
ministrative board  appointed  by  them;  and  H.  B. 
236  authorized  county  commissioners  to  appoint 
a purchasing  agent  who  should  purchase  supplies 
for  county  institutions.  These  bills  were  both 
defeated  in  the  House,  due  in  a large  measure  to 
the  activities  of  some  of  our  members. 
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H.  B.  262  provided  for  tlie  establishment  of 
a state  board  of  ten  members  who  would  hold 
office  for  four  years  and  supervise  all  matters 
relating  to  the  preservation  of  the  health  of  the 
people.  This  bill  was  approved  by  the  Washing- 
ton State  Medical  Association.  It  was  delayed 
and  obstructed  in  the  medical  committee  of  the 
House  and  subjected  to  many  hindrances  and 
secret  manipulations.  It  was  finally  found  buried 
in  the  appropriations  committee. 

S.  B.  178  regulated  the  practice  of  medicine 
and  surgery,  the  treatment  of  the  sick  and  ap- 
pointed a board  of  medical  examiners.  This  is  the 
medical  practice  act  bill  which  has  been  under 
discussion  for  the  past  two  years.  It  had  been 
discussed  before  all  county  medical  societies  of 
the  state,  twice  recommended  by  the  trustees  of 
the  State  Association  and  officially  passed  by 
their  delegates  in  September.  Due  to  certain  op- 
position this  bill  had  no  organized  support  of  the 
State  Association.  It  was  introduced  in  the 
Senate  and  never  came  out  of  the  committee  due 
to  lack  of  friends. 

S.  B.  95  repealed  portions  of  the  workmen’s 
compensation  laws,  which  would  do  away  with 
contract  system  of  practice.  It  died  in  the  Senate 
medical  committee. 

H.  B.  118  related  to  licensing  and  examining 
of  persons  practicing  chiropody.  It  was  defeated 
in  the  medical  committee  of  the  House. 

H.  B.  158  provided  a limitation  for  bringing 
of  actions  growing  out  of  injuries  resulting  to 
persons  from  malpractice  on  the  part  of  physi- 
cians and  surgeons.  This  bill  reduced  the  time 
limit  from  three  to  two  years  following  medical 
service.  This  bill  was  lost  in  the  House. 

H.  B.  194  regulated  the  practice  of  hair  dress- 
ing and  beauty  culture  and  the  conducting  of 
schools  for  the  teaching  of  such  practices.  It 
passed  both  branches  of  the  legislature  but  was 
vetoed  by  the  Governor. 

H.  B.  265  provided  that  a person  eligible  to 
practice  optometry  must  be  a graduate  of  a state 
high  school  and  complete  a full  attendance  course 
in  a school  of  optometry.  This  bill  was  defeated 
in  the  House.  It  contained  a trick  clause  which 
was  undesirable. 

NEW  ADVERTISEMENTS 

Attention  is  called  to  the  following  new  advertise- 
ments appearing  in  this  issue:  Borden’s  Evaporated 
Milk  (page  2)  is  well  known  to  the  medical  profession. 
Roanoke  Home  (page  19)  will  care  for  the  aged  and 
infirm.  Dr.  Edward  A.  Bourassa  (page  7)  specializes 
in  dental  x-ray  and  diagnosis. 


MEDICAL  NOTES 

Americ.xn  Association  for  the  Study  of  Goiter 
will  hold  its  annual  meeting  at  Memphis,  Tenn.,  May 
15-17.  Each  morning  will  be  devoted  to  hospital  clinics, 
diagnostic  clinics  and  discussions.  The  afternoons  will 
have  programs  of  papers,  twenty-four  in  number,  pre- 
sented by  well  known  surgeons  from  all  parts  of  the 
country.  On  the  evening  of  the  first  day  will  be  pre- 
sented an  address  by  President  H.  S.  Plummer  of 
Rochester.  The  second  evening  will  be  devoted  to  a 
banquet. 


OREGON 

The  Alumni  Association  of  University  of  Oregon 
Medical  School  held  its  twentieth  annual  meeting  at 
Portland,  March  6-8.  The  usual  high  type  of  program 
was  presented  and  the  attendance  was  much  larger  than 
anticipated,  especially  as  all  banks  and  other  financial 
institutions  were  closed,  due  to  the  bank  holiday  in  all 
of  the  states.  The  meeting  was  a decided  success.  Dr. 
Frank  W.  Lj-nch,  San  Francisco,  was  the  guest  speaker. 
The  annual  banquet  was  held  Wednesday  evening, 
March  8,  at  the  Portland  Hotel,  which  175  members 
attended.  A feature  of  the  meeting  was  the  March 
4 program  which  was  put  on  by  the  Washington  alumni, 
a goodly  number  of  whom  were  present  at  the  meet- 
ing. 

The  following  officers  were  elected  for  the  ensuing 
year:  President,  Wilford  H.  Belknap,  Portland;  first 
vice-president,  Arthur  C.  Jones,  Portland;  second  vice- 
president,  John  Le  Cocq,  Seattle;  third  vice-president, 
Earl  Du  Bois,  Portland;  fourth  vice-president,  Russel 
Keizer,  North  Bend;  Treasurer,  Carl  J.  Hollingsworth, 
Portland;  Secretary,  B.  A.  Van  Loan,  Portland. 

Library  Gift.  The  University  of  Oregon  Medical 
School  has  been  made  the  recipient  of  the  gift  of  the 
excellent  medical  library  of  Dr.  Ernst  A.  Sommer  of 
Portland.  Dr.  Sommer,  long  a leading  surgeon  and 
student  of  the  city,  over  a period  of  years  has  as- 
sembled one  of  the  finest  private  libraries  of  medical 
and  surgical  literature  on  the  Pacific  Coast.  He  has 
donated  the  library,  which  comprises  nearly  three  thous- 
and volumes,  together  with  the  cases  and  other  ap- 
purtenances, to  the  Medical  School  which  constitutes  a 
most  important  accession  to  the  library. 

The  collection  has  been  designated  the  Ernst  A.  Som- 
mer Collection  and  has  been  housed  in  a special  room 
on  the  third  floor  of  the  Medical  School  building  which 
will  be  utilized  as  a faculty  and  clinical  reading  room. 
The  facilities  of  the  library  are  available  to  the  medical 
profession,  medical  students  in  the  Medical  School  and 
others  interested  in  medical  subjects  in  Oregon  and 
the  Pacific  Northwest. 

The  Veterans  Hospital  in  Portland  is  now  in  its 
fifth  year  of  existence,  being  one  of  fifteen  such  insti- 
tutions in  operation.  Being  one  of  the  newer  hospitals 
it  is  said  to  be  among  the  most  effectively  and  eco- 
nomically managed.  Thus  far  it  has  treated  about 
12,000  veterans  of  various  wars,  occupations  and  ex- 
peditions. More  than  5000  world  war  veterans  and 
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their  dependent  relatives  receive  monthly  cash  benefits 
for  war  disabilities  or  allowances  for  nonwar  dis- 
abilities, all  of  which  arc  adjudicated  at  the  Portland 
office.  This  institution  has  a personnel  of  more  than 
300  employees. 

Activities  of  The  Medical  School.  The  annual  re- 
port of  R.  B.  Dillehunt  of  Portland,  dean  of  Uni- 
versity of  Oregon  Medical  School,  has  recently  been 
published,  presenting  the  activities  during  the  past  year. 
It  shows  that  nearly  15,000  medical  and  surgical  cases 
were  treated  in  Doernbecher  Memorial  Hospital  for 
Children,  Multnomah  County  Hospital  and  out-patient 
clinic.  The  intense  interest  in  research  work  during 
the  year  is  indicated  in  the  52  separate  publications 
prepared  by  members  of  the  staff.  More  than  60  studies 
are  now  in  progress.  The  importance  of  these  ac- 
tivities are  recognized  by  the  Rockefeller  Foundation, 
which  granted  $13,000  for  research  during  the  bien- 
nium 1932-33.  Noteworthy  has  been  the  development 
of  the  departments  of  psychiatry  and  dental  medicine. 
Dr.  Henry  H.  Dixon,  formerly  of  the  Colorado  Medical 
School,  who  has  been  appointed  assistant  professor  of 
psychiarty,  is  developing  this  department  and  its  clinic. 
Dr.  Arthur  W.  Chance,  physician  and  dentist,  has  been 
appointed  clinical  professor  of  dental  medicine.  Re- 
search work  is  being  done  in  his  department  in  addi- 
tion to  the  clinical  work  conducted  by  it. 

Dr.  Morris  Fishbein,  editor  of  The  Journal  of  ihe 
American  Medical  Association,  visited  Portland  last 
month  on  his  western  tour.  Under  auspices  of  the 
Library  Association  he  delivered  lectures  in  the  audi- 
torium of  the  Benson  polytechnic  high  school  on  the 
subjects,  "The  Prolongation  of  Life,’’  ‘‘Food  Fads  and 
Follies’’  and  ‘‘Health  Superstitions.’’  At  the  American 
Medical  Association  meeting  in  Portland  Dr.  Fishbein’s 
public  addresses  produced  so  favorable  an  impression 
on  the  directors  of  the  Library  Association  that  they 
sought  this  opportunity  for  presenting  him  again  in 
public  addresses. 

Golden  Wedding.  Dr.  and  Mrs.  D.  IM.  Brower  of 
Ashland  celebrated  the  fiftieth  anniversary  of  their 
marriage,  March  18.  They  were  both  natives  of  Iowa 
and  came  to  Oregon  in  their  youth.  He  is  a graduate 
of  Willamette  University  and  has  practiced  in  Ash- 
land for  more  than  forty  years. 


WASHINGTON 

Puget  Sound  Surgical  Society  held  its  annual  meet- 
ing in  Seattle,  March  4.  Dr.  Alton  Ochsner,  professor 
of  surgery,  Tulane  University,  New  Orleans,  was  the 
guest  of  honor  and  chief  attraction  of  the  meeting.  The 
morning  was  devoted  to  clinical  demonstrations  on 
suppurative  complications  of  abdominal  surgery.  An 
operative  clinic  was  held  in  the  afternoon,  demonstrat- 
ing retroperitoneal  approach  for  subphrenic  abscess. 

In  the  evening  a banquet  at  the  Rainier  Club  was 
attended  by  146  members  and  guests,  the  latter  coming 
from  the  various  Puget  Sound  cities,  Portland,  Victoria 
and  Vancouver.  Dr.  Ochsner  delivered  an  illustrated 
address  on,  "Relative  Values  of  Simple  Relief  of  In- 
testinal Obstruction  and  Mechanical  Evacuation  by 
‘Stripping’.’’ 


The  association  consists  of  fifteen  active  members 
living  in  Seattle.  Fourteen  associate  members  from 
Washington  and  British  Columbia  cities  were  intro- 
duced and  formally  presented  with  certificates.  Three 
honorary  members  were  also  added  to  the  list  of  as- 
sociate members.  This  was  one  of  the  most  brilliant 
and  attractive  medical  gatherings  of  the  season. 

Harborview  Hospital  Money  Saver.  During  recent 
months  persecutory  attacks  on  Harborview  Hospital, 
Seattle,  have  become  a favorite  indoor  sport  in  the 
newspapers.  A multitude  of  absurd  and  groundless 
attacks  have  been  made  on  the  institution,  inspired  for 
political  purposes  by  disappointed  politicians.  During 
the  recent  session  of  legislature  these  politicians  failed 
to  secure  the  enactment  of  laws  which  would  have 
been  detrimental  to  the  independent  and  nonpolitical  ad- 
ministration of  the  institution.  While  there  has  been 
a reduction  of  patients  in  other  hospitals,  this  institu- 
tion has  been  crowded  during  the  past  year,  owing  to 
its  being  a free,  tax-supported  institution.  Recently 
the  chairman  of  the  Board  of  Trustees  announced  that 
$120,000  would  be  saved  this  year,  notwithstanding  the 
greatest  influx  of  destitute  persons  that  the  institution 
had  ever  been  called  upon  to  care  for.  During  the 
past  year  the  cost  of  administration  per  patient  was 
cut  from  $3.64  per  day  to  $3.06,  while  at 
Georgetown  hospital,  the  second  unit,  cost  was  cut 
from  $1.31  to  $1.11  and  at  Morningside,  the  tuberculosis 
hospital  unit,  from  $1.20  to  $1.09.  The  report  showed 
that  12,000  patients  were  treated  in  the  outpatient  de- 
partment in  January,  as  compared  with  6,000  during 
the  same  month  of  the  previous  year.  On  Mach  18 
1528  patients  were  cared  for,  establishing  a record  for 
one  day.  It  is  rated  as  one  of  the  finest  equipped  and 
best  administered  hospitals  in  the  country. 

The  Annual  Banquet  of  King  County  Medical 
Society  was  held  at  Washington  Athletic  Club,  Seattle, 
March  6,  attended  by  over  200  members  and  guests. 
Following  the  dinner  a vaudeville  act  by  professional 
entertainers  was  presented.  The  main  address  of  the 
evening  was  by  John  F.  Dore,  mayor  of  Seattle,  on 
‘‘The  Revolt  of  the  Masses.’’  He  stressed  the  neces- 
sity of  high  class  citizens  and  the  need  of  public  men 
of  high  character.  He  presented  interesting  illustra- 
tions of  reductions  of  the  cost  of  government  which 
have  been  accomplished  in  Seattle  in  the  efforts  to  bal- 
ance the  budget.  Addresses  were  given  by  Harold 
Shepherd,  dean  of  University  of  Washington  Law 
School  and  Leslie  J.  Ayer,  professor  of  law  University 
of  Washington. 

Member  of  School  Board.  E.  J.  Lawrence  of  Spo- 
kane, who  was  recently  elected  a member  of  the  School 
Board,  will  take  office  in  June.  His  presence  on  the 
board  should  be  a distinct  advantage  for  the  sanita- 
tion of  the  city. 

Staff  Meeting.  At  the  regular  clinical  staff  meet- 
ing of  St.  Joseph’s  Hospital  at  Tacoma,  March  6,  W. 

Niehammer  read  a paper  on  ‘‘Liver  Function.”  It 
was  discussed  by  S.  F.  Herrmann. 

Appointed  School  Director.  W.  B.  Braden  of  Se- 
attle who  lives  at  Three  Tree  Point,  was  last  month 
reelected  Lake  Burien  school  director. 
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IDAHO 

Kootenai  County  Medical  Society  held  a meeting  in 
March,  when  the  following  officers  were  elected  for 
the  ensuing  year:  President,  Alexander  Barclay;  vice- 

president,  Eugene  Spohn;  secretary-treasurer,  John  T. 
Wood,  all  of  Coeur  d ’Alene. 

Double  Automobile  Accident.  H.  J.  Holte  of  Fair- 
field,  when  on  the  way  to  Rosalia,  had  his  car  over- 
turned. Later  in  the  day,  on  his  return,  the  car  was 
turned  over  a second  time,  smashing  all  the  windows 
and  damaging  it  otherwise.  After  having  his  own  in- 
juries attended  to  he  was  running  the  car  again  next 
day. 

Appointed  to  Mayo  Staff.  H.  C.  Hinshaw  of  Green- 
leaf  has  been  appointed  to  the  Mayo  Clinic  Staff  at 
Rochester.  He  will  graduate  from  the  University  of 
Pennsylvania  in  June. 

F.  A.  Benjamin,  formerly  of  Fruitland,  has  located 
for  practice  at  Plymouth.  During  the  past  year  he  was 
located  at  Emmett. 


OBITUARIES 

Dr.  Edward  A.  Rich  of  Tacoma,  Wash.,  died  March 
22,  aged  57  years,  as  a result  of  burns  inflicted  by 
the  explosion  of  the  gasoline  in  his  yacht.  He  was  in 
the  engine  room  when  for  some  unknown  reason  the 
tank  containing  one  thousand  gallons  of  gasoline  caught 
fire  and  exploded.  Mrs.  Rich  had  left  the  boat  only  a 
few  moments  previously.  He  was  born  in  Saginaw, 
Mich.,  in  1876,  and  graduated  from  Hamline  Univer- 
sity of  Minnesota  in  1897.  He  taught  for  a time  at 
University  of  Minnesota  and  graduated  from  Jefferson 
Medical  College,  Philadelphia,  in  1901.  After  practic- 
ing in  Ogden,  Utah,  for  four  years  he  studied  at  the 
University  of  Berlin.  He  served  in  the  World  War 
and  was  discharged  with  the  rank  of  lieutenant  colonel. 
He  settled  in  Tacoma  in  1908,  where  he  practiced  until 
the  time  of  his  death.  He  was  one  of  the  first  ortho- 
pedic surgeons  in  the  Northwest  and  was  active  in 
establishing  this  specialty,  in  which  he  had  a national 
reputation.  He  was  active  in  civic  affairs  as  well  as 
one  of  the  leading  physicians  of  the  city.  He  possessed 
an  attractive  personality  that  drew  people  to  him  and 
made  for  him  a host  of  friends.  His  tragic  death  brings 
a loss  both  to  the  medical  profession  and  the  general 
public. 

Dr.  James  E.  Crichton  of  Seattle,  Wash.,  died 
Alarch  20,  aged  70  years.  He  was  born  at  Perry,  N.  Y., 
in  1863.  He  graduated  from  University  of  Buffalo 
School  of  Medicine  in  1883.  After  practicing  in  the 
east  until  1890,  he  located  then  in  Seattle.  Within  a 
year  or  two  he  was  eleeted  to  the  city  council,  to  which 
he  was  reelected  for  sixteen  years.  When  the  city 
health  department  was  reorganized  in  1908,  he  was  most 
influential  in  arranging  for  its  administration.  He 
was  appointed  the  first  health  commissioner.  During 
subsequent  years  he  was  active  in  all  matters  pertain- 
ing to  public  health  and  sanitation.  He  was  a leader 
in' establishing  Firland  Sanatorium  for  the  treatment  of 
“tuberculosis  patients,  and  the  protection  of  the  city’s 
milk  supply,  in  standardizing  dairies  and  milk  depots. 


He  was  prominent  in  Red  Cross  activities  and  was 
divisional  chief  during  the  World  War.  During  re- 
cent years  poor  health  has  necessitated  his  retirement 
from  public  activities. 

Dr.  James  O.  C.  Wiley  of  Portland  died  February 
21,  after  an  illness  of  a few  days,  aged  63  years.  He 
was  born  in  New  Brunswick,  May  10,  1870.  At 
eighteen  years  of  age  he  moved  with  his  family  to 
Vancouver,  Wash.  After  living  a short  time  in  Tilla- 
mook, they  settled  in  Portland.  He  graduated  from 
University  of  Oregon  Medical  School  in  1899.  After 
serving  internship  at  Good  Samaritan  Hospital,  he  be- 
gan practice  in  1901  which  was  continued  until  his  final 
illness.  For  many  years  he  served  on  the  staff  of 
Good  Samaritan  Hospital.  He  took  an  active  part  in 
medical  matters  for  many  years. 

Dr.  George  M.  Waterhouse  of  Weiser,  Ida.,  died 
March  6,  aged  72  years.  He  was  born  at  New  London, 
Ohio,  in  1860.  He  graduated  from  Eclectic  Medical  Col- 
lege of  Cincinnati  in  1885  and  did  postgraduate  work  in 
St.  Louis.  After  practicing  in  Minnesota  he  located  in 
Idaho  in  1886  and  resided  there  continuously  until  his 
death.  He  was  respected  and  loved  by  a large  circle 
of  friends  whom  he  had  served  for  a lifetime. 

Dr.  John  Demming  Jackson  of  Pocatello,  Ida.,  died 
March  12,  aged  76  years.  He  was  born  in  Clarington, 
Ohio,  in  1857.  He  graduated  from  Starling  Medical 
College,  Columbus,  Ohio,  in  1887  and  practiced  in  Kan- 
sas City,  Mo.  until  a year  ago,  when  he  moved  to 
Pocatello  to  make  his  home  with  relatives. 


WOMAN’S  AUXILIARY 

WASHINGTON 

The  Woman’s  Auxiliary  to  Washington  State  Medical 
Association  manifested  its  value  during  the  visit  of 
Dr.  and  Mrs.  Morris  Fishbein.  Instead  of  a few 
privileged  to  enjoy  and  benefit  by  the  visit  of  distin- 
guished guests,  every  doctor’s  wife  was  given  the  op- 
portunity to  attend  a luncheon  or  dinner  given  in  honor 
of  Mrs.  Fishbein.  Like  her  editor  husband  she  is 
particularly  gifted  as  a speaker.  Her  addresses  were 
most  illuminating  and  inspiring. 

She  addressed  the  Pierce  County  Auxiliary  members 
and  their  friends  at  a colorful  luncheon  at  the  Tacoma 
Hotel  in  Tacoma.  She  then  motored  to  Seattle  with 
the  King  County  president,  Mrs.  Allison  T.  Wanamaker, 
and  the  State  President,  Mrs.  O.  F.  Lamson.  There  she 
was  honored  with  a large  dinner  at  the  Sunset  Qub 
and  with  Mrs.  Joseph  A.  Pettit,  a National  Director 
from  Portland,  who  with  her  husband  brought  Dr.  and 
Mrs.  Fishbein  to  Washington  State,  and  Mrs.  Whitacrc, 
National  First  vice-president,  inspired  their  admiring 
audience  with  their  very  forceful  talks  on  all  phases 
of  auxiliary  activities. 

Tlie  work  of  the  Auxiliary  throughout  the  state  is 
progressing  in  strength  and  effectiveness.  Congratula- 
tions are  due  to  Mrs.  F.  C.  Ruge,  president  of,  the 
Skagit  County  Auxiliary,  and  to  Mrs.  Ralph  W.  Shirey 
of  the  newly  organized  Yakima  County  Auxiliary  who 
report  “100  per  cent  organized.”  Of  particular  merit 
is  the  work  of  the  King  County  Auxiliary  which,  under 
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the  able  leadership  of  its  president  Mrs.  Allison  T. 
Wanamaker,  has  succeeded  in  forstalling  the  address 
of  a chiropractor  to  high  school  students  as  a repre- 
sentative of  the  medical  profession.  They  are  now  try- 
ing to  bring  about  the  removal  of  an  osteopath  as  at- 
tending physician  to  a high  school  football  team.  All 
county  auxiliaries  are  urged  to  look  out  at  this  parti- 
cular season  that  all  vocational  talks  on  the  medical 
profession  are  given  by  well  qualified  members  of  the 
.\merican  Medical  Association. 

Public  Relations  chairmen  of  county  auxiliaries  are 
requested  to  see  that  no  publications  on  “quackery” 
are  on  the  shelves  of  medical  books  in  their  public 
libraries.  The  state  chairman,  Mrs.  D.  N.  Nickson, 
was  able  to  eliminate  many  such  books  from  the  shelves 
in  Seattle  public  libraries.  Mrs.  Nickson’s  very  im- 
pressive and  informative  book  review  on  “Men  Against 
Death’’  by  Paul  De  Kruif,  a very  readable  story  of 
scientific  adventure,  is  being  repeated  before  parent 
teacher  organizations  as  well  as  before  other  county 
auxiliaries.  Let  us  all  include  in  our  summer  programs 
the  annual  state  meeting  of  the  Washington  State  Medi- 
cal Association  which  will  take  place  in  Seattle  in 
the  month  of  August.  The  Auxiliary  is  making  some 
very  attractive  plans  for  the  meeting  and  entertainment 
of  the  visiting  ladies. 


CORRESPONDENCE 

ERROR  IN  LEGISLATIVE  REPORT 

Seattle,  Wash.,  March  17,  1933 

To  the  Editor: 

We  wish  to  inform  you  that  the  statement  in  your 
March  number  is  incorrect,  regarding  Senate  Bill 
No.  217,  presented  by  Palmer  of  King  County. 

Tliis  bill  was  neither  sponsored  nor  endorsed  by  the 
Washington  State  Dental  Association.  A somewhat 
similar  bill  was  endorsed  two  years  ago  by  the  As- 
sociation, passed  both  houses  of  the  legislature  and 
was  vetoed  by  the  Governor.  Since  that  time,  the 
executive  council  of  the  Association  decided  that  such 
a law  was  unnecessary. 

At  a meeting  of  the  Council,  held  in  Yakima,  Dec- 
ember 16,  1932,  a motion  was  made  and  unanimously 
carried  that  the  Legislative  Committee  be  instructed  to 
oppose  all  dental  legislation  in  the  1933  session  of  the 
Legislature,  and  particular  stress  was  placed  on  any 
School  Qinic  bill.  Therefore,  following  instructions, 
the  Legislative  Committee  acted  in  full  opposition  to 
Senate  Bill  No.  217. 

Desiring  that  a correction  of  this  mistake  may  be 
made  in  your  journal,  we  are 

Yours  sincerely. 

Legislative  Committee,  W.S.D.A. 

M.  F.  Randolph,  D.D.S., 

Chairman 

A.  Starke  Oliver,  D.D.S. 

Secretary. 


REPORTS  OF  SOCIETY  

MEETINGS 

WASHINGTON 

COWLITZ  COUNTY  MEDICAL  SOCIETY 
Pres.,  J.  L.  Norris;  Secty.,  A.  F.  Birbeck 
Cowlitz  County  Medical  Society  held  a meeting 
March  14  at  Longview,  at  the  Longview  Country  Club. 

The  program  consisted  of  a paper  by  Jesse  Ettleson 
of  Portland  on,  “Practical  Treatment  of  Common  Skin 
Diseases.”  F.  B.  Zener  of  Portland  read  a paper  on, 
“Treatment  of  Postpartum  Complications.” 

The  Woman’s  Auxiliary  to  Cowlitz  County  Medical 
Society  met  at  the  same  time  and  Mrs.  J.  L.  Norris 
was  elected  president  for  the  ensuing  year. 

GRAYS  HARBOR  MEDICAL  SOCIETY 
Pres.,  A.  M.  Skarperud;  Secty.,  K.  D.  Graham 
Grays  Harbor  Medical  Society  held  a meeting  at 
Aberdeen  March  IS.  H.  L.  Hull  of  Oakhurst  Sana- 
torium gave  an  address  on  tuberculosis.  The  society 
approved  the  proposal  to  attempt  to  immunize  all  child- 
ren of  the  county  against  diphtheria.  They  voted  to 
support  Grays  Harbor  Nurses  Association  and  the  Red 
Cross  in  putting  this  plan  into  effect. 


KING  COUNTY  MEDICAL  SOCIETY 
Pres.,  C.  E.  Gray;  Secty.,  V.  W.  Spickard 

A special  meeting  of  King  County  Medical  Society 
was  held  in  the  auditorium  of  Medical  Dental  Build- 
ing, Seattle,  March  17  at  8:15  P.  M. 

It  was  announced  that  a report  of  the  Health  In- 
surance Committee  would  be  presented  at  the  regular 
meeting,  March  20.  Also  a dinner  would  be  given  at 
the  College  Club  that  evening,  sponsored  by  Seattle 
Academy  of  Medicine,  honoring  Dr.  Norman  M.  Keith 
of  The  Mayo  Clinic,  guest  speaker  of  the  evening. 

Dr.  Joseph  A.  Pettit  of  Portland,  trustee  of  the 
American  Medical  Association,  explained  the  structure 
of  the  American  Medical  Association  and  presented 
facts  concerning  its  publications. 

Dr.  Morris  Fishbein,  editor  of  the  Journal  of  the 
American  Medical  Association,  delivered  an  address  on 
“Qianges  in  the  Nature  of  Medical  Practice.”  Dis- 
covery of  bacteria  by  Pasteur  and  others  was  the  be- 
ginning of  modern  scientific  medicine.  Previous  to 
1900  hospitals  numbered  less  than  1000  in  United 
States.  Now  there  are  7000  with  a million  beds  and  an 
oversupply  of  nurses,  pharmacists,  etc.  Hospital  con- 
struction has  grown  from  $1,000  to  $15,000  per  bed 
since  1900. 

Group  practice  began  with  the  Mayo  Clinic  the 
latter  part  of  the  last  century,  and  there  are  now  more 
than  six  hundred  groups  in  the  United  States.  Phil- 
anthropic efforts  in  medical  schools  and  foundations 
compete  with  the  medical  profession,  medicine  having 
become  the  field  of  the  social  worker,  philanthrophist 
and  economist. 

The  Committee  on  the  Costs  of  Medical  Care  was 
incorporated  by  a self-selected  committee,  the  majority 
of  whose  members  were  prejudiced  in  advance  and  pub- 
lished conclusions  to  accord  with  preformed  opinions. 
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Director  Moore  of  the  committee  published  a book  in 
advance  of  the  committee’s  work  that  corresponded  with 
the  final  majority  report.  The  minority  report  em- 
phasized that  personal  relation  between  the  physician 
and  patient  together  with  the  quality  of  medical  care 
are  the  essential  factors.  The  finally  published  report 
magnifies  the  majority  report  but  minimizes  the  minor- 
ity. 

Physicians  alone  should  determine  how  medicine 
should  be  practiced,  while  philanthropists  and  econo- 
mists should  concern  themselves  only  with  cost.  No 
medical  school  hospital  should  compete  with  its  gradu- 
ates. Contract  practice  has  become  the  greatest  menace 
to  the  profession  as  a whole,  competitive  underbidding 
being  unfair  both  to  the  profession  and  the  public. 

Principles  to  be  followed  by  the  profession  should 
include  mutual  understanding  between  the  physician 
and  patient  with  no  third  party  interfering,  no  solicita- 
tion of  business,  no  underbidding  for  contracts,  no 
business  organization  hiring  physicians  with  advertising 
and  running  that  as  a large  clinic. 


LEWIS  COUNTY  MEDICAL  SOCIETY 
Pres.,  David  Livingston;  Secty.,  Rush  Banks 
Lewis  County  Medical  Society  held  a meeting  at 
Centralia,  March  13,  at  Lewis-Clark  Hotel,  with  Ruth 
Banks  presiding.  The  program  consisted  of  an  address 
on  “Gallbladder  Ailments’’  by  J.  T.  Mason  of  Seattle. 
L.  J.  Palmer  discussed  “Diabetic  Coma.”  R.  L.  King 
spoke  on  “Primary  Carcinoma  of  the  Lungs.” 


PIERCE  COUNTY  MEDICAL  SOCIETY 
Pres.,  J.  A.  La  Gasa;  Secty.,  W.  B.  Penney 

The  regular  meeting  of  the  Pierce  County  Medical 
Society  was  held  in  the  auditorium  in  the  Medical 
Arts  Building,  Tacoma,  March  14,  President  J.  A. 
LaGasa  presiding. 

E.  F.  Dodds  gave  an  invitation  to  all  doctors  to  at- 
tend the  meeting  of  the  Tacoma  Surgical  Qub  on 
April  8,  at  which  Emile  F.  Holman,  of  San  Francisco, 
is  to  be  the  guest  of  honor. 

Announcement  was  made  of  the  visit  of  Morris  Fish- 
bein  of  Chicago,  editor  of  The  Journal  of  American 
Medical  Association,  on  Friday,  March  17. 

Miss  Marie  Elsasser  spoke  on  the  subject,  “Why  Are 
We  Facing  So  Many  Serious  Problems  in  the  Nursing 
Profession  Today?” 

Professor  J.  R.  Slater,  of  the  College  of  Puget  Sound, 
read  a paper  on  “Modem  Conceptions  of  the  Biological 
Basis  of  Heredity.” 


SNOHOMISH  COUNTY  MEDICAL  SOCIETY 
Pres.,  O.  G.  Kesling;  Secty.,  S.  E.  C.  Turvey 
Snohomish  County  Medical  Association  held  its  regu- 
lar meeting  at  Everett  March  8,  with  President  Kesling 
in  the  chair.  Eighteen  members  were  present.  Minutes 
of  previous  meeting  were  read  and  approved. 

The  treasurer  was  instructed  to  warn  members  who 
have  not  paid  their  dues  that  they  will  be  dropped  from 
membership  after  April  1,  including  membership  in  the 
American  Medical  Association.  It  was  voted  that  the 


society  be  organized  into  various  committees  and  the 
president  was  instructed  to  appoint  members  of  com- 
mittees on  entertainment,  program,  membership,  eco- 
nomics or  legislative,  grievance  or  ethics,  welfare  or 
benevolence,  public  relations. 

After  discussing  a letter  from  their  state  senator  who 
inquired  concerning  contract  practice,  the  secretary  was 
instructed  to  write  as  follows;  “The  Medical  Society  of 
Snohomish  County  does  not  consider  that  contract  medi- 
cine is  conducive  to  the  best  interests  of  the  treatment 
of  the  patient,  to  the  best  practice  of  scientific  medicine 
or  to  the  maintainance  of  medical  ethics.  Furthermore, 
they  consider  it  wholly  unfair  to  the  physicians  in  gen- 
eral practice.  Therefore,  you  are  urgently  requested 
support  of  S.  B.  No.  95.” 

A.  B.  Murphy  read  a paper  on,  “The  Diagnosis  and 
Prognosis  by  the  newer  Cytologic  Examinations.”  These 
are  based  on  the  maturity  of  the  polymorphoneuclear 
leucocyte,  the  degree  of  segmentation  of  the  nucleus 
being  an  index.  He  outlined  a method  for  testing  the 
pollen  in  the  various  atmospheres  wherein  the  allergic 
person  lives.  The  histiocyte  is  the  factor  in  resistance 
concerning  which  modern  investigation  is  becoming 
most  interested.  The  paper  was  discussed  by  A.  P. 
Duryce,  L.  G.  Woodford,  C.  L.  Hoeffler,  J.  W.  Dar- 
rough  and  S.  E.  C.  Turvey. 

C.  L.  Hoeffler  read  a paper  on  “The  Development 
of  the  Caldwell-Luc  Operation.”  He  described  a modifi- 
cation which  is  performed  under  local  analgesia  which 
can  be  done  in  the  office.  He  demonstrated  an  ingeni- 
ous instrument  on  the  principles  of  the  brace  and  bit  to 
be  used  for  the  purpose  of  drainage. 

H.  R.  Secoy  being  detained  by  illness,  his  paper  on 
“Treatment  of  Asthma  and  Chronic  Bronchitis  by  In- 
jection of  Peptone  and  Nasal  Surgery”  was  read  by 
secretary  Turvey.  He  stated  that  only  gross  abnorm- 
ality or  infections  could  be  a cause  of  asthma  and  sur- 
gery should  be  limited  to  such  cases.  A general  dis- 
cussion followed  the  reading  of  these  papers. 

A.  P.  Duryee,  appearing  for  the  Woman’s  Auxiliary 
to  the  society,  stated  that,  though  doctors  have  for  years 
advocated  periodic  health  examination,  the  Auxiliary 
claims  that  their  own  families  have  never  been  sub- 
mitted to  this  procedures.  The  members  were  urged 
to  make  these  examinations  before  the  next  meeting. 


WALLA  WALLA  VALLEY  MEDICAL  SOCIETY 
Pres.,  E.  L.  Whitney;  Secty.,  C.  J.  Johannesson 

Walla  Walla  Valley  Medical  Society  held  its  regular 
monthly  dinner  meeting  at  the  Grand  Hotel,  Walla 
Walla,  March  9. 

W.  V.  Frick  of  Dayton,  Wash,  and  S.  J.  Newsom  of 
Freewater,  Ore.,  were  elected  to  membership. 

The  scientific  program  consisted  of  an  address  by 
Richard  B.  Dillehunt,  dean  of  University  of  Oregon 
Medical  School  on,  “Early  Recognition  of  Tuberculosis 
of  the  Bones  and  Joints  with  Treatment  for  Early  and 
Late  Cases.”  Special  emphasis  was  placed  on  the  im- 
portance of  early  differential  diagnosis.  The  speaker 
dwelt  particularly  on  tuberculosis  of  spine  and  hip, 
illustrated  by  magic  lantern  slides.  Discussion  fol- 
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lowed  by  C.  W.  Rudolph  and  H.  D.  Luce  of  the  Veter- 
ans Hospital  staff  and  R.  W.  Smith. 


IDAHO 

SOUTHSIDE  MEDICAL  SOCIETY 
Pres.,  C.  R.  Scott;  Secty.,  J.  N.  Davis 
South  Side  Medical  Society  held  a meeting  at  Burley, 
March  14,  with  dinner  at  National  Hotel. 

The  program  consisted  of  a paper  on  “Coronary  Oc- 
clusion’’ by  R.  P.  Howard  of  Pocatello.  C.  P.  Groom 
of  Pocatello  presented  a paper  on  “Diagnosis  of  Qinical 
Myocarditis.’’  G.  C.  Halley  of  Twin  Falls  read  a paper 
on  “Economicus  Statisticus.’’ 

Southside  Medical  Society  held  a special  meeting  at 
Twin  Falls,  March  15,  attended  by  thirty  southern 
Idaho  physicians  and  surgeons.  The  honor  guest  of 
the  evening  was  Roger  Anderson  of  Seattle  who  dis- 
cussed leg  fractures  with  special  reference  to  a splint 
which  he  has  developed.  He  was  en  route  to  Dallas, 
Texas,  where  he  was  to  read  a paper  before  the  Inter- 
national Surgical  Society. 


BOOK  REVIEWS 

Endocrine  Medicine.  By  William  Engelbach,  M.D., 
F.A.C.P.,  B.S.,  M.S.,  D.Sc.,  Professor  of  Clinical  Medi- 
cine, St.  Louis  University  School  of  Medicine,  1911-24, 
etc.  With  a foreword  by  Llewellyn  F.  Barker,  Profes- 
sor Emeritus  of  Medicine,  The  Johns  Hopkins  Univer- 
sity of  Medicine.  Three  Volumes  and  an  Index  Volume 
with  933  Illustrations.  Vol.  I,  General  Considerations, 
460  pp. ; Vol.  II,  The  Infantile  and  Juvenile  Endocrino- 
pathies,  473  pp. ; Vol.  HI,  The  Adolescent  and  Adult 
Endocrinopathies,  862  pp.  Vols.  I,  II  and  HI,  $35.00. 
Charles  C.  Thomas,  Springfield,  111.  and  Baltimore, 
1932. 

Progress  in  the  domain  of  endocrinology  during  the 
past  decade  forms  one  of  the  outstanding  achievements 
in  medical  science.  Through  discoveries  in  this  field 
many  factors  influencing  nutrition,  growth  and  other 
vital  functions  have  been  brought  from  the  realm  of 
mysticism  and  speculation  into  organized  groups  of 
facts.  The  widening  of  the  horizon  in  this  field  has 
been  so  rapid  that  repeated  summaries  have  been  neces- 
sary in  attempts  to  offer  the  practitioner  opportunity 
to  keep  informed.  This  work  is  the  latest  of  these  at- 
tempts. In  three  volumes  the  author  summarizes  part 
of  the  information  in  this  field  up  to  1931,  and  from  an 
unusually  large  clinical  experience  draws  well  selected 
cases  for  illustration  and  discussion. 

The  presentation  of  the  subject  matter  is  admirably 
adapted  for  use  by  the  practitioner.  Volume  I deals 
with  fundamentals,  anatomy  and  physiology  of  the 
endocrine  glands;  deviations  in  function;  etiologic  fac- 
tors in  deviations;  and  means  and  methods  of  study- 
ing and  recognizing  such  deviations.  Recognition  of 
the  influence  on  other  organs  and  systems  is  evidenced 
in  the  concluding  section,  “The  relation  of  Endocrin- 
opathies to  General  Medicine  and  to  the  Specialties’’  and 
“The  Relation  of  Endocrine  Disorders  to  Public 
Health’’.  Volume  II  deals  with  infantile  and  juvenile 
endocrinology',  volume  III  with  adolescent  and  adult 
endocrinology.  Vol.  IV  contains  a bibliography  of  the 


references  found  in  the  three  preceding  volumes.  This 
is  followed  by  an  alphabetical  index  of  contributors 
and  references.  An  index  of  subjects  for  a work  of 
this  size  is  indispensable.  Such  an  index  is  presented 
in  this  volume. 

The  presentation  of  disturbances  in  function  under 
infantile,  juvenile,  adolescent  and  adult  classifications 
enables  the  author  to  review  these  factors  as  they  arc 
seen  operating.  Age  is  such  an  important  element  in 
many  of  the  endocrinopathies  that  it  is  the  essence  of 
the  picture.  This  view  is  evidently  the  product  of  wide 
clinical  experience.  It  seems  so  logical  that  one  wonders 
the  subject  had  not  previously  been  thus  presented. 
Such  presentation  emphasizes  the  potency  of  the  ductless 
glands  for  weal  or  woe.  It  gives  the  author  opportunity 
to  stress  the  fact,  too  little  emphasized,  that  the.se  highly 
specialized  glands  suffer  frequently  from  toxins  and 
other  adverse  influences  in  childhood.  It  gives  opportu- 
nity to  follow  deviations,  once  initiated,  through  later 
years.  Endocrinopathies  are  basically  problems  in  nu- 
trition, growth  and  development,  but  they  are  so  inti- 
mately correlated  with  all  vital  processes  that  they  must 
be  considered  in  almost  every  question  involving  dis- 
turbance in  function. 

The  chapter  dealing  with  anthropometry  deserves  spe- 
cial mention.  In  a compiliation  arranged  from  the  vast 
amount  of  work  that  had  been  done  on  age-height-weight 
relationship  and  checked  by  observations  on  a group  of 
cases  from  which  endocrinopathies  have  been  carefully 
excluded,  the  author  has  prepared  tables  with  greatly 
decreased  variations.  With  the  use  of  seven  measure- 
ments and  roentgenograms  to  estimate  osseous  develop- 
ment in  other  than  adult  cases,  these  tables  make  easier 
the  recognition  of  variations  in  nutrition,  growth  and 
development  due  to  disturbed  endocrine  function. 

The  lack  of  discussion  of  the  islands  of  Langerhans 
and  the  utilization  of  carbohydrates  and  the  influence 
of  the  adherents  on  vital  processes  leave  a tremendous 
gap  in  endocrine  medicine.  The  problem  of  the  main- 
tenance of  blood  sugar  within  optimal  limits  is  only 
one  of  many  in  this  field  to  which  lately  much  interest 
has  attached.  A summary  of  the  work  that  has  been 
done  on  questions  involving  these  two  glands  would  tic 
in  intimately  with  the  subject  matter  herein  presented. 
Is  it  too  much  to  hope  that  a supplementary  volume  may 
cover  these  subjects?  No  summary  of  the  material  pre- 
sented is  possible  because  in  itself,  as  far  as  it  goes,  it  is 
a summary  of  the  work  that  has  been  done  in  this  in- 
tensely interesting  field,  and  the  material  is  presented 
is  more  than  readable.  A wide  clinical  experience  in  con- 
junction with  a mental  attitude  keenly  sensitive  to  endo- 
crine influences  and  recent  advances  that  have  helped 
much  to  clarify  many  problems  have  enabled  the  presen- 
tation of  this  subject  in  a manner  such  that  its  perusal 
will  be  of  benefit  to  every  practitioner,  be  he  in  general 
practice  or  in  special  work. 

C.  F.  Davidson. 


Chronic  Arthritis  and  Fihrositis.  Diagnosis  and 
Treatment.  By  Bernard  Langdon  W'yatt  M.D.,  F.A. 
C.P.  Director,  The  Wyatt  Clinic.  Mcmher  Editorial 
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Staff  of  “Acta  Rheumatologica’’  of  t'lic  International 
league  for  the  Control  of  kheuinatism,  etc.  Cloth. 
201  pp.  $3.50-.  Illustrated.  Baltimore.  William  Wood 
& Co.  1933. 

The  author  affirms  that  joint  lesions  should  be  re- 
garded as  analagous  to  abnormal  noises  in  an  automo- 
bile which  may  be  due  to  an  infinite  variety  of  causes 
and  that  they  are  merely  surface  indications  of  an  al- 
tered condition  of  the  body  as  a whole.  Unfortunately, 
unlike  the  automobile,  the  patient  may  not  be  cured  by 
replacement  of  genuine  parts.  Early  diagnosis  is  the 
chief  consideration  to  avoid  serious  structural  damage 
of  the  anatomfe  parts.  Among  preventive  measures  the 
author  notes  particularly  the  elimination  of  focal  in- 
fections in  early  life,  especially  those  of  teeth  and  ton- 
sile,  and  care  of  the  skin.  In  the  latter  connection 
dampness,  local  and  climatic,  is  important.  In  desert 
regions  of  Arizona  chronic  infectious  arthritis  is  un- 
known. Good  muscle  tone,  through  proper  exercise  and 
posture,  are  preventive  of  arthritis,  while  overweight 
and  underweight  states  are  conducive  to  the  disease. 

The  author  considers  chiefly  the  three  main  divisions 
of  his  subject  under  the  nomenclature  of  chronic  in- 
fectious, chronic  degenerative,  and  chronic  fibrositis — 
referring  to  the  so-called  myalgias  or  muscular  forms 
of  rheumatism.  In  infectious  arthritis  the  etiology  in 
287  personal  cases  included  focal  infections  of  tonsils, 
57  per  cent;  of  teeth,  26  per  cent;  of  sinuses,  9.5  per 
cent;  of  colon,  3 per  cent;  gallbladder,  2.5  per  cent;  of 
respiratory  tract,  1 per  cent;  of  prostate,  0.5  per  cent; 
of  pelvic  organis,  0.5  per  cent. 

While  the  work  of  leading  authorities  is  reviewed  in 
detail  as  to  etiologic  organisms,  the  writer  asserts  that 
chronic  infectious  arthritis  is  probably  caused  by  var- 
ious strains  of  streptococcus  viridans  and  atypical  hem- 
olyticus  and  immunologic  reactions  indicate  group 
rather  than  type  specificity.  He  uses  a stock  strepto- 
coccus vaccine  (Lilly)  in  treatment  and  does  not  be- 
lieve in  or  attempt  to  find  a specific  strain  or  type  of 
streptococcus  in  the  various  possible  foci  of  infection. 
The  work  of  Rosenow  is  highly  prized,  in  respect  to 
pleomorphism  and  elective  affinity  of  streptcoocci,  and 
the  possibility  of  joint  lesions  being  due  to  allergy  pro- 
duced by  bacterial  infection  rather  than  direct  invasion 
of  the  joints  by  streptococci.  This  is  accepted  by  Pem- 
berton and  the  author  as  applying  to  all  cases  of  acute 
rheumatic  fever  and  to  most  cases  of  chronic  infec- 
tious arthritis. 

The  etiology  of  chronic  degenerative  arthritis  de- 
pends primarily  upon  trauma  and  secondarily  upon 
toxemias  and  infections  lowering  general  resistance. 
The  author  inclines  toward  bacterial  toxins  as  the 
cause  of  muscular  rheumatism  rather  than  direct  action 
of  the  organisms  in  the  muscles.  He  quotes  Albee  that 
90  per  cent  of  cases  of  myofascitis  is  due  to  toxic  ab- 
sorption from  the  colon.  One  sometimes  sees  cases  of 
lumbago  disappear  miraculously  after  a purge.  Over 
half  the  book  is  devoted  to  treatment  and  the  author 
describes  in  minute  detail  all  the  various  therapeutic 
measures  he  has  found  useful  rather  than  any  specific 
treatment  in  chronic  arthritis.  The  book  is  eminently 
sane  and  an  admirable  summary  of  the  whole  subject 
by  one  who  takes  a broad  clinical  view  of  arthritis  as 
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a disturbance  of  the  l)ody  as  a whole  rather  than  a 
specific  disease  of  the  joints. 

Winslow. 

General  Medicine.  The  Practical  Medicine  Series  for 
the  year  1932.  Infectious  Diseases,  by  George  H.  Weav- 
er, M.D.,  Clinical  Professor  of  Pathology,  Rush  Medical 
College  of  the  University  of  Chicago,  etc.,  with  the 
collaboration  of  T.  T.  Crooks,  M.D.,  Attending  Staff, 
Norwegian-American  Hospital,  etc.  Diseases  of  the 
Chest  (Excepting  the  Heart)  by  Lawrason  Brown, 
M.D.,  Chairman  of  the  Medical  Board,  Trudeau  Sana- 
torium, Saranac  Lake,  New  York.  Diseases  of  the 
Blood  and  Blood-Forming  Organs ; Diseases  of  the 
Kidney  by  George  R.  Minot,  M.D.,  Professor  of  Medi- 
cine, Harvard  University,  etc.,  and  William  B.  Castle, 
M.D.,  Associate  Professor  of  Medicine,  Harvard  Uni- 
versity, etc.  Diseases  of  the  Heart  and  Blood  Vessels 
by  William  D.  Stroud,  M.D.,  Professor  of  Cardiology, 
Graduate  School  of  Medicine,  University  of  Pennsyl- 
vania. Diseases  of  the  Digestive  System  and  Meta- 
bolism by  Ralph  C.  Brown,  M.D.,  Clinical  Professor  of 
Medicine,  Rush  Medical  College  of  the  University  of 
Chicago,  etc.  837  pp.  $2.50.  The  Year  Book  Publishers, 
Inc.,  Chicago. 

The  various  editors  have  shown  shrewd  and  far- 
reaching  ability  in  choosing  the  hundreds  of  worthwhile 
papers  published  during  last  year  which  are  very  pertin- 
ent in  bringing  out  the  most  advanced  circumspection 
of  the  progress  made  in  the  study  of  various  diseases. 
It  enables  the  reader  to  make  a rapid  review  ol  rich 
material  and  the  book  is  the  equivalent  of  what  one 
would  like  to  keep  up  in  his  own  abstracting. 

The  section  on  infectious  diseases  portrays  some  of 
the  newer  conceptions  on  the  treatment  of  encephalitis, 
poliomyelitis,  psittacosis,  undulant  fever,  whooping 
cough  and  many  others  of  major  interest.  The  section 
on  diseases  of  the  chest  considers  accurately  the  newer 
correlaries  in  the  diagnosis  and  treatment  of  tubercu- 
losis, pneumonia,  etc.  Unusually  complete  is  the  sec- 
tion on  diseases  of  the  blood  and  blood-making  organs, 
wherein  pernicious  anemia  and  anemias  of  other  forms, 
leukemia  and  neutropenia  are  elaborated  on.  Inspir- 
ing to  the  reader  are  the  contents  of  the  section  on  dis- 
eases of  the  heart  and  blood  vessels,  especially  the 
treatises  portraying  the  roll  of  rheumatic  fever,  sy- 
philis, coronary  thrombosis,  angina  syndrome  and  the 
lesions  of  the  peripheral  blood  vessels.  Brown  devotes 
almost  150  pages  to  the  presentation  of  papers  bearing 
on  the  newer  advancements  in  the  study  of  the  gastro- 
intestinal tract  and  metabolism.  By  spending  a few 
hours  on  the  review  of  this  book  one  can  satisfactorily 
gain  the  newer  knowledge  of  the  outstanding  work  in 
the  literature  of  the  past  year.  Bowers. 

The  Pelvis  In  Obstetrics.  A Practical  Manual  of 
Pelvimetry  and  Cephalometry  Including  Chapters  on 
Roentgenological  Measurement.  By  Julius  Jarcho,  M.D., 
F.A.C.S.  Consulting  Gynecologist,  Hastings  Hillside 
Hospital,  etc.  With  140  Illustrations,  51  Tables.  365  pp. 
$6.00.  Paul  B.  Hoeber,  Inc.  New  York,  1933. 

This  book  is  designed  to  give  information  in  detail 
for  the  student  and  practitioner  who  are  interested  in 
the  details  of  pelvic  measurements  and  their  variations 
according  to  race,  and  in  the  precise  methods  of  con- 
ducting the  examinations.  The  comments  on  the  thera- 
peutic application  of  information  gained  from  measure- 
ments are  concise  and  case  illustrated.  The  bibliography 
is  quite  complete.  The  chapters  on  roentgen  ray  meas- 
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iirements,  both  of  pelvis  and  fetus,  are  up  to  date  and 
of  extreme  interest.  Tlie  author’s  modification  of 
Thom’s  method,  being  given  in  great  detail,  will  serve 
as  a good  working  guide  for  the  roentgenologist  inter- 
ested in  perfecting  this  technic.  A larger  use  of  the 
roentgen  ray,  with  the  refining  of  the  technic  and  per- 
fection of  accuracy  that  will  result,  should  be  of  ex- 
treme benefit  to  the  obstetrician.  Beeler. 

Office  Surgery.  By  Fenwiek  Beekman,  M.D.  Visiting 
Surgeon,  Bellevue  Hospital,  New  York,  etc.  94  Illustra- 
tions, 402  pp.  $5.00.  J.  B.  Lippincott  Co.  Philadelphia 
and  London,  1932. 

The  many  excellent  works  on  minor  surgery,  which  in 
actual  practice  means  office  surgery,  have  always  been 
in  demand  as  books  of  reference.  General  surgery  prin- 
ciples apply  equally  to  the  smallest  treatment  and  the 
most  major  operation.  Thus,  in  this  present  volume  we 
find  a brief,  accurate  description  of  the  application  of 
these  general  principles  to  such  conditions  as  could  ap- 
propriately be  treated  in  an  office,  private  surgery  or  a 
home.  Tlie  fact  that  one-fourth  of  the  work  is  given 
to  treatment  of  injuries  to  joints  and  fractures  in- 
dicates its  general  character.  Certainly  it  is  timely  and 
includes  whatever  advances  have  been  made  in  this  type 
of  surgery.  Forbes 

The  Incomes  of  Physicians.  An  Economic  and  Sta- 
tistical Analysis.  By  Maurice  Leven,  Ph.D.  135  pp.  $2.00. 
University  of  Chicago  Press,  Chicago,  1932. 

At  the  outset  it  was  planned  to  analyze  incomes  of 
physicians,  dentists,  nurses  and  sectarian  practitioners. 
Time  limitations,  however,  confined  it  to  physicians. 
The  study  pertains  to  private  practitioners,  of  whom 
there  are  about  121,000,  and  of  these  about  69,000  are 
included  in  the  tabulations.  Data  were  secured  from 
federal  income  reports,  together  with  questionnaires 
sent  to  addresses  as  given  in  the  American  Medical 
directory.  This  volume  discusses  average  incomes  and 
their  distribution  in  different  parts  of  the  country.  The 
study  pertains  to  private  practitioners  rather  than  those 
on  salaries.  It  is  learned  that  the  net  incomes  of  30 
per  cent  were  above  $6,000  ; 46  per  cent,  between  $2,000 
and  $6,000;  with  24  per  cent  below  $2,000.  Tables  il- 
lustrate the  variations  according  to  different  sections 
of  the  country,  also  as  they  are  affected  by  the  size  of 
the  community.  The  average  physieian  is  about  twenty- 
eight  years  of  age  when  he  begins  practice  and  has  an 
expectancy  of  about  thirty-nine  years.  At  the  end  of 
about  eight  years  his  income  equals  that  of  the  average 
for  physicians,  reaching  the  peak  at  about  the  eighteenth 
year  of  practice.  Then  the  average  income  declines  so 
that  at  about  the  thirty-fifth  year  of  practice  it  ap- 
proximates that  of  the  eighth  year.  Thus  it  is  noted 
one  may  expect  a period  of  about  twenty-seven  years, 
during  which  the  income  may  run  about  the  general 
level. 

There  is  a discussion  of  specialists  and  the  average 
incomes  received  by  them.  It  is  stated  that  at  the  be- 
ginning of  the  depression  the  average  decline  of  income 
of  1930  from  that  of  1929  was  about  17  per  cent.  In- 
vestigations since  then  are  not  included.  If  one  desires 
further  information  on  physicians’  finances,  it  can  be 
obtained  from  this  small  volume. 


The  Fundamentals  of  Good  Medical  Care.  An  Out- 
line of  the  Fundamentals  of  Good  Medical  Care  and  an 
Estimate  of  the  Service  Required  to  Supply  the  Medical 
Needs  of  the  United  States.  By  Roger  I.  Lee.  M.D. 
and  Lewis  Webster  Jones,  Ph.D.  Assisted  by  Barbara 
Jones.  302  pp.  -2.50.  The  University  of  Chicago  Press, 
Chicago.  1933. 

Following  the  numerous  publications  issued  by  the 
Committe  on  the  Costs  of  Medical  Care,  the  necessity 
has  been  evident  of  presenting  concrete  conclusions 
relative  to  service  on  the  part  of  the  physician  to  meet 
the  requirements  of  these  studies.  This  volume  attempts 
to  answer  these  demands.  The  authors,  after  explaining 
the  scope  of  the  study,  discuss  practitioners,  institu- 
tions and  patients.  This  is  followed  by  chapters  on 
fundamental  procedures  in  preventive  medicine,  diag- 
nosis and  treatment.  Specific  diseases  are  considered, 
with  brief  summaries  of  symptoms  and  an  outline  of 
the  most  accepted  methods  of  treatment.  Attention  is 
paid  to  the  personal  relations  between  patient  and 
physician,  with  suggestive  comments  bearing  on  other 
than  purely  professional  matters.  There  is  discussion  of 
the  medical  needs  of  the  people  of  the  country  with 
suggestive  improvements  in  various  relations.  About 
one-half  of  the  book  is  devoted  to  appendices,  present- 
ing tables  and  statistics  regarding  a great  number  of 
diseases  and  injuries,  special  attention  being  paid  to 
treatment  and  results.  This  seems  to  be  one  of  the 
most  suggestive  publications  in  the  series. 

The  Surgical  Clinics  of  North  America.  (Issued 
serially  one  number  every  other  month.)  Volume  13, 
No.  1.  (Pacific  Coast  Surgical  Association  Number — 
Febrary  1933)  247  pages  with  90  illustrations.  Per 
Clinic  Year  (February  1933  to  December  1933).  Paper, 
$12.(X);  Cloth,  $16.(X)  net.  Philadelphia  and  London: 
W.  B.  Saunders  Company,  1933. 

This  volume,  containing  clinical  reports  from  mem- 
bers of  Pacific  Coast  Surgical  Association,  is  of  spe- 
cial interest  to  readers  of  this  journal  in  consequence 
of  their  personal  acquaintance  with  so  many  of  the 
contributors.  One  finds  papers  and  discussions  from 
J.  Earl  Else  and  Thomas  M.  Joyce  of  Portland;  Joel 
W.  Baker,  Alexander  B.  Hepler,  O.  F.  Lamson,  J.  Tate 
Mason  and  Park  Weed  Willis  of  Seattle;  A.  Aldridge 
Matthews  of  Spokane  and  William  A.  Taylor  of  Ellens- 
burg.  The  remaining  publications  are  from  surgeons  of 
various  cities  of  California.  A great  variety  of  sur- 
gical pathology  is  discussed  with  many  illustrations 
which  will  present  much  of  interest  to  any  reader. 

Medical  Clinics  of  North  America.  (Issued  ser- 
ially one  number  every  other  month.)  Volume  16.  No. 
4.  (Boston  Number — January,  1933)  Octavo  of  256 
pages  with  33  illustrations.  Per  Clinic  Year  July  1932 
to  May  1933.  Paper,  $12.00;  Qoth  $16.00  net.  Phila- 
delphia and  London;  W.  B.  Saunders  Company,  1933. 

Clinical  reports  are  presented  in  this  volume  from 
twenty-eight  internists  of  Boston.  Diseases  and  patho- 
logic conditions  are  discussed  which  are  of  importance 
to  every  practioneer  of  medicine.  Aortic  stenosis,  tho- 
racic aneurysm,  subacute  bacterial  endocarditis  and  cor- 
onary occlusion  are  considered  in  separate  reports. 
Diabetic  coma,  treatment  of  diabetes  and  paralyses  in 
diabetes  are  separately  presented.  These  are  only  a 
few  of  the  instructive  discussions  contained  herein. 
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TEMPERATURE  CHANGES  AND  THEIR 
EFFECTS'ON  THE  CIRCULATION* 
Henry  C.  BazETT,  M.D. 

PHILADELPHIA,  PA. 

The  circulation  is  profoundly  modified  by 
changes  in  temperature,  whether  these  be  local  or 
general.  It  will  be  simplest,  however,  to  consider, 
first,  changes  produced  by  local  application  of 
heat  or  cold,  probably  of  importance  when  hot  or 
cold  dressings  are  employed.  Later  I will  take  up 
the  more  complicated  changes  produced  by  ex- 
posure of  the  whole  body  to  heat  or  cold,  and  the 
still  greater  complications  of  pyrexia.  Physical 
methods  of  treatment  such  as  diathermy  have  re- 
cently come  into  general  use,  and  so  often  prove 
to  be  really  valuable  procedures  that  the  whole 
subject  is  worthy  of  careful  consideration. 

The  profound  effect  that  may  be  produced  in 
the  most  peripheral  parts  of  a limb  undoubtedly 
depends  on  the  great  variability  of  the  tempera- 
tures in  such  areas.  While  the  central  parts  of  the 
body,  the  abdomen,  lungs  and  brain,  have  their 
temperatures  carefully  regulated,  the  limbs  are  al- 
owed  to  have  great  fluctuations  to  regulate  heat 
loss.  Everyone  is  familiar  with  the  relatively  low 
surface  temperatures  often  found,  but  it  is  less 
generally  realized  that  there  is  no  sudden  rise  of 
temperature  beneath  the  skin.  Instead  there  is 
only  a gradual  gradient  and  with  exposure  to  cold 
the  whole  limb  may  be  much  below  the  rectal  tem- 
perature level. 

•Read  before  the  Tenth  Annual  Meeting  of  the  Pa- 
cific Northwest  Medical  Association,  Spokane,  Wash., 
June  27-29,  1932. 


Under  hospital  conditions  Zondek^  found  the 
temperature  at  the  depth  of  the  femur  to  be  1.2® 
C (2.2®  F)  lower  than  that  of  the  rectum,  and 
iMcGlone  and  I have  found  the  temperature  at 
the  depth  of  an  inch  in  the  forearm  or  thigh  often 
to  be  as  low  as  34®  (93®  F).  On  extreme  ex- 
posure to  cold  much  lower  temperatures  may  be 
observed,  and  subcutaneous  temperatures  and 
venous  blood  temperatures  as  low  as  15®  C (60® 
F)  may  often  occur.  This  profound  cooling  prob- 
ably depends  on  a reflex  vasoconstriction  on  ex- 
posure to  cold.  Evidence  favors  the  theory  that 
the  reflex  response  is  of  relatively  brief  duration. 
However,  if  exposure  to  cold  continues,  the  direct 
effect  on  the  vessels  maintains  the  constriction,  so 
that  the  temperature  falls  both  as  the  result  of 
the  diminished  blood  flow  and  as  the  result  of  the 
exposure  to  cold. 

On  the  other  hand,  it  is  much  more  difficult  to 
induce  a temperature  in  a limb  above  that  of  the 
rectum.  As  soon  as  the  temperature  rises  there 
occurs  a vasodilatation,  and  blood  at  the  deep 
body  temperature  is  forced  rapidly  through  the 
part,  distributing  the  heat  all  over  the  body.  It  is 
consequently  very  difficult  or  impossible  to  raise 
the  temperature  of  any  area  except  the  skin  more 
than  1®  to  2®  C (2  to  4®  F)  above  the  deep  body 
temperature  without  using  an  injurious  heat.  This 
is  true  whether  hot  water,  radiant  heat,  diathermy 
or  short  wave  condenser  discharges  are  used. 
Nonetheless  the  effects  produced  in  the  limbs  may 

1.  Zondek,  B.:  Deep  Thermometry.  Muenchen.  Mel. 
Wschnschr..  67:255.  Feb.  27.  1920. 
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be  very  marked,  for  the  temperature  may  be 
raised  from  4®  C or  more  below  rectal  tempera- 
ture to  2®  above,  a range  of  6®  (or  11°  F). 

The  vascular  changes  which  accompany  these 
temperature  ones  may  have  a profound  effect  in 
pathology.  Exposure  to  cold  plays  an  important 
part  in  the  etiology  of  conditions  due  to  interfer- 
ence with  local  circulation  to  a limb.  Indeed,  in 
some  conditions,  such  as  the  “trench  foot”  seen 
in  the  world  war,  exposure  to  cold  appears  to  be 
the  primary  cause ; gangrene  may  even  be  caused 
by  a prolonged  exposure  to  cold  far  above  the 
true  frostbite  level.  The  dependency  of  attacks  of 
vascular  spasm  in  Raynaud’s  disease  on  exposure 
of  the  limbs  to  cold  is  another  familiar  example 
of  the  dominance  of  these  reactions  to  tempera- 
ture in  producing  modifications  of  the  peripheral 
circulation.  In  a recent  analysis  of  this  condition 
Lewis^  showed  that  the  evidence  is  against  the 
presence  of  any  hyperexcitability  of  the  vaso- 
motor nerves  in  such  a condition.  Rather  it  in- 
dicates that  the  vessels  themselves  constrict  in  an 
abnormally  exaggerated  manner  on  exposure  to  a 
lowered  temperature. 

While  temperature  changes  modify  consider- 
ably the  rate  of  blood  flow  in  the  normal  limb, 
they  become  of  even  greater  importance  under 
abnormal  conditions.  This  is  particularly  the 
case  where  a spasm  of  the  vessel  wall  is  con- 
cerned. Even  when  the  obstruction  to  blood  flow 
depends  on  some  structural  change  in  the  vessel, 
temperature  changes  may  modify  the  circulation 
to  a greater  extent  than  in  the  normal  individual.^ 
If  the  circulation  be  interfered  with  in  a peri- 
pheral area,  whether  this  occurs  as  the  result  of 
a structural  alteration  of  the  arteries  and  arter- 
ioles as  in  arteritis  thromboobliterans,  or  as  the 
result  of  a muscular  spasm  as  in  Raynaud’s  dis- 
ease, necrosis  of  the  superficial  tissues  is  apt  to 
supervene.  This  may  extend  to  a considerable 
depth,  and  may  be  followed  by  separation  of  the 
dead  tissue,  leaving  an  ulcerated  surface.  Such 
surfaces  are  poorly  supplied  with  blood  and  heal 
slowly.  The  local  temperature  of  the  part  can 
modify  considerably  not  only  the  development  of, 
but  also  the  recovery  from,  such  conditions. 

Where,  therefore,  the  local  circulation  is  im- 

2.  Lewis,  T.,  Experiments  Relating  to  Peripheral 
Mechanism  Involved  in  Spasmodic  Arrest  of  Circula- 
tions in  Fingers,  Variety  of  Raynuad’s  Disease.  Heart, 
15:7,101,  Aug.,  1929. 

3.  Lewis,  T.  and  Landis,  E.  M.;  Further  Observa- 
tions Upon  Variety  of  Raynaud’s  Disease;  with  Special 
Reference  to  Arteriolar  Defects  and  to  Scleroderma. 
Heart.  15:329-350,  July  1931. 


peeled  so  as  to  interfere  with  the  nutrition  of  the 
tissues,  it  is  logical  to  determine  the  optimum 
temperature  at  which  the  part  should  be  kept.  One 
might  be  tempted  to  keep  the  temperature  as  high 
as  possible  where  the  circulation  rate  would  be 
the  most  rapid  attainable.  Unfortunately  other 
factors  supervene,  which  negative  such  a simple 
solution.  This  has  been  demonstrated  by  careful 
clinical  studies  on  such  cases  in  the  work  of  Starr 
of  the  Department  of  Medicine  in  the  University 
of  Pennsylvania.  It  will  be  best  to  explain  the 
physiologic  studies  that  led  to  his  work. 


Fig.  1.  Abscissae.  Temperature  of  a water  bath  ap- 
plied to  the  forearm  in  degrees  C;  ordinaties  22  satu- 
ration of  venous  blood.  C02  content  of  blood  plasma 
and  pH  of  blood  plasma  at  the  temperature  of  blood 
in  the  veins.  Dotted  curve  02  saturation  of  venous 
blood  from  elbow  veins  in  a series  of  subjects  (Gold- 
schmidt and  Light);  uppermost  continuous  curve  (a) 
pH  of  blood- from  hand  veins  in  a single  subject;  curve 
(b)  oxygen  saturation  of  blood  from  hand  veins  in 
same  subject;  curve  (c)  C02  content  of  plasma  in 
blood  from  band  veins  of  same  subject. 

It  was  shown  by  Goldschmidt  and  Light^  that 
the  venosity  of  venous  blood  returning  from  a 
limb  depended  on  the  balance  between  the  meta- 
bolism and  the  rate  of  blood  flow,  both  of  which 
were  increased  by  rise  in  temperature.  They 
demonstrated  that  these  changes  were  not  parallel, 
so  that  a curve  resulted,  in  which  the  lowest 
oxygen  saturation  (and  greatest  venosity)  oc- 
curred at  a definite  surface  temperature  of  about 
25°  C (77°  F)  (fig.  1).  At  low  temperatures  the 
local  circulation  is  very  subnormal,  but  the  tissues 
are  cooled  so  that  their  metabolism  is  much 
lowered  and  little  oxygen  is  utilized.  Consequent- 
ly the  venous  blood  returns  with  a large  propor- 
tion of  it  is  oxygen. 

4.  Goldschmidt,  S.  and  Light,  A.  B.:  Comparison  of 
Gaseous  Content  of  Blood  from  Veins  of  Ponearm  and 
Dorsal  Surface  of  Hand  as  Indicative  of  Blood  Plow 
and  Metabolic  Differences  In  these  Parts.  Am.  J.  Phy- 
siol. 73:146-172.  June.  1925. 
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When  the  temperature  is  raised  somewhat, 
metabolism  becomes  important  and  much  oxygen 
is  removed,  even  though  the  blood  flow  is  more 
rapid.  At  the  highest  temperatures  the  change 
in  blood  flow  is  very  great  and  far  exceeds  the 
increase  in  local  metabolism,  so  that  the  venous 
blood  again  leaves  highly  oxygenated.  When 
the  circulatory  system  is  diseased,  these  relation- 
ships are  upset.  With  a rise  in  temperature  the 
local  metabolism  is  increased,  but  some  organic 
lesion  may  prevent  the  rate  of  blood  flow  exceed- 
ing some  critical  value.  After  this  rate  of  circu- 
lation is  reached  any  further  rise  in  temperature 
is  injurious,  since  it  increases  the  metabolism 
without  correspondingly  increasing  the  local  cir- 
culation rate. 

Starr^  consequently  determines  the  optimum 
temperature  for  each  subject  by  immersing  the 
limb  in  water  and  observing  the  highest  tempera- 
ture at  which  cyanosis  and  pain  are  minimal  (as 
this  temperature  is  exceeded  both  cyanosis  and 
pain  reappear  together).  When  this  temperature 
has  been  estimated,  the  patient  is  kept  in  bed 
with  a special  tent  over  the  limb.  This  tent  is 
heated  by  an  ordinary  electric  light  bulb,  and  the 
heat  is  regulated  by  a termal  control,  so  that  the 
dry  bulb  temperature  is  2 or  4®  F above  that  de- 
termined. In  spite  of  evaporation  the  part  will 
be  maintained  at  about  the  right  temperature.  In 
the  presence  of  gangrene  desiccation  is  favoured 
by  keeping  the  air  as  dry  as  possible,  and  by 
keeping  calcium  chloride  within  the  tent.  By 
such  simple  means,  adaptable  even  for  use  in 
private  homes,  he  has  succeeded  in  obtaining  good 
healing  in  many  patients  who  had  been  recom- 
mended for  amputation. 

It  becomes  important  also  to  measure  the  de- 
gree of  organic  interference  with  the  local  circu- 
lation, so  that  an  estimate  may  be  made  of  the 
relative  value  of  various  methods  of  treatment. 
For  such  purposes  thermocouple  measurements 
of  skin  temperature  are  most  useful,  but  precau- 
tions must  be  taken  to  allow  for  the  effect  of 
room  temperature.  One  of  the  best  of  these  pro- 
cedures is  that  developed  by  Landis®,  as  yet  un- 
published, but  which  he  has  kindly  allowed  me  to 
quote.  The  patient  is  kept  at  rest  in  a cold  room 
(55®-60®  F).  The  surface  temperatures  of  peri- 

5.  Starr,  I.  Jr.;  Thermoregulated  Foot  Cradle  for 
Treatment  of  Peripheral  Vascular  Disease.  Proc.  Soc. 
Exper.  Biol.  & Med.  29:166-167.  Nov.,  1931. 

6.  Gibbon,  J.  H.,  Jr.,  and  Landis,  E.  M.,  Vasodila- 
tation in  Lower  Extrementies  in  Response  to  Immers- 
ing Forearms  in  Warm  Water.  J.  Clin.  Investigation, 
11:1019-1036.  Sept.,  1932. 


Fig.  2.  Fali  of  surface  temperature  in  hand  and  fin- 
ger of  normal  subject  exposed  to  a cold  room,  and  rise 
in  temperature  when  feet  were  immersed  in  hot  water. 
R.  T.  indicates  room  temperature  in  degrees  centi- 
grade. 

pheral  parts  such  as  the  finger  and  hand  fall 
rapidly  even  in  the  normal  subject,  so  that  after 
an  hour  temperatures  of  65®  to  75®  F may  be  re- 
corded. If  now  another  part  of  the  body  be  im- 
mersed in  very  hot  water,  e.  g.,  either  both  hands 
and  forearms,  or  both  feet  and  legs  in  water  at 
about  112®  F,  a pronounced  vasodilatation  is  in- 
duced. After  some  ten  to  twenty  minutes  the 
surface  temperatures  of  the  parts  exposed  to  the 
cold  air  begin  to  rise  rapidly. 

In  the  normal  subject  a temperature  of  90®  F 
is  soon  reached  (fig.  2),  but  in  patients  with  or- 
ganic disease  this  level  is  not  attained.  The  dis- 
crepancy from  this  level  serves  as  a good  measure 
of  the  degree  of  obstruction.  Thus,  in  one  sub- 
ject so  examined  the  temperature  on  the  right 
instep  only  rose  to  81®  F (fig.  3).  For  such 
measurements  any  simple  thermocouple  system, 
consisting  of  a loop  of  constantan  and  iron  wire 
and  a sensitive  needle  galvanometer,  is  sufficient. 
Calculations  have  to  be  made  of  the  difference  in 
temperature  between  the  surface  explored  and 
that  of  a standard  couple  within  a thermos  flask. 
Direct  readings  of  the  actual  temperatures  are 
somewhat  simpler  to  deal  with,  and  may  be  ob- 
tained by  utilizing  a system  of  the  potentiometer 
type  made  by  Leeds  and  Northrup. 

Though  the  optimum  temperature  may  be  de- 
termined and  maintained  in  this  relatively  simple 
way  in  cases  with  peripheral  vascular  lesions,  it 
is  by  no  means  easy  to  decide  the  best  tempera- 
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Note  the  difference  in  degree  of  the  lesions  is  (Remon- 
strated by  the  rise  in  temperature,  when  it  cannot  h(e 
distinguished  in  the  fall  on  exposure  tp  cold. 

ture  in  other  conditions  for  the  factors  involved 
are  complex.  When  the  local  temperature  is  in- 
creased, not  only  is  the  oxygen  saturation  of  the 
blood  altered,  but  the  dissociation  curve  of  oxy- 
hemoglobin is  changed  and  the  unloading  tension 
for  oxygen  increased.  This  increase  is  exagger- 
ated by  an  increased  acidity  of  the  blood.  This 
increased  acidity  on  warming  depends  on  an  in- 
creased capacity  of  the  blood  proteins  to  combine 
with  base,  so  that  base  is  removed  from  combina- 
tion with  carbonic  acid  as  bicarbonate,  and  free 
carbonic  acid  is  formed.  The  change  in  aciditv 
of  venous  blood  from  hand  veins  at  various  sur- 
face temperatures  produced  by  baths  is  shown  in 
fig.  1,  as  well  as  the  variations  in  oxygen  satura- 
tion, and  carbon  dioxide  content  (bicarbonate 
and  free  carbonic  acid)  of  the  plasma. 

The  variations  in  venosity  are  of  relatively 
slight  importance,  while  the  physicochemical 
changes  are  of  major  importance  in  determining 
the  acidity.  The  total  effect  on  the  unloading 
tension  for  oxygen  is  so  marked  that  with  a bath 
temperature  (i.  e.,  surface  temperature)  of  22® 
C (72®  F)  the  oxygen  only  tends  to  leave  the 
lilood  in  the  skin  and  subcutaneous  tissue  with  a 
tension  of  some  20  mm.  of  mercury,  while  with  a 
surface  temperature  of  40®  C (104®  F)  this  is  in- 
creased to  75  mm.  or  more.  There  can,  therefore, 
be  little  doubt  that  wounds  with  anaerobic  infec- 
tions, such  as  gas  gangrene,  should  not  be  ir- 
rigated with  antiseptic  solutions  at  room  tempera- 


ture, but  that  it  would  be  better  to  keep  these 
solutions  hot  in  a thermos  flask,  and  irrigate  the 
wound  with  solutions  as  hot  as  can  be  comfort- 
ably borne. 

Yet  another  important  factor  to  be  considered 
is  the  effect  of  heat  on  the  capillary  circulation 
and  on  the  formation  of  tissue  fluid.  When  heat 
is  applied  to  an  area,  the  superficial  capillaries 
and  veins  are  obviously  dilated,  and  through  a 
relaxation  of  arteriolar  tone  the  blood  flow  is 
much  increased.  The  latter  factor  should  tend 
to  raise  pressure  within  the  capillaries  and  Lan- 
dis^ has  demonstrated  in  man  that  the  capillary 
pressure  is  definitely  raised  to  a considerable  de- 
gree. Thus,  while  in  the  skin  of  the  finger  he  ob- 
tained under  normal  room  conditions  pressures  of 
about  32  mm.  Hg  in  the  arteriolar  limb  of  capil- 
lary loops  and  about  12  mm.  in  the  venous  limb, 
he  found  these  values  raised  to  60  mm.  and  45 
mm.  respectively,  when  the  skin  temperature  was 
raised  locally  to  about  42®  C (107.6®  F).  Since 
the  osmotic  pressure  of  the  plasma  proteins  in 
man  is  about  26  mm.  Hg,  this  implies  a filtration 
pressure  for  edema  formation  equal  to  the  differ- 
ence, or  some  25  to  30  mm.  of  Hg.  Presumably 
this  fluid  is  drained  away  through  lymphatics 
under  normal  conditions. 

Landis*  is  at  present  conduucting  experiments 
to  investigate  this  point,  and  has  kindly  allowed 
me  to  use  some  of  his  as  yet  unpublished  data.  If 
venous  congestion  is  applied  to  a limb  with  a Riva 
Rocci  armlet  distended  to  20,  30  or  60  mm.  Hg, 
an  initial  rapid  swelling  from  congestion  occurs. 
After  this  a slower  swelling  from  an  increase  in 
the  fluid  content  appears.  The  capillary  pressure 
is  raised  above  the  osmotic  pressure  of  the  pro- 
teins. Fluid  is  forced  out  into  the  tissue  spaces 
and,  as  lymphatic  drainage  is  interfered  with  by 
the  cuff,  fluid  collects  in  the  tissue  at  first  rapidly, 
later  more  slowly  as  the  pressure  within  the  tis- 
sue spaces  is  increased. 

The  rate  of  collection  of  fluid  is  determined  by 
the  rise  in  capillary  pressure  and  is  consequently 
proportional  to  the  pressure  in  the  cuff.  If  the 
experiment  be  carried  out  at  different  tempera- 
tures, the  rate  of  formation  of  fluid  is  found  to 
be  much  greater  at  the  higher  temperatures.  The 
results  imply  that  at  the  higher  temperatures  con- 

7.  Lewis,  T. : Observations  upon  Reactions  of  Ves- 
sels of  Human  Skin  to  Cold.  Heart.  15:177-208.  May, 
1930. 

8.  Landis,  E.  M.  and  Gibbon,  J.  H.,  Jr.,  The  Effects 
of  Temperature  and  of  Tissue  Pressure  on  the  Move- 
ment of  Fluid  through  the  Human  Capilliary  Wall.  J. 
Clin.  Investigation,  12:105-138,  Jan.,  1933. 
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tinuous  formation  of  fluid,  associated  probably 
with  lymphatic  drainage,  can  occur  without  the 
necessity  of  any  great  rise  in  venous  pressure. 

Data  are  being  obtained  by  other  methods 
which  also  imply  that  the  normal  lymph  drainage 
in  a limb  is  much  greater  than  has  previously 
been  supposed.  Thus,  Hudack  and  McMaster® 
report  that  dye  injected  into  the  forearm  reaches 
the  axillary  lymphatics  within  ten  minutes.  If 
lymphatic  drainage  is  also  interfered  with,  fluid 
collects,  but  according  to  Drury  and  Jones^®  no 
sign  of  this  collection  is  shown  by  the  pitting  test 
until  the  accumulation  reaches  8 cc.  per  100  cc. 
of  tissue.  In  treatment  of  inflamed  conditions 
with  heat  or  cold,  heat  must  tend  to  increase  the 
rate  of  swelling,  development  of  edema  and  lym- 
phatic flow,  and  cold  should  decrease  them  which 
is  in  agreement  with  common  experience. 

In  addition  to  this  fluid  transfer,  dependent  on 
capillary  pressure,  an  edema  formation  of  an  in- 
flammatory character  is  caused  by  extremely  high 
or  low  temperatures.  If  the  temperature  of  the 
subcutaneous  area  is  raised  to  about  42**  C ( 107® 
F)  and  maintained  for  an  hour  or  more  at  this 
level,  slight  injury  is  caused.  The  capillaries  are 
probably  rendered  partially  permeable  to  pro- 
teins. At  any  rate  there  may  result  a slight 
superficial  edema  which  may  last  for  a day  or 
more.  The  temperature  applied  to  the  skin  sur- 
face which  causes  such  a result  varies  with  the 
rate  of  circulation  through  the  skin.  When  this 
is  rapid,  a bath  of  45®  C may  be  only  just  suffi- 
cient to  cause  the  necessary  rise  of  local  tempera- 
ture within  the  tissues,  owing  to  the  maintenance 
of  a lower  temperature  level  in  the  skin  by  the 
rapidly  flowing  blood.  In  another  subject  with 
slower  circulation  a bath,  the  temperature  of 
which  does  not  exceed  42®  to  43®  C,  may  cause  a 
slight  burn  of  this  type.  Edema  in  this  case  de- 
pends partly  on  injury  to  the  capillary  walls  which 
become  permeable  to  some  of  the  blood  proteins. 
General  application  of  heat  to  the  whole  body 
gives  much  more  complicated  effects  and  it  is 
hardly  possible  at  present  to  analyze  the  results 
satisfactorily,  nor  to  predict  the  exact  effect  on 
the  circulation. 

Exposure  to  moderate  cold  induces  vasocon- 
striction of  the  skin  vessels,  but  metabolism  may 

9.  Hudack,  S.,  and  McMaster,  P.  D.,  Normal  and 
Pathological  Permeability  of  Lymphatic  Capilliaries 
in  Human  Skin.  Proc.  9o,c.  Exper.  & Med.  29:944-945, 
May,  1923. 

10.  Drury,  A.  N.  and  Jones,  N.  W.,  Observations 
upon  rate  at  which  Edema  forms  when  Veins  of  Hu- 
man Limbs  are  Congested.  Heart,  14:55-70,  April,  1927. 


be  stimulated  and  the  vessels  supplying  the 
muscles  consequently  dilated.  The  circulation 
rate  (minute-volume)  is  in  some  subjects  at  any 
rate  unchanged.  In  other  subjects  it  may  per- 
haps be  increased  (particularly  if  the  cold  is  ex- 
treme), but  certainly  it  is  not  reduced  except  as 
a terminal  event  accompanying  a profound  faTl 
in  deep  body  temperature.  The  pulse  rate  is 
slightly  slowed,  probably  as  the  direct  effect  of 
slight  changes  in  body  temperature  on  the  heart 
itself.  The  balance  of  superficial  constriction 
and  deep  dilatation  is  usually  such  as  to  give  an 
increased  peripheral  resistance,  for  both  systolic 
and  diastolic  pressures  are  increased.  The  order 
of  magnitude  of  these  changes  may  be  seen  in 
Grollman’s  observations  on  the  effect  of  ex- 
posure of  a clothed  individual  to  a room  at  0®  C 
in  comparison  with  values  recorded  at  20®  C 
(68®  F).  The  pulse  rate  was  unchanged  or  very 
slightly  reduced  {Wz  per  cent),  the  circulation 
rate  remained  unchanged,  systolic  pressure  rose 
from  106  to  116  mm.  and  diastolic  pressure  from 
62  to  70  mm.  With  an  unchanged  output  the 
work  of  the  heart  was  probably,  therefore,  in- 
creased some  10  per  cent  through  the  increased 
resistance  and  consequent  rise  in  systolic  pressure. 

On  exposure  to  mild  warmth,  on  the  contrary, 
there  is  a general  dilatation  of  superficial  vessels, 
but  some  compensation  is  obtained  through  con- 
striction of  deeper  vessels.  The  circulation 
rate  is  increased  some  29  per  cent.  For 
instance,  Grollman  found  exposure  to  an 
air  temperature  of  42®  C (107®  F)  increased 
the  minute  volume  of  one  subject  from  4.2  liters 
per  minute  to  5.4  liters.  In  Grollman’s  subject 
this  was  accompanied  by  an  increase  in  pulse  rate 
from  58  beats  per  minute  to  one  of  76  (increase 
of  31  per  cent),  with  a fall  of  systolic  pressure 
from  106  to  100  mm.,  but  without  change  of  di- 
astolic pressure.  According  to  such  measurements 
the  work  of  the  heart  was  increased  even  more 
than  on  exposure  to  cold  (an  increase  possibly 
of  some  22  per  cent  or  more).  In  addition  the 
heart  had  to  beat  more  rapidly.  Though  more 
blood  was  circulated,  it  probably  passed  to  a 
considerable  extent  to  the  skin  and  left  the  deeper 
tissues  none  too  well  supplied. 

Any  exact  estimate  of  the  work  of  the  heart  is 
impossible,  since  it  depends  on  the  heart  output 
and  the  resistance  to  be  overcome  as  well  as  in 
the  velocity  given  to  the  blood.  These  latter  fac- 
tors vary  during  a single  systolic  contraction,  and 
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their  mean  value  can  at  best  only  be  estimated  ap- 
proximately. If  velocity  energy  be  neglected, 
and  if  the  assumption  be  made  that  the  mean 
resistance  to  outflow  is  that  of  systolic  pressure 
(assumptions  obviously  partially  untrue),  then 
an  approximate  estimate  of  the  work  of  the  heart 
in  Grollman’s  experiments  may  be  calculated. 
The  minimum  work  for  the  heart  in  his  experi- 
ments, thus  estimated,  is  found  with  an  external 
temperature  of  30®  C (86®  F),  when  humidity  is 
low.  Taking  this  value  as  the  standard,  the  value 
with  exposure  to  ordinary  room  conditions  (20® 
C-68®  F)  would  be  some  5 per  cent  higher,  to 
cold  air  (0®  C-32®  F)  15  per  cent  higher,  to  hot 
air  (42®  C-107®  F)  27  per  cent  higher  and  to  still 
higher  temperatures  (45®  C-113®  F)  35  per  cent 
higher. 

A mild  exposure  to  warmth  would,  therefore, 
appear  to  decrease  the  load  on  the  heart  to  a 
minimum,  while  any  change  in  either  direction 
would  raise  it.  A rise  of  temperature  above  the 
optimum  is  apt  to  be  more  serious  than  a fall. 
However,  any  exact  estimate  of  the  real  level  for 
minimum  work  for  the  heart  must  await  investi- 
gation with  more  accurate  methods  of  measuring 
blood  pressure.  It  should  be  noted  that  in  Groll- 
man’s experiments  the  minimum  metabolism  oc- 
curred at  the  ‘same  temperature  (30®  C-86®  P' 
with  low  humidity)  as  that  estimated  for  mini- 
mum work  for  the  heart.  This  temperature  for 
minimal  metabolism  varies  with  the  air  humidity. 
It  is  probably  one  which  gives  surface  tempera- 
tures on  the  exposed  skin  of  about  35®  C (95®  F) 
and  could  be  duplicated  by  warm  baths  at  35® 
to  36®  C (95  to  97®  F). 

Exposure  to  high  temperatures  is  desirable, 
even  in  some  cases  with  circulatory  disorders, 
since  it  may  prove  a useful  means  of  ridding  the 
body  of  fluid  through  sweating,  even  though  the 
work  of  the  heart  may  be  temporarily  increased. 
Heat  is  usually  applied  in  such  cases  by  radiant 
heat.  It  is  not  generally  recognized  that  sweat- 
ing continues  just  as  rapidly  in  a warm  bath  and 
that  baths  are  in  many  ways  preferable.  When  a 
bath  is  employed,  however,  care  must  be  taken  to 
prevent  too  rapid  a rise  of  body  temperature  and 
the  bath  should  not  be  much  above  the^body  tem- 
perature level.  The  temperature  of  the  patient 
should  not  be  allowed  to  rise  more  rapidly  than 
1®  to  2®  F per  hour,  unless  from  previous  experi- 
ence the  subject  is  known  to  stand  such  proced- 
ures well. 


The  effects  produced  by  a general  increase  of 
body  temperature  appear  to  be  similar,  whether 
hot  air,  hot  baths,  diathermy  or  the  condensor 
discharges  of  the  short-wave  radiotherm  are  used. 
Possibly  some  quantitative  differences  may  be 
observed  with  heating  by  high  voltage  diathermy 
machines  and  the  radiotherm  as  compared  with 
the  other  methods,  since  the  heating  is  in  these 
cases  probably  more  uniform  and  less  associated 
with  sensations  of  warmth  from  the  skin,  and 
consequent  reflex  changes.  In  fact,  Wiggers 
and  Orias^®  have  reported  that  the  blood  pressure  I 
changes  in  anesthetized  dogs  are  very  different, 
when  they  are  warmed  by  a radiotherm  instead  of  ' 

by  hot  baths.  In  the  latter  case  there  is  a marked  j 

fall  of  blood  pressure  not  seen  in  the  former.  il 

However,  some  other  factor  (e.  g.,  rate  of  rise  of  ^ 

body  temperature  or  depth  of  anesthesia)  may  j 

be  concerned,  for  clinicians  using  the  radiotherm 
in  man  have  reported  decreases  in  blood  pressure  | 
comparable  to  those  observed  with  other  means  of  ) 
heating.  | 

The  dangers  of  artificial  pyrexia  appear  to  lie  | 
in  three  directions:  (1)  Too  high  a brain  temper-  j 
ature.  According  to  the  method  and  point  of  ap- 
plication of  heat  the  brain  temperature  can  prol)- 
ably  rise  either  more  rapidly  or  more  slowly  than  , 
that  of  the  rectum  (2)  A marked  hypernea  re-  j 
action  with  lowered  carbon  dioxide  tension  and  I 
alkalosis.  According  to  Davies  and  Holmes^^  i 
this  may  itself  lead  to  circulatory  failure — though  ‘ 

an  increase  in  temperature  makes  the  blood  more 
acid.  The  respiratory  reaction,  that  occurs  when  ! 
the  whole  body  is  heated,  more  than  compensates  | 
for  it,  and  the  blood  is  rendered  more  alkaline. 

(3)  Desiccation  through  loss  of  fluid  in  sweat, 
and  circulatory  failure  through  insufficient  fdl-  ; 
ing  of  the  heart. 

The  first  of  these  may  be  combated  by  cooling  j 
the  head,  provided  that  a rise  in  brain  temper- 
ature is  not  a necessary  part  of  the  treatment. 

The  hair  makes  a good  insulation.  Local  cooling 
of  any  part  is  difficult  unless  the  veins  accom- 
panying the  arteries  are  full  of  cooled  blood.  ; 
Probably  a constant  stream  of  moderately  cold 
water  (say  about  70  degrees  F)  applied  to  the 
head  and  neck  and  as  far  as  possible  also  to  the 
scalp. 

The  second  danger  may  be  avoided  m most  sub- 
jects, if  the  rate  of  heating  is  kept  slow,  for  the  j 
hyperpnea  is  more  related  to  the  rate  of  rise  of 
body  temperature  than  to  the  actual  temperature 
reached.  But  if  it  occurs  and  seems  lo  be  a ser- 
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ious  factor,  the  administration  of  a gas  mi.xtiu'e 
containing  carbon  dioxide  (e.  g.,  the  mixture  of 
95  per  cent  oxygen  and  5 per  cent  carbon  dioxide 
used  in  anestheisia)  will  immensely  improve  the 
condition  and  comfort  of  the  subject. 

The  third  danger  may  be  avoided  by  forcing 
fluid  intake.  Since  the  loss  of  sweat  implies  the 
loss  of  an  approximately  0.2  per  cent  solution 
of  salt,  it  has  been  found  that  in  all  such  e.x- 
posures  to  heat  (including  the  working  of  sub- 
jects in  hot  mines  or  stoke-holds)  much  better 
results  are  obtained  if  the  subject  substitutes  for 
water  a 0.2  per  cent  solution  of  common  salt.  Cir- 
culatory failure  from  desiccation  can  usually  be 
readily  recognized.  It  is  associated  with  a restless- 
ness on  the  part  of  the  subject  entirely  compar- 
able to  that  seen  after  a large  hemorrhage,  and 
the  venous  pressure  is  low. 

In  all  conditions  of  extreme  pyrexia,  whether 
resulting  from  disease,  treatment  or  heat  stroke, 
the  condition  of  the  circulation  must  always  be 
borne  in  mind,  for  cooling  can  be  carried  through 
successfully  only  as  long  as  the  circulation  re- 
mains in  good  condition.  As  soon  as  the  circu- 
lation fails,  cooling  of  the  skin  is  possible,  but 
no  means  is  available  for  distributing  the  cooling 
effect  throughout  the  body.  For  the  same  reason 
cooling  of  a subject  suffering  from  hyperpyrexia 
is  probably  more  efficiently  obtained  by  immers- 
ing him  in  a bath  of  moderately  cool  water  (e.  g,, 
70  degrees  F or  even  higher)  than  by  the  local 
application  of  ice.  For  extremely  low  temper- 
atures, such  as  those  produced  by  ice,  will  cause 
a local  vasoconstriction  of  the  skin  vessels,  so 
that  local  cooling  is  effective,  but  distribution  of 
the  effect  throughout  the  body  may  be  interfered 
with. 

Dextrose  Ther-a.py  in  Disease,  of  the  Liver.  T.  L. 
-A.lthausen,  San  Francisco  {Journal  A.M.A.,  April  15, 
1933),  points  out  that  the  presence  of  a certain  amount 
of  glycogen  is  essential  for  the  proper  functioning  of 
the  liver.  In  diseases  of  the  liver,  insufficient  gluconeo- 
genesis  causes  “internal”  carbohydrate  starvation,  which 
results  in  a reduction  of  hepatic  glycogen,  probably 
largely  through  depletion  of  that  part  of  it  which  serves 
as  a storage  form  of  carbohydrate.  Both  in  experi- 
mental animals  with  hepatic  damage  and  in  patients 
with  diseases  of  the  liver,  it  is  possible  by  administra- 
tion of  suitable  amounts  of  dextrose  to  relieve  the  in- 
ternal shortage  of  carbohydrate  and,  as  a result  of  this, 
to  bring  about  glycogen  storage.  Oral  administration 
of  dextrose  is  the  method  of  choice  unless  contraindica- 
tions are  present.  Administration  of  dextrose  is  indi- 
cated when  one  desires:  (1)  to  reduce  the  working 
load  of  the  liver;  (2)  to  correst  metabolic  derange- 
ments due  to  hepatic  insufficiency;  (3)  to  aid  detoxi- 
cation, especially  if  the  toxins  are  of  unknown  origin 
and  cannot  be  otherwise  eliminated ; (4)  to  favor  rapid 
regeneration  of  hepatic  parenchyma,  and  (5)  to  shorten 
prolonged  coagulation  time  in  jaundice. 


ESSENTIAL  H YPERTEN  S ION  * 

Earl  D.  DuBois 

PORTLAND,  ORE. 

The  existence  of  increased  blood  pressure  has 
been  known  for  years,  in  association  with  cases 
of  nephritis  or  vascular  disease.  It  has  been 
only  during  the  last  few  years  that  we  have  pro- 
gressed in  our  knowledge  of  this  condition. 
Thirty-five  years  ago  Allbutt  published  a series 
of  papers  which  established  a basis  for  a clearer 
conception  of  essential  hypertension  and  brought 
order  into  a previously  confused  subject.  His 
original  description  reads : “Hyperpiesia  is  a 
malady  in  which  at  or  towards  middle  life, 
blood  pressure  rises  excessively ; a malady  hav- 
ing a course  of  its  own,  and  deserving  the  name 
of  a disease.  Of  hyperpiesia  I have  never 
offered  an  explanation  or  nothing  more  than  con- 
jecture. I have  been  content  to  distinguish  it  as  a 
clinical  series  from  recognized  forms  of  Bright’s 
disease.” 

Since  that  time  we  have  advanced  slowly  in  our 
understanding  of  the  hypertensive  problem,  but 
it  is  noticeable  that  the  clinical  pathologic  pic- 
ture of  nephritis  and  arteriosclerosis  is  still  con- 
fused in  the  minds  of  the  profession  in  general. 

CLASSIFICATION 

During  the  time  of  Bright,  nephritis  was  classi- 
fied according  to  the  pathologic  picture  but  as 
laboratory  methods  were  gradually  improved  we 
adopted  a clinical  grouping  based  upon  disturbed 
function.  As  this  proved  to  be  entirely  unsatis- 
factory, there  has  been  a recent  tendency  to  re- 
turn to  the  pathogenetic  classification  of  Volhard 
and  Fahr. 

A pathogenetic  classification  is  one  which  is 
based  on  the  nature  of  the  pathologic  processes 
occurring  in  the  diseases  under  consideration. 
This  classification  is  as  follows:  (a)  degenerative 
diseases,  nephroses;  (b)  inflammatory  diseases, 
nephritides ; (c)  arteriosclerotic  diseases,  sclerosis. 

PURPOSE  OF  REPORT 

The  purpose  of  this  report,  dealing  with  400 
cases  of  hypertension,  as  seen  at  the  Outpatient 
Clinic  of  University  of  Oregon  Medical  School 
during  the  past  two  years,  is  not  one  of  original 
research  or  addition  to  the  overburdened  press, 
but  one  of  stimulating  interest  in  a disease  which 
is  too  often  passed  over  lightly  as  another  case  of 
increased  blood  pressure.  This  group  of  cases  has 
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loosely  been  called  cardiovascular  renal  disease. 
The  use  of  such  an  inexact  term  points  to  loose 
thinking  on  this  subject  and  as  a consequence 
leads  to  poor  prognostic  ability  and  unsatisfactory 
treatment. 

It  is  not  our  wish  to  discuss  kidney  diseases  as 
a group,  but  only  to  consider  the  arteriosclerotic 
group  or  essential  hypertension,  referring  only 
briefly  to  the  nephritides  in  the  light  of  a differ- 
ential diagnosis.  We  know  very  little  of  the  cause 
of  essential  hypertension,  but  we  have  progressed 
far  in  our  knowledge  of  its  course  and  its  effect 
upon  various  organs  and  tissue. 

OCCURRENCE  OF  HYPERTENSION 

Hypertension  in  itself  is  no  more  than  a find- 
ing and  may  occur  in  many  conditions : essential 
hypertension,  diflfuse  glomerulonephritis,  urinary 
obstruction,  toxemia  of  pregnancy,  lead  poisoning, 
increased  intracranial  tension,  polycystic  kidneys, 
cortex  and  medullary  tumors  of  suprarenal  gland, 
certain  endocrine  disturbances,  periarteritis  no- 
dosa involving  the  renal  vessels.  In  coarctation  of 
aorta  there  may  be  hypertension  in  the  upper  ex- 
tremities with  normal  pressure  in  the  lower.  As 
there  are  so  many  conditions  that  hypertension 
may  be  associated  with,  it  is  essential  that  we 
have  a very  definite  picture  of  essential  hyper- 
tension. 

definition  of  terms 

Primary  or  essential  hypertension  is  not  a new 
disease.  In  the  past  it  has  been  classed  under  the 
diagnosis  of  chronic  nephritis,  chronic  myocardi- 
tis, arteriosclerosis  and  apoplexy.  Hypertension 
is  a symptom  rather  than  a disease,  and  essential 
or  primary  hypertension  includes  all  chronic  hy- 
pertension, which  neither  clinically  nor  anatomi- 
cally can  be  demonstrated  to  have  risen  from 
previous  inflammatory  disease  of  the  kidney  or 
urinary  obstruction. 

The  diagnosis  of  primary  hypertension  may  be 
made  clinically  when  (a)  there  is  a persistent 
systolic  blood  pressure  of  150  mm.  or  more  of 
mercury,  not  associated  with  any  disease  known 
to  cause  hypertension;  (b)  in  a person  suffering 
from  chronic  disease,  with  low  or  normal  pres- 
sure, if  there  is  a demonstrable  cardiac  hyper- 
trophy of  the  left  ventricular  type,  not  associated 
with  any  disease  known  to  cause  hypertrophy  of 
the  left  ventricle,  such  as  valvular  disease,  ad- 
herent pericardium,  syphilitic  aortitis,  chronic 
glomerular  nephritis  or  hyperthyroidism. 


ETIOEOGY 

Our  knowledge  of  the  etiology  of  essential  hy- 
pertension is  so  confusing  that  I only  wish  to 
take  up  a few  points  in  regard  to  this  phase.  The 
general  prevelance  of  essential  hypertension  is  of 
unusual  interest  and  brings  startling  figures  to 
light,  as  shown  in  table  1. 

Per  Cent 


Janeway  11.1 

Romberg’s  24.8 

Bell-Clawson  15.0 

Univ.  of  Oregon  15.1 


Table  1.  Presence  of  essential  hypertension. 

Of  the  total  number  of  patients  admitted 
through  the  medical  department,  15.1  per  cent 
evidenced  essential  hypertension. 

It  would  seem  that  essential  hypertension  is 
among  the  commonest  of  diseases  and  may  even 
be  increasing  in  frequency,  but  it  may  be  possible 
we  are  making  the  diagnosis  more  often  due  to 
our  improved  knowledge  in  this  field.  Essential 
is  far  more  frequent  than  nephritic  hypertension. 
In  our  series  the  ratio  was  12  to  1. 

Harris  and  others  state  that  essential  hyperten- 
sion is  rare  among  oriental  people  and 
negroes.  In  our  series  this  statement  is  not  well 
born  out.  It  may  be  that  the  oriental  living  under 
the  strain  of  our  civilization  will  develop  hyper- 
tension as  frequently  as  his  white  neighbor. 

Essential  hypertension  is  predominantly  a dis- 
ease of  the  declining  phase  of  life.  The  maximum 
incidence  appears  between  the  ages  of  50  and  70. 

Table  2 shows  hypertension  as  found  in  differ- 
ent periods  of  life.  In  recent  months  there  has 
been  a tendency  on  the  part  of  certain  workers  tc 
explain  the  etiology  of  essential  hypertension  on 
the  basis  of  an  unbalance  of  the  sympathetic  sys- 
tem. Some  have  gone  so  far  as  to  compare  Bur- 
ger’s disease  of  the  extremities  with  coronary  and 
cerebral  thrombosis.  As  this  opens  up  such  a 
large  field  of  thought,  we  must  wait  more  direct 


evidence. 

Bell-Clawson 

U.  of  0. 

Decade 

Per  cent 

Per  cent 

21-30 

1.2 

1.4 

31-40 

3.1 

1.9 

41-50 

7.5 

12.7 

51-60 

14.0 

25.4 

61-70 

14.9 

37.6 

71-80 

16.5 

19.2 

81-90 

19.6 

1.9 

Table  2.  Age  frekuency  of  essential  hypertension. 


Essential  hypertension  is  a common  disease  in 
both  sexes.  There  has  been  a vast  difference  of 
opinion  as  to  whether  it  is  more  common  among 
males  or  females.  Janeway  found  it  to  be  15.6 
per  cent  more  frequent  in  males.  Bell  and  Claw- 
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son  found  it  to  be  1.4  per  cent  more  common  in 
males.  In  our  series  it  is  3.2  per  cent  more  fre- 
quent in  males. 

'Phe  available  evidence  indicates  strongly  that 
hypertension  is  hereditary  and  familial,  but  more 
e.xtensive  studies  are  needed.  In  our  series  it  was 
difficult  to  evaluate  this  evidence,  but  there  were 
34  per  cent  with  a family  history  showing  in- 
cidence of  vascular  disease. 

There  are  many  other  factors  which  could  be 
discussed  in  their  relation  to  essential  hyperten- 
sion, as  sclerosis  of  the  arteries  of  the  medulla, 
emotional  and  sensory  disturbance,  endocrine 
dysfunction,  metabolic  factors,  overeating,  dis- 
eases of  the  kidney,  relationship  of  the  liver  and 
toxic  causes,  but  the  positive  findings  are  so  few 
that  it  is  better  to  avoid  speculation  which  only 
serves  to  confuse  us  further. 

There  has  been  a tendency  to  divide  hyperten- 
sion into  various  types.  The  most  common  are 
the  essential  and  malignant  types.  It  will  be 
shown  that  these  are  probably  one  and  the  same 
process  and  that  the  so-called  malignant  type  is 
just  a more  rapid  form  of  the  same  pathologic 
picture  which  occurs  in  essential  hypertension. 

MORBID  ANATOMY 

For  a complete  understanding  of  essential  hy- 
pertension, we  must  briefly  review  the  pathologic 
picture.  We  are  indebted  to  Bell  and  Clawson, 
Keith,  Fishburg,  Gull,  Sutton  and  others,  for 
their  contributions  to  this  subject.  In  our  discus- 
sion we  will  use  Bell  and  Clawson’s  description. 

We  have  already  pointed  out  that  essential  hy- 
pertension was  formerly  diagnosed  chronic  in- 
terstitial nephritis.  As  the  name  shows,  the  kid- 
neys were  regarded  as  the  original  seat  of  the 
pathology.  We  cannot  emphasize  too  emphatical- 
ly that  the  available  evidence  demonstrates  clearly 
that  renal  involvement  in  essential  hypertension 
is  secondary,  that  the  sequence  of  events  shows 
that  hypertension  leads  to  arteriosclerosis  of  the 
arterioles  of  the  body  and  that  the  renal  vessels 
are  probably  affected  to  a greater  degree. 

Besides  the  arteriosclerosis  in  the  kidneys,  prac- 
tically all  organs  in  the  body  are  involved  by  a 
similar  process,  but  often  to  a lesser  degree. 
Sufficient  studies  are  available  to  show  that  gen- 
eralized arteriosclerosis  does  not  occur  in  cases  of 
hypertension.  The  part  of  the  arterial  system  that 
is  organically  narrowed  is  relatively  small,  even 
in  the  most  extreme  cases,  so  that  a case  of  hyper- 
tension cannot  be  explained  on  the  purely  ana- 
tomic basis  or  organic  arterial  disease.  One  must 


believe  that  increased  tonicity  of  the  arterioles  is 
chiefly  responsible  for  the  increased  peripheral 
resistance. 

We  must  sharply  differentiate  between  the 
arteriosclerotic  and  the  so-called  arteriolosclerotic 
kidney.  In  the  arteriosclerotic  kidney,  the  renal 
lesions  are  the  result  of  arteriosclerosis  of  the 
large  renal  vessels.  There  is  an  elastic,  hyper- 
plastic, intimal  thickening  which  may  extend  as 
far  as  the  afferent  glomerular  arterioles  but  does 
not  involve  these  vessels.  It  is  interpreted  as  a 
senile  change  unless  of  severe  degree,  in  which 
case  it  indicates  hypertension.  These  lesions  are 
of  no  clinical  significance,  as  they  practically 
never  cause  renal  insufficiency. 

In  the  arteriolosclerotic  kidney  the  renal  lesion 
are  due  to  a deposit  of  hyaline  material  immedi- 
ately under  the  endothelium  and  this  increases  in 
amount  as  the  disease  advances.  The  process  is 
one  of  hyalinization  or  sclerosis  and  involves  the 
smaller  arterioles  of  the  afferent  and  efferent  ves- 
sels. Bell  and  Clawson  are  inclined  to  consider 
this  lesion  pathognomonic  of  essential  hyperten- 
sion. The  hyaline  is  deposited  unevenly,  the 
thicker  hyaline  deposits  corresponding  to  areas 
of  greater  thinning  of  the  media.  There  is  never 
a true  arteritis. 

For  a complete  understanding  of  the  pathologic 
picture  of  essential  hypertension,  we  must  con- 
sider the  so-called  malignant  hypertension.  It  is 
generally  known  that  the  great  majority  of  cases 
of  essential  hypertension  do  not  develop  renal  in- 
sufficiency, but  there  is  a group  comprising  about 
10  per  cent  who  die  in  uremia.  The  pathologic 
picture  is  similar  to  that  found  in  the  arterioscler- 
otic group  except  that  the  process  occurs  rapidly, 
with  a necrosis  of  the  arterioles  and  a rapid 
closure  of  their  lumina,  resulting  in  infraction  of 
the  glomerulus.  Difference  is  only  one  of  degree. 

Changes  in  the  glomeruli  are  of  three  types : 

(1)  simple  atrophy  from  reduced  blood  supply, 

(2)  rapid  hyalinization  of  glomerulus,  (3)  in- 
farction of  glomerulus. 

i Per  Cent 


1.  Cardiac  insufficiency  and  coronary  sclerosis  ..43.2 

2.  Cerebral  group  18.7 

3.  Renal  group  9 

4.  Miscellaneous  group  37.2 


Table  3.  Grouping-  of  cases  according  to  symptoms. 

I have  grouped  the  cardiac  insufficiency  cases 
with  the  coronary  sclerotic  cases,  as  it  was  not 
found  practical  to  separate  these  two  clinically  in 
this  discussion. 
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Coronary  sclerosis  is  more  common  and  more 
intense  in  hypertension  than  in  nonhypertensivc 
heart  disease.  It  is  not  surprising  to  find  a 
normal  or  low  blood  pressure  associated  with  ad- 
vanced coronary  disease,  since  the  decreasing 
blood  supply  prevents  the  myocardium  from  put- 
ting forth  the  extra  effort  required  to  maintain 
a high  arterial  pressure.  A fall  of  blood  pressure 
is  not  always  a favorable  sign  in  a case  of  hyper- 
tension, since  it  may  mean  advancing  coronary 
disease. 

Cerebral  symptoms  were  much  less  common 
findings.  It  seems  reasonable  to  believe  that  hy- 
pertension hastens  the  progress  of  arterial  dis- 
ease iii  the  brain,  and  actually  causes  rupture  or 
thrombosis  of  the  diseased  vessels.  Patients, 
whose  chief  complaints  were  of  renal  insuffi- 
ciency, displayed  clinical  signs  of  uremia,  de- 
creased renal  function,  unusually  high  blood  pres- 
sure, severe  retinal  lesion,  heavy  albuminuria  in 
absence  of  cardiac  decompensation.  Sudden 
violent  onset  in  a young  person  comprised  the 
smallest  group  of  our  cases.  However,  I believe 
that  a large  percentage  of  the  cases  of  essential 
hypertension  show  evidence  of  renal  insufficiency. 
In  188  cases,  in  which  kidney  function  was  com- 
pletely studied  by  the  use  of  the  dilution  and  con- 
centration tests,  IMosenthal  test,  phenolphthalein 
tests  and  blood  urea,  30  per  cent  showed  evidence 
of  renal  insufficiency. 

Again  I wish  to  call  attention  to  the  so-called 
malignant  hypertension.  Clinically  it  appears 
that  this  is  a later  phase  of  essential  hypertension, 
differing  from  the  primary  form  in  the  greater 
severity  of  its  symptoms  and  usually  ending  in 
uremia.  Morphologically  there  is  no  striking  diff- 
erence in  the  diseased  process  except  one  of  de- 
gree, and  it  is  now  generally  recognized  that 
malignant  hypertension  is  best  classified  as  es- 
sential hypertension  with  renal  failure. 

In  a large  majority  of  cases  with  essential  hy- 
pertension there  is  little  difficulty  in  the  diagnosis 
except  in  those  cases  showing  normal  or  low 
blood  pressure  which  phase  has  already  been  dis- 
cussed. 

Since  hypertension  is  merely  a clinical  finding, 
it  is  interesting  to  know  the  causes  of  death  in 
these  cases.  The  most  extensive  survey  of  this 
question  has  been  done  by  Bell  and  Clawson, 
whose  findings  appear  in  table  4.  These  statistics 
are  in  direct  contrast  to  the  cause  of  death  in 
chronic  glomerular  nephritis,  which  are  nearly 
always  renal  insufficiency  and  uremia. 


Per  Cent 


1.  Myocardial  insufficiency  50  I 

2.  Coronary  disease  18  1 

3.  Encephalic  group  22  i j 

4.  Renal  group  10  ' | 

5.  Miscellaneous  group  I i 


Table  4.  Causes  of  death  (Bell- Johnson).  Primary 
hypertension. 

In  passing  let  it  be  said  that  certain  forms  of 
arteriosclerosis,  as  coronary  disease  and  sclerosis 
of  small  arteries  of  the  brain,  are  clearly  related 
to  hypertension,  while  sclerosis  of  the  aorta  or 
peripheral  arteries  show  no  definite  relation  to 
hypertension. 

SYMPTOMS 

As  previously  shown  associated  with  essential 
hypertension,  there  is  a diffuse  disturbance  of  the 
arterial  side  of  the  vascular  system  which  pro- 
duces symptoms  of  varying  degrees  of  severity. 
The  disease  runs  a chronic  course,  extending  over 
years.  Certain  cases  have  marked  hypertension 
which  apparently  causes  no  symptoms  and  the  pa- 
tient dies  of  an  unrelated  disorder.  The  disease 
has  no  typical  symptom-complex.  The  large  ma- 
jority of  cases  show  a diffuse  symptomatology 
with  the  clinical  picture  depending  on  which  or- 
gans are  chiefly  affected  by  the  pathologic  pro- 
cess. 

We  may  divide  the  clinical  manifestations  of 
essential  hypertension  into  those  cases  of  myo- 
cardial insufficiency  and  coronary  sclerosis,  cere- 
bral sclerosis,  renal  failure,  those  cases  which 
have  no  symptoms  referable  to  their  increased 
blood  pressure.  There  may  be  a disturbance  of 
several  organs  simultaneously  with  a resulting 
combined  picture. 

In  our  work  with  the  clinic,  an  attempt  was 
made  to  chart  the  patient’s  chief  complaint  on  ad- 
mittance into  the  various  systems  to  which  their 
complaints  pointed.  Obviously  this  is  not  ac- 
curate, but  nevertheless  it  furnishes  an  interest- 
ing comparison.  Many  patients  presented  sym- 
toms  suggesting  involvement  in  two  or  three  sys- 
tems, but  only  the  chief  complaints  were  so 
grouped  (table  3). 

PROGNOSIS 

Any  discussion  of  prognosis  in  a disease  pro- 
cess of  unknown  etiology,  which  involves  so  many 
vital  functions,  is  beset  with  many  pitfalls.  It 
would  be  safer  to  assume  an  attitude  of  avoidance 
but  for  a practical  understanding  and  thoughtful 
study  we  wish  to  mention  a few  points  of  proven 
importance. 

There  are  many  favorable  factors  as  there  are 
unfavorable  points  and  a few  that  we  have  ob- 
served are : 
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1.  Favorable  features;  (a)  Age.  The  older 
the  age  at  which  increased  pressure  appears  the 
better  the  prognosis,  (b)  High  Iilood  pressure 
with  marked  changes  in  the  larger  peripheral  ves- 
sels, with  little  alteration  in  the  retinal  vessels 
and  aorta,  may  be  viewed  with  much  less  concern 
than  those  showing  marked  changes  in  the  smaller 
arteries.  This  is  particularly  true  of  those  cases 
showing  normal  or  only  slightly  elevated  diastolic 
pressure,  (c)  Cases  which  retain  their  capacity 
to  respond  to  exercise  carry  a better  prognosis 
than  those  which  have  lost  this  capacity. 

Normal  response  to  ef¥ort  causing  dyspnea. 
There  is  a moderate  rise  in  systolic  and  a slight 
fall  in  diastolic  pressure.  This  results  in  a rise  in 
pulse  pressure  which  expresses  the  increased 
stroke  volume  output  of  the  ventricle  and  a peri- 
pheral relaxation  in  response  to  the  call  for  in- 
creased supply  of  blood  to  meet  the  demands  of 
effect.  The  return  to  the  previous  or  lower  level 
is  prompt. 

2.  Unfavorable  features  are  age,  serious  prog- 
nosis in  young  people;  family  history  of  vascular 
disease ; relatively  high  diastolic  pressure ; evi- 
dence of  degeneration  in  different  systems,  as  the 
heart,  kidneys,  brain  and  digestive  system,  (dia- 
betes) ; failure  to  give  normal  response  to  ex- 
ercise ; low  systolic  pressure. 

DIAGNOSIS 

In  the  great  majority  of  cases  of  hypertension 
the  diagnosis  is  obvious.  I will  briefly  mention  the 
four  most  common  types  of  cases  where  trouble 
in  diagnosis  is  occasionally  met  with. 

1.  Women  at  menopause.  Blood  pressure  here 
frequently  fluctuates  from  a normal  level  to  rela- 
tively high  readings.  Occasionally  these  blood 
pressures  return  and  remain  at  a normal  level. 
More  often  such  transitory  elevations  indicate 
incipient  form  of  essential  hypertension. 

2.  Young  persons.  In  relatively  young  people 
with  arterial  hypertension  it  may  be  difficult  or  at 
times  impossible  to  decide  whether  this  is  due  to 
chronic  glomerular  nephritis  or  to  essential  hy- 
pertension. The  most  careful  study  is  here  es- 
sential. 

3.  Cases  with  normal  blood  pressure.  Definite 
findings  of  cardiac  enlargement  or  electrocardia- 
graph  evidence  are  helpful.  Sometimes  a rise  in 
blood  pressure  as  the  heart  improves  may  reveal 
the  essential  hypertension. 

4.  Patients  with  arterial  hypertension  and 
urinary  obstruction  resulting  from  prostate  en- 
largement. 


Following  the  course  of  the  case  will  solve  this 
problem.  With  free  urinary  drainage  the  blood 
pressure  drops  in  obstructive  cases. 

To  many  of  us  the  differential  diagnosis  be- 
tween essential  hypertension  and  chronic  glomeru- 
lar nephritis  presents  a difficult  problem.  It  is 
true  that  in  a few  cases  the  differential  diagnosis 
will  be  impossible,  but  if  we  will  remember  the 
cardinal  features  of  each  disease,  the  diagnosis 
should  be  comparatively  easy.  The  most  helpful 
and  concise  chart  is  the  one  shown  in  “Laboratory 
Diagnosis  of  Osgood  and  Haskins.” 


Chronic 

Essential 

glomerular 

hypertension 

Course 

nephritis 

Chronic 

Chronic 

Age  (average) 

Under  50 

40-65 

B.  P. 

2-4+ 

2-4+ 

Renal  edema 

1+  or  absent 

Absent 

Retinitis 

Urine 

1-4+ 

0-4+ 

\Ylume 

Increased 

Increased 

S.  G. 

Low  and  fixed 

Low  may 
be  fixed 

Alb. 

1-3+ 

1+  or  - 

Casts 

1-2+ 

1-j-  or  - 

R.  B.  C. 

1-3+ 

Absent 
Normal  or 

P.  S.  P. 
Blood 

Decreased 

decreased 

Nitrogen  retention 

1-4+ 

None  to  4+ 

Anemia 

2-4+ 

Absent  or  slight 

Uremia 

Most  cases 

8%  of  cases 

Table  5.  Differential  Diagnosis  of  Bright’s  disease 

(Laboratory  Diagnosis,  Osgood  and  Haskins.) 

TREATMENT 

The  question  of  treatment  of  hypertension  cov- 
ers a very  large  field,  including,  as  it  must,  many 
associated  or  terminal  conditions.  Treatment  on 
the  whole  is  unsatisfactory.  The  evidence  is  un- 
questionable that  a specific  therapy  for  essential 
hypertension  is  not  yet  available.  The  continual 
appearance  of  articles  reporting  successful  treat- 
ment means  that  many  of  these  favorable  reports 
arise  from  investigative  mistakes  and  serve  only 
to  confuse  the  entire  subject.  The  part  played  by 
suggestion  as  well  as  the  spontaneous  fluctuations 
in  the  blood  pressure  make  it  extremely  difficult 
to  evaluate  any  specific  effects  of  treatment. 

One  point  I especially  wish  to  bring  out  is  that 
many  patients  with  essential  hypertension  need 
no  treatment  and  are  much  better  off  without  it. 

Innumerable  measures  are  available  in  the 
treatment  of  essential  hypertension,  as  diet,  men- 
tal and  physical  rest,  drugs,  organotherapy,  phy- 
sical therapy,  venesection.  But  this  is  an  in- 
dividual problem  and  each  one  has  one  method 
of  treating  these  patients,  all  of  which  meet  with 
more  or  less  good  results. 
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PROGRESS  OF  PATIENTS  WITH 
HYPERTENSION* 

G.  W.  Mileett,  A.B.,  M.D. 

PORTLAND,  ORE. 

Not  only  doctors,  but  the  laity  as  well,  have  had 
an  increasing  interest  in  high  blood  pressure  dur- 
ing the  last  few  years.  Insurance  companies 
have  realized  the  risk  where  there  was  only  a 
moderate  degree  of  hypertension  and  have  re- 
fused these  people  insurance  at  standard  rates. 
According  to  Fisher^,  in  an  investigation  of  4,165 
risks  rejected  for  high  blood  pressure,  the  mortal- 
ity increased  in  direct  proportion  to  the  degree  of 
elevation  of  systolic  blood  pressure.  Education, 
and  often-times  vivid  impressions  of  the  un- 
fortunate individual  with  a stroke  of  apoplexy, 
have  instilled  into  the  minds  of  the  public  a desire 
to  guard  against  this  apparently  increasing 
malady.  It  is  estimated  by  Fahr^  that  140,000 
deaths  in  the  United  States  each  year,  or  a little 
over  10  per  cent  of  the  total,  are  from  conse- 
quences of  high  blood  pressure. 

SOURCE  OE  study 

In  this  discussion  360  cases  seen  in  private 
practice  between  July  1922  and  July  1932  have 
been  studied.  Of  these  cases  83,  or  23  per  cent, 
have  died.  Of  the  remaining  277  cases  only  34, 
or  12.3  per  cent,  have  not  been  heard  from  and 
no  information  could  be  obtained  from  them 
through  follow-up  letters  or  telephone  calls.  The 
cases  have  been  studied  with  four  main  factors 
in  mind:  (1)  causes  and  clinical  manifestations 
of  hypertension,  (2)  relation  of  duration  of  pres- 
sure to  capacity  for  work,  (3)  complications  de- 
veloping causing  disability,  (4)  causes  of  death. 
In  this  study  only  cases  that  had  160  systolic 
blood  pressure  or  higher  were  selected.  Eighty 
per  cent  of  the  patients  had  a blood  pressure  of 
180  or  over  at  some  time  during  observation. 

CAUSES  AND  CLINICAL  MANIFESTATIONS  OE 

hypertension 

Hypertension  per  se  is  not  a disease  but  a mani- 
festation of  some  pathologic  process  going  on 
within  the  body.  There  develops  a vicious  circle 
which  sooner  or  later  involves  the  heart,  arteries 
and  kidneys.  The  factor  of  etiologic  background 
accounting  for  the  hypertension  is  most  signi- 
ficant (chart  1). 

•Read  before  the  Fifty-eighth  Annual  Meeting  of 
Oregon  State  Medical  Society,  Klamath  Falls,  Ore., 
Sept.  22-24,  1932. 

1.  Fisher,  G.  W.;  Risks  Rejected  for  High  Blood 
Pressure,  only  years  1907  to  1920.  Proc.  Assoc.  Life 
Ins.  Med.  Directors  of  Am.,  9:63,  1922. 

2.  Fahr,  G.;  Hypertension  Heart.  Am.  J.  M.  Sc.,  175: 
453-472,  April,  1928. 


Some  cases  have  more  than  one  cause  for  hy- 
pertension. In  this  series  of  cases  the  most  com- 
mon causes  were  foci  of  infection  in  27.2  per 
cent,  arteriosclerosis  in  18.1  per  cent  and  renal 
disease  in  16.9  per  cent.  In  a series  of  300  cases 
Nuzum  and  Elliott^  found  the  total  incidence  of 
focal  infection  to  be  63.4  per  cent.  However, 
they  did  not  feel  that  the  focus  of  infection  was 
the  deciding  factor  in  the  development  of  hyper- 
tention  in  all  the  cases  where  it  was  present. 
Many  cases  of  blood  pressure  elevation  occur 
without  known  cause  and  are  considered  as  cases 
of  essential  hypertension.  Diabetes,  obesity  and 
overeating  were  responsible  for  many  cases,  also 
obstructing  prostate  caused  hypertension  in  a 
large  number.  More  rarely  the  cause  was  found 
to  be  due  to  such  diseases  as  syphilis,  arthritis, 
asthma  and  disturbances  of  the  internal  secre- 
tions. Undoubtedly  some  cases  occur  as  a result 
of  certain  nervous  disturbances.  Practically  the 
same  causes  were  found  and  in  the  same  per- 
centage in  the  deceased  cases  as  in  those  still  liv- 
ing (charts  2 and  3). 

Some  cases  have  more  than  one  cause  for  hy- 
pertension. It  will  be  noted  that  incidence  of  foci 
of  infection  is  lower  in  the  deceased  cases  while 
the  incidence  of  other  causes  is  higher,  except 
renal  disease  and  arteriosclerosis  which  are  about 
the  same  as  in  the  living  cases.  This  is  due  to 
postmortem  findings  in  some  of  these,  attributing 
the  cause  to  the  pathology  present  and  without 
sufficient  search  for  or  emphasis  laid  on  foci  of 
infection. 

Essential  hypertension  occurred  in  13.3  per 
cent  of  all  my  cases,  and  is  estimated  to  occur  in 
1.6  per  cent  of  the  population  of  the  United 
States,  Canada  and  Continental  Europe.  The  dis- 
ease is  rare  in  China,  India,  Mexico  and  most 
other  lands.  Some  claim  that  the  cause  of  es- 
sential hypertension  is  “the  strenuous  life  we 
lead” ; others  that  it  is  hereditary ; however,  little 
is  known  about  its  true  etiology.  The  course  of 
essential  hypertension  is  more  prolonged  because 
death  is  usually  a result  of  the  complications 
which  develop  after  the  onset. 

Weitz  and  Sieben’s^  statistics  show  that  the 
prognosis  in  properly  treated  essential  hyperten- 
sion is  frequently  favorable.  In  many  of  their 
cases  the  high  pressure  has  returned  to  normal 

3.  Nuzum,  F.  R.,  and  Elliot,  A.  H..  Analysis  of  600 
Instances  of  Arterial  Hypertension.  Am.  J.  M.  Sc.,  181: 
630-638,  May,  1931. 

4.  VVeitz,  W.  and  Sieben,  A.;  Beitrag  zur  Prognose 
der  essentiellen  Hypertension.  Muenchen.  Wchnschr. 
73:  2197-2199,  Dec.,  24,  1926. 


May,  1933 


hypertension — mileett 


185 


Total 

Per 

Under 

40  to 

50  to 

60  to 

70  to 

Causes 

Cases 

Cent 

40 

50 

60 

70 

80 

Foci  of  infection  

98 

27.2 

5 

18 

39 

27 

9 

.Arteriosclerosis  

65 

18.1 

5 

3 

14 

30 

14 

Renal  disease  

60 

16.9 

6 

8 

12 

27 

7 

Essential  hypertension  

48 

13.3 

2 

5 

10 

19 

9 

Obesity  and  overeating  

28 

7.7 

2 

5 

12 

9 

0 

Diabetes  

16 

4.4 

1 

0 

4 

10 

1 

Obstructing  prostate  

14 

3.9 

0 

1 

0 

6 

7 

Goiter  

14 

3.9 

2 

1 

7 

4 

0 

Other  causes  

36 

10.0 

1 

9 

9 

11 

4 

Chart  1.  Causes  of  hypertension 

in  360 

cases  accord  ing  to 

age. 

T otal 

Per 

Under 

40  to 

50  to 

60  to 

70  to 

Cases 

Cent 

40 

50 

60 

70 

80 

Foci  of  infection  

86 

31,0 

5 

18 

35 

19 

9 

.Arteriosclerosis  

51 

18.4 

0 

3 

13 

23 

11 

Renal  disease  

46 

16.6 

4 

8 

10 
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even  without  treatment,  and  they  have  found  that 
with  proper  care  their  patients  may  be  capable  of 
work  for  a long  time.  Mueller®  observed  that  in 
many  cases  of  essential  hypertension  the  blood 
pressure  drops  to  normal  during  sleep,  which  is 
one  of  the  factors  lessening  the  affects  of  hyper- 
tension. Backer®  asserts  that  essential  hyper- 
tension is  a mere  symptom  and  that  it  is  to  be 
viewed  solely  as  a manifestation  of  a certain  ab- 
normal t}’pe  of  constitution. 

The  clinical  picture  varies  somewhat,  depend- 
ing upon  the  type  of  hypertension,  i.  e.,  whether 
malignant,  benign,  essential  and  whether  amen- 
able to  treatment.  In  those  cases  of  malignant 
hj'pertension  most  of  the  patients  have  severe 
headaches,  loss  of  weight,  persistent  hypertension, 
functional  failure  of  one  or  more  important  or- 
gans and  with  associated  retinal  changes.  Their 
course  is  progressively  down  hill.  Davis'^  shows 
that  the  symptoms  of  essential  hypertension  go 
hand  in  hand  with  those  of  psychoneurosis ; e.  g., 
nervousness,  headache,  pain,  dizziness,  insomnia, 
fatigue  and  vasomotor  disturbances  are  the  most 

5.  Mueller,  C. ; Die  Messungr  des  Bludtdrucks  am 
Schlafenden  als  Klinische  Methode.  Acta  Med.  Scan- 
dinav.  55:381,  Aug.,  1921. 

6.  Backer.  M. ; Essential  Hypertension.  Am.  J.  M. 
3c.  181:648-654,  May.  1931. 

7.  Davis,  D.:  The  Nature  of  Symptoms  In  Essential 
Hypertension.  Am.  J.  M.  Sc.  191:850-857,  June,  1931, 


important.  The  benign  cases  may  only  manifest 
such  symptoms  as  slight  headaches,  dizziness, 
tinitus,  tiring  more  easily  than  normal,  often  in- 
ability to  sleep,  and  in  some  cases  symptoms  may 
he  referred  to  some  particular  organ  or  system  as 
central  nervous  system,  renal  system  or  systems 
of  special  sense. 

Murphy  and  Grill®,  in  a study  of  629  patients, 
concluded  that  malignant  hypertension  differs 
from  benign  in  degree  only,  in  the  former  there 
being  pronounced  clinical  symptoms  with  exten- 
sive and  destructive  lesions  in  the  small  arteries 
and  arterioles,  as  contrasted  with  the  benign 
forms  of  the  disease.  According  to  Kernohan, 
Anderson  and  Keith®  distinction  between  benign 
and  malignant  cannot  be  made  in  a histologic 
study  of  fresh  tissues.  Their  study  indicates  that 
there  is  with  hypertension  a diffuse  disturbance 
of  the  arterial  vascular  system.  Any  cause  that 
will  produce  diffuse  vascular  disturbance  and  be- 
nign hypertension  will  also  produce  malignant 
hypertension.  There  may  be  a gradual  transmis- 
sion from  the  benign  to  malignant  hypertension  or 
the  change  may  he  very  abrupt,  or  the  benign 

8.  Murphy,  F.  D.  and  Grill,  J.:  So-called  Malignant 
Hypertension.  Arch.  Int.  Med.  46:76-104,  July,  1930. 

9.  Kernohan,  J.  \V.,  Anderson.  E.  W.  and  Keith,  N. 
M. : Arterioles  in  Cases  of  Hypertension.  Arch.  Int. 
Med.  44:395-423,  Sept.  1929. 
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cases  may  go  on  with  different  degrees  of  disa- 
bility for  months  and  in  some  cases  years. 

It  is  evident  from  clinical  observations  of 
Gnist^®  that  the  retinal  veins,  due  to  their  thin 
walls,  show  evidence  of  hypertension  earlier  than 
the  retinal  arteries.  In  primary  hypertension 
sclerosis  becomes  evident  in  the  veins  and  they 
will  be  found  enlarged  and  tortuous  at  the  en- 
trance of  the  arterial  capillary  into  the  venous 
system.  This  dilatation,  evidenced  by  corkscrew 
tortuosity,  will  be  found  especially  in  the  macular 
region.  In  toxogenic  hypertension  the  walls  of 
both  the  arteries  and  veins  are  thickened  and  ap- 
pear as  white  strips  accompanying  both  types  of 
vessels  in  the  retina.  According  to  Wagener^^ 
and  Fishberg  and  Oppenheimer^^  presence 

of  arteriosclerosis  and  some  degree  of  retinitis  is 
practically  always  evident  when  studied  with  the 
ophthalmoscope  in  hypertensive  disease.  More 
advanced  cases  may  present  such  changes  as 
retinal  hemorrhage,  thrombosis,  diffuse  edema, 
punctate  exudates  and  choked  disc.  It  can  be  as- 
sumed from  the  studies  of  Keith,  Wagener  and 
Kernohan^^  that  the  same  process  going  on  in 
the  retina  is  also  present  in  the  arterioles 
throughout  the  body. 

RELATION  OF  DURATION  OF  PRESSURE  TO 
CAPACITY  FOR  WORK 

In  this  study  careful  note  was  made  as  to  the 
degree  of  disability  and  length  of  time  after 
symptoms  were  manifested  that  the  disability  be- 
gan (chart  4). 

It  will  be  noted  that  17  per  cent  were  totally 
disabled  and  that  only  13.7  per  cent  were  able  to 
do  their  regular  work.  In  addition  to  this,  about 
half  of  these  cases  developed  their  disability  in 
the  first  five  years  following  the  onset  of  their 
hypertension.  These  results  are  somewhat  diff- 
erent than  those  of  Bowers^ ^ who  reported  60 
per  cent  doing  their  usual  work  and  only  19  per 
cent  unable  to  work  after  two  and  three-fourths 
years.  In  a careful  search  of  the  literature  very 
little  can  be  found  regarding  the  capacity  for 
work  in  hypertension.  This  is  partially  due  to 
the  fact  that  in  the  management  of  many  cases 

10.  Guist.  G. : Augenhint&rgraundbefunde  bei  Hy- 
pertension und  Hypertonie.  Med.  Klin.  27:195-197,  Feb. 
6,  1931. 

11.  Wagener,  H.  P.:  Retinal  Vascular  Changes  in  Hy- 
pertension. Ann.  Int.  Med.  4:222-226,  Sept.,  1930. 

12.  Fishberg,  A.  M.  and  Oppenheimer,  B.  S.:  Differ- 
entiation and  Significance  of  Certain  Ophthalmoscopic 
Pictures  in  Hypertensive  Disease.  Arch.  Int.  Med.,  46: 
901-920.  Dec.,  1930. 

13.  Keith,  N.  M.,  Wagener,  H.  P.,  and  Kernohan,  J. 
W. : The  Syndrome  of  Malignant  Hypertension.  Arch, 
Int.  Med.  41:141-188.  Feb.,  1928. 

14.  Bowers.  J.  M. : Arterial  Hypertension:  Analysis 
of  461  Cases.  Northwest  Med.  28:124-129,  March,  i929. 


limitation  of  work  is  one  of  the  most  commonly 
used  forms  of  treatment. 

In  studying  the  17  per  cent  who  were  unable  to 
do  any  work,  some  of  these  were  locomotive  en- 
gineers, four  were  airplane  pilots  and  some  were 
ship  captains  and  river  steamer  pilots.  When 
patients  have  high  blood  pressure,  with  or  with- 
out symptoms,  and  are  in  positions  where  other 
people’s  lives  are  dependent  upon  them,  such  pa- 
tients must  be  retired  with  total  disability. 
Rickey’^^  has  found  that  in  industrial  employ- 
ment so  many  cases  require  such  a complete  re- 
organization of  their  lives  that  through  this  pro- 
cess they  are  disabled  to  more  or  less  degree.  Af- 
ter a man  has  learned  a particular  trade  or  fit- 
ted himself  for  a particular  occupation,  and  then 
must  give  it  up  in  middle  life,  his  earning  capacity 
in  any  other  line  to  which  he  may  turn  is  prac- 
tically nil.  From  this  it  may  be  concluded  that 
hypertension,  if  possible,  should  be  discovered 
early  and  all  the  common  causes  for  it 
should  be  eliminated.  In  a study  of  charts  1,  2, 
and  3 it  will  be  noted  that  the  majority  of  cases 
occur  between  the  ages  of  50  and  70  years.  We 
should,  therefore,  be  on  the  lookout  for  hyper- 
tension in  the  forties  or  earlier. 


COMPLICATIONS  C.AUSING  DISABILITY 

In  observing  complications  causing  the  disabil- 
ity it  will  be  noted  that  myocardial  insufficiency 
caused  it  in  the  greatest  number  of  cases  (charts 
5 and  6). 

According  to  Fahr,  once  myocardial  insuffi- 
ciency has  occurred  the  duration  of  life  is  usually 
one  to  two  years,  although  some  live  four  or  five 
years.  Paullin^®  et  al,  in  a review  of  500  cases  of 
hypertension,  found  the  outstanding  complication 
to  be  cardiac  in  137,  and  complications  referable 
to  the  central  nervous  system  in  121  cases. 

The  disabling  effects  of  high  blood  pressure 
may  come  to  the  left  ventricle  of  the  heart  as  a 
result  of  its  pumping  against  an  increased  blood 
pressure,  and  the  peripheral  resistance  must  un- 
dergo hypertrophy  to  withstand  this  pressure ; 
hence  cardiovascular  disease  develops.  The  strain 
of  hypertension  on  the  cerebral  vessels  causes 
weakness  with  dilatation;  small  aneurysmal  for- 
mations occur  and  finally  rupture,  or  through 
sclerosing  of  the  vessels  cerebral  anemia  and  its 


15.  Ritchey,  J.  G.;  Hypertension  In  Relation  to  In-  * 
dustrial  Employment.  J.  Indiana  M.  A.  23:113,117, 
March,  1930. 

16.  Paullin,  J.  E.,  Bbwcock,  H.  M.  and  Wood,  R.  H.: 
Complications  of  Hypertension.  Am.  Heart  J.  2:613-617, 
Aug.,  1927. 
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accompanying  mental  symptoms.  Continued  pres- 
sure may  cause  sclerosis  in  the  coronary  arteries 
and  the  anginal  syndrome  develops.  The  same 
process  may  take  place  in  the  kidneys,  causing 
renal  insufficiency  and  its  accompanying  symp- 
toms. 

CAUSES  OF  DEATH 

Myocardial  insufficiency  leads  the  list  in  the 
causes  of  death.  A few  years  ago  it  was  believed 
that  practically  all  cases  of  high  blood  pressure 
ended  in  cerebral  hemorrhage.  In  this  series  13.2 
per  cent  died  of  cerebral  hemorrhage,  while  30.1 
per  cent  died  of  mvocardial  hemorrhage  (chart 

7). 

In  1928  Fahr  estimated  that  70,000  people  died 
in  the  United  States  from  myocardial  insuffici- 
ency resulting  from  hypertension.  When  patients 
past  thirty  years  of  age,  with  enlarged  heart  and 
regular  rhythm  or  gallop  rhythm,  and  without  a 
systolic  apex  murmur,  show  evidence  of  heart 


Chart  8.  Most  important  causes  and  progress  of 
hypertension. 


failure,  the  cause  is  due  to  hypertension,  accord- 
ing to  McMullen^^.  From  1,906  autopsies 
Cabot^^  concluded  that  77  per  cent  of  all  heart 
disease  without  valvular  lesions  is  due  to  hyper- 
tension, it  being  much  more  common  than  any 
other  cardiac  malady  (chart  8). 

In  a study  of  401  cases  of  hypertension  Black- 
ford et  aF®  found  the  average  duration  of  life 


17.  McMullen,  C.  J. ; Hypertensive  Heart  Disease.  M. 
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19.  Blackford,  J.  M.:  Bowers,  J.  M.  and  Baker,  J. 
W..  Follow-up  Study  of  Hypertension.  J.  A.  M.  A.  94: 
329-335,  Feb.  1.  1930. 
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after  first  observation  to  be  thirty-two  months 
for  males  and  forty-four  for  females.  Keith^® 
reports  a series  of  eighty-one  patients  with  malig- 
nant hypertension  having  an  average  length  of 
life  of  only  eight  months.  Stieglitz^^  assures 
that,  no  matter  what  the  stage  or  severity,  cases 
of  spasticity  and  hypertension  are  amenable  to 
therapy  but  represent  permanent  injury.  In  the 
results  of  therapy,  the  significant  factor  is  the 
stage  in  which  the  vascular  disease  is  encountered, 

i.  e.,  whether  only  slight,  moderate  or  extensive 
fibrotic  changes  have  already  taken  place  in  the 
vessel  walls.  In  an  average  of  my  83  deceased 
cases  the  length  of  life  after  definite  symptoms 
of  hypertension  began  was  3.2  years.  Some  of 
these  cases  thought  they  were  entirely  well  until 
they  had  a cerebral  hemorrhage  or  a myocardial 
or  anginal  attack,  and  then  died  shortly  after  this. 
Others  went  on  for  years  before  their  hyperten- 
sion proved  serious. 

As  to  the  duration  of  life  the  age  of  the  patient 
must  be  considered.  The  status  of  cardiac  and 
renal  reserve,  together  with  the  degree  of  arteri- 
osclerosis, are  of  most  importance.  The  poorest 
prognosis  is  in  cases  with  reduced  renal  function 
reserve.  The  patient  is  only  a human  being.  We 
must  also  consider  his  habits,  character  and  mode 
of  life.  We  must  look  at  him  as  a whole,  taking 
all  these  factors  into  consideration,  and  give  a 
guarded  prognosis. 

SUMMARY 

1.  Over  10  per  cent  of  the  total  deaths  in  the 
United  States  are  due  to  the  consequences  of  high 
blood  pressure. 

2.  Foci  of  infection  are  the  most  common 
causes.  They,  together  with  arteriosclerosis  and 
renal  disease,  are  responsible  for  more  than  60 
per  cent  of  the  cases  of  hypertension. 

3.  In  a series  of  277  cases  17  per  cent  were 
unable  to  do  any  work,  while  only  13.7  per  cent 
were  able  to  do  their  regular  work. 

4.  The  most  important  complication  causing 
disability  is  myocardial  insufficiency  and  arterio- 
sclerosis is  second. 

5.  Myocardial  insufficiency  and  coronary  dis- 
ease were  the  causes  of  death  in  over  50  per  cent 
of  my  cases. 

6.  The  average  length  of  life,  after  first 
symptoms  became  manifested,  was  3.2  years. 

20.  Keith,  N.  M. : Classification  of  Hypertension  and 
Clinical  Differentiation  lof  Malignant  Type.  Am.  Heart 
J.  2:597-608,  Aug.,  1927. 

21.  Steiglitz,  E.  J. : Arterial  Hypertension:  Evalua- 
tion of  Prognosis.  Arch.  Int.  Med.  46:227-235,  Aug., 
1930. 


SUBACUTE  BACTERIAL  ENDOCARDITIS 
three  cases  following  Extractions 
OF  teeth 

Philip  V.  von  Phul,  M.D. 

SEATTLE,  WAS  FI. 

The  reason  for  describing  these  cases  is  to  di- 
rect attention  to  a prophylactic  measure  that  may 
prevent  the  occurrence  of  subacute  bacterial  en- 
docarditis. The  disease  is  not  rare,  as  attested 
by  Horder^  who  found  one  in  two  hundred  cases 
admitted  to  the  medical  wards  of  a large  general 
hospital. 

It  is  much  more  common  than  is  the  acute 
variety  of  malignant  endocarditis  (White’).  In 
the  great  majority  of  instances  it  attacks  patients 
with  well  compensated  valvular  lesions  (Blum- 
er^).  In  a smaller  number  it  is  seen  in  congen- 
ital cardiacs,  being  found  in  19.6  per  cent  in  six 
hundred  and  fifty-six  cases  (Abbott^). 

Libman®,  who  first  gave  the  above  title  to  this 
disease,  states  that  in  over  95  per  cent  of  the 
cases  it  is  due  to  an  anhemolytic  streptococcus, 
the  streptococcus  mitis  or  viridans,  and  this  is 
found  in  tooth  sockets,  roots  of  teeth,  infected 
gums,  in  all  parts  of  the  throat,  etc.  Swift®  states 
this  nonhemolytic  streptococcus  is  the  normal  in- 
habitant of  the  mouth  and  frequently  is  found  in 
pure  culture  in  apical  dental  abscesses. 

Tileston"  has  lieen  struck  by  the  frequency  with 
which  peridental  abscesses  are  the  source  of  the 
trouble.  In  two  personal  cases  the  infection  fol- 
lowed immediately  on  the  extraction  of  abscessed 
teeth,  and  in  a third  alveolar  abscess,  necessitat- 
ing extraction  very  shortly  after  the  first  symp- 
toms. Blumer®  observed  a case  in  which  it  was 
possible  to  isolate  the  streptococcus  viridans  from 
a root  abscess  at  the  time  it  was  also  present  in 
the  blood. 

Abrahamson®  reported  three  cases,  in  which 
subacute  bacterial  endocarditis  supervened  upon 
the  removal  of  septic  foci,  teeth  (two  cases)  and 

1.  Horder,  T.:  Discussion  on  Clinical  Significance 
and  Course  of  Subacute  Bacterial  Endocarditis.  Brit. 
M.  . 2:301,  Aug.  28,  1920. 

2.  White,  P.  D.:  Heart  Disease,  p.  347.  The  Macmil- 
lan Co.,  New  York,  1931. 

3.  Blumer,  G. : Subacute  Bacterial  Endocarditis. 

Medicine,  2:105-170,  May,  1923. 

4.  Abbott,  M.  E.:  Congenital  Cardiac  Disease.  Os- 
ier’s Modern  Medicine.  4:  648,  1927. 

5.  Libman,  E.:  Streptococus  and  Influenzal  Endo- 
carditis. Med.  Clinics  N.  America,  2:117,  July,  1918. 

6.  Swift,  H.  P. : Endocarditis.  Nelson  Doose-Leaf 
Living  Medicine,  4:327,  November,  1931. 

7.  Tileston,  Wilder:  Septicemia,  Subacute  Septic 
Endocarditis.  Oxford  Medicine,  4:  part  II,  935,  1929. 

8.  Blumer,  G. : vide  supra. 

9.  Abrahamson,  L. : Subacute  Bacterial  Endocard- 
itis Following  Removal  of  Septic  Foci.  Brit.  M.  J.  2: 
8-9,  July  4,  1931. 
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tonsils  (one  case).  Bernstein^*^  reported  a case 
following  extraction  of  teeth.  Reuben^^  says  the 
most  common  cause  of  subacute  bacterial  endo- 
carditis is  focal  infection  from  teeth,  sinuses, 
tonsils,  bronchi  and  lungs. 

From  the  dental  side  of  the  picture  we  note, 
“in  an  examination  of  46  dental  pulps  Henrice 
and  HartzelF^  found  streptococcus  viridans  in 
28,  staphylococcus  alhus  in  8,  and  other  bacteria 
in  the  remaining  ten.”  They  conclude  that,  “in 
approximately  one-half  of  the  number  of  vital 
teeth  invaded  by  caries  or  surrounded  l)y  pyor- 
rhea, the  pulp  is  already  infected  by  streptococci.” 

Lucas^^,  in  a five-year  investigation,  made  364 
cultures  from  pulpless  teeth  and  found  strepto- 
coccus viridans  in  275,  staphylococcus  alhus  in 
124,  and  streptococcus  hemolyticus  in  57.  Culture 
media  were  inoculated  with  remnants  of  enamel 
organs  of  completely  unerupted  teeth  in  twenty- 
one  cases  and  all  found  infected,  in  nineteen  of 
the  twenty-one  with  streptococcus  viridans.  Cul- 
tures were  inoculated  from  one  hundred  and 
twenty  sockets  of  pulpless  teeth.  Cultures  from 
sockets  not  curetted  and  not  sterilized  at  extrac- 
tion w'ere  positive  in  98 ; cultures  from  sockets, 
curetted  and  sterlized  at  extraction,  6;  cultures 
from  sockets  with  vital  pulps,  2.  The  types  of 
microorganisms  found  were  streptococcus  viri- 
dans 85,  staphylococcus  alhus  37,  streptococcus 
hemolyticus  32.” 

When  streptococcus  viridans  has  gained  en- 
trance to  the  general  circulation  and  fastened  up- 
on a previously  damaged  endocardial  surface,  the 
prognosis  is  almost  hopeless.  The  most  favor- 
able is  given  by  Lihman^'*,  who  reported  less 
than  3 per  cent  or  four  complete  recoveries  in 
150  well  observed  cases.  He  further  states: 
“What  we  can  do  at  present  is  to  rid  all  patients 
with  valvular  disease  of  their  ascertainable  foci 
of  infection  (teeth,  tonsils  and  sinuses).  When 
one  takes  into  consideration  the  fact  that  this  dis- 
ease is  one  that  occurs  to  the  largest  extent  in 
young  adults  and  that  it  attacks  mainly  the  pa- 
tient with  cardiac  disease,  who  is  not  yet  suffer- 
ing from  cardiac  insufficiency,  the  question  of 
prevention  appears  the  more  pressing.” 

10.  Bernstein,  M.:  Subacute  Bacterial  Endocarditis 
Following’  Extraction  of  Teeth.  Repart  of  a Case.  Ann. 
Int.  Med.  5:1138-1144,  March,  1932. 

11.  Rueben,  M.  S. : Sabacute  Bacterial  Endocarditis; 
Libman’s  Disease.  Arch.  Pediat.,  45:65-83.  Feb..  1928. 

12.  Henrici,  A.  T.  and  Hartzell,  T.  B.:  The  Bfacterl- 
ology  of  Vital  Pulps.  .1.  Nat.  Dent.  Ass.  7:375-377,  1920. 

13.  Lucas,  C.  D.:  Periodical  Infection.  Dentai  Cos- 
mos. 71:555-564,  June,  1929. 

14.  Libman,  E.:  Discussion  on  Clinical  Signlfican.ee 
and  Course  of  Subacute  Bacterial  Endocarditis.  Brit. 
M.  J.  2:304,  Aug.  28.  1920. 


The  essential  features  of  three  cases  of  sub- 
acute bacterial  endocarditis  are  here  reported. 

Case  1.  Mrs.  T.  H.,  thirty  years  of  age,  a patient  of 
Dr.  Thomas  Morciim,  first  seen  March  17,  1928,  when 
a somewhat  enlarged  heart  was  noted  with  a marked 
systolic  murmur,  loudest  at  apex  and  transmitted  to  the 
axillary  region. 

The  following  April,  she  had  all  of  her  upper  teeth 
removed.  She  was  admitted  to  the  Swedish  Hospital, 
September  1,  where  she  was  delivered  of  an  eight 
months  child.  She  had  a temperature  at  that  time  of 
101.80  F,  and  a septic  temperature  curve  for  four  weeks, 
when  she  left  for  home.  No  blood  culture  was  made. 

She  died  in  January,  1929.  The  positive  autopsy 
findings  as  reported  by  Dr.  D.  H.  Nickson,  pathologist 
of  the  Swedish  Hospital,  in  brief  were : Petechial  hem- 
orrhages scattered  over  the  entire  body  surface,  varying 
in  size  from  a pin  point  to  3 mm.  in  diameter.  There 
was  a discoloration  of  the  left  leg,  beginning  at  the 
midportion  of  the  femur  on  the  inner  aspect,  extending 
downward  and  outward  until  it  included  the  entire  cir- 
cumference of  the  leg  at  the  level  of  the  lower  margin 
of  the  patella.  From  that  point  downward  the  leg  was 
gangrenous.  The  entire  spleen  had  practically  been 
destroyed  by  multiple  infarcts.  The  liver  was  twice  its 
normal  size,  firm  and  the  cut  surface  showed  an  early 
hypertrophic  cirrhosis.  There  were  multiple  infarcts 
of  both  kidneys. 

The  heart  was  twice  the  normal  size;  left  ventricular 
wall,  two  and  one-half  centimeters,  right,  three  fourths 
centimeters  thick.  The  right  side  of  the  heart  was 
found  negative.  On  the  left  side  there  were  many 
large  bacterial  vegetative  masses  adherent  to  the  mitral 
valve,  the  cusps  of  which  were  completely  destroyed. 
One  large  area  of  vegetation  was  attached  to  the  wall 
of  the  left  auricle.  One  cusp  of  the  aortic  valve  was 
practically  destroyed  and  many  vegetations  were  at- 
tached to  the  others. 

The  anatomic  diagnosis  was  subacute  bacterial  endo- 
carditis, with  multiple  infarcts  of  the  spleen  and  both 
kidneys;  infarcts  of  the  upper  lobe  of  the  right  lung, 
early  hyperplastic  cirrhosis  of  the  liver  and  gangrene 
of  the  left  leg,  due  to  thrombosis  of  the  left  femoral 
arter}'. 

Case  2,  seen  with  Dr.  A.  B.  Kidd,  a girl  of  19  who 
had  rheumatic  endocarditis  in  childhood.  She  had  taken 
a new  position  Januarj'  3,  1927.  She  felt  fine  and 
worked  three  days,  when  she  had  an  impacted  tooth 
removed  January  6.  The  dentist  worked  about  two 
hours  making  three  injections  of  local  anesthetic,  great- 
ly lacerating  the  gums  and  breaking  off  small  pieces  of 
the  jaw  bone. 

On  her  return  home  she  had  a chill  in  the  evening 
and  her  temperature  was  never  normal  thereafter, 
ranging  from  99^  to  105*^.  She  presented  the  typical 
picture  of  subacute  bacterial  endocarditis  with  several 
positive  blood  cultures  of  streptococcus  viridans  and 
most  abundant  petechiae.  She  died  August  9. 

Dr.  D.  H.  Nickson’s  autopsy  findings  are  in  brief  as 
follows:  The  heart  was  moderately  enlarged,  weighing 
■480  grams.  The  left  ventricular  wall  measured  2.5 
cm.,  the  right  .5  cm.  The  aortic  valve  was  practically 
normal.  Immediately  beneath  it  there  was  an  ulcer  1 
cm.  in  diameter,  in  the  interventricular  wall.  This  ulcer 
extended  through  the  wall  to  the  endocardium  of  the 
light  ventricle,  so  that  it  formed  a mass  filled  with 
clots  which  measured  2.5  cm.  in  diameter.  The  tricuspid 
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valve  was  almost  completely  destroyed  by  an  old  or- 
ganized inflammatory  mass.  The  other  valves  were 
practically  normal. 

The  liver  was  two  and  one-half  times  normal  size 
and  mottled  yellow  in  color;  the  edge  was  rounded 
and  thick,  and  its  substance  very  friable.  The  kidneys 
each  weighed  265  grams.  On  cut  section  the  kidney 
substance  was  yellowish,  soft  and  friable.  There  were 
multiple  subcapsular  hemorrhages. 

.\natomic  diagnosis : Subacute  bacterial  endocarditis, 
due  to  streptococcus  viridans,  fatty  degeneration  of 
liver,  kidneys  and  heart. 

Case  3,  seen  with  Dr.  D.  C.  Hall  of  the  University 
of  Washington,  May  14,  1932.  He  was  a student,  21 
years  old.  On  March  20,  he  had  two  wisdom  teeth  re- 
moved under  local  anesthesia.  He  had  had  an  aortic 
regurgitant  murmur  of  rheumatic  origin  since  child- 
hood, but  never  suffered  from  symptoms  of  decom- 
pensation, even  on  marked  exertion. 

He  applied  at  the  University  Infirmary  iMay  3,  be- 
cause he  felt  tired  on  exertion,  was  somewhat  short  of 
breath  and  had  pains  in  the  abdomen.  His  temperature 
was  1020,  pulse  80,  respiration  18.  He  was  put  to  bed 
and  on  May  27  a blood  culture  made  by  bacteriologist. 
Dr.  G.  A.  Magnusson  showed  streptococcus  viridans, 
as  did  each  of  several  subsequent  blood  cultures  made 
by  other  bacteriologists. 

He  left  the  infirmary  for  his  home,  where  he  was 
under  the  care  of  Dr.  C.  W.  Knudson  who  administered 
three  50  cc.  doses  of  streptococcus  viridans  serum  in- 
travenously and  seven  intramuscularly.  He  also  gave 
three  blood  transfusions,  his  two  sons  being  the  donors 
on  two  occasions.  The  course  of  the  disease  was  not 
unusual  and  the  patient  died  December  24 

The  postmortem  findings  of  Dr.  C.  H.  Nickson,  were 
in  brief  as  follows : Hemorrhagic  petechiae  over  entire 
body  surface,  including  the  palms  of  the  hands  and 
soles  of  the  feet.  The  right  lung  contained  numerous 
small  infarcts.  The  heart  was  markedly  increased  in 
size,  left  ventricular  wall  measuring  2.5  cm.,  the  right 
.5  cm.  The  pulmonary  and  tricuspid  valves  were  normal. 
The  mitral  valve  was  almost  completely  destroyed  and 
large  vegetations  adherent  to  its  rim  (fig.  1).  The 
aortic  valve  leaflets  were  also  destroyed,  the  aortic  wall 
having  large  vegetative  masses  adherent  to  it  (fig.  2). 
On  the  interventricular  wall  was  another  large  mass 
of  vegetations.  The  coronary  arteries  were  normal,  as 
was  the  rest  of  the  aortic  wall. 

The  liver  weighed  3,500  grams  and  showed  marked 
passive  congestion.  The  spleen  w'eighed  450  grams  and 
showed  multiple  infarcts,  both  old  and  new.  Both  kid- 
neys also  showed  old  and  also  recent  infarcts.  Other 
organs  essentially  normal. 

The  anatomic  diagnosis  was  subacute  bacterial  en- 
docarditis, causative  organism  being  streptococcus  viri- 
dans. Multiple  infarction  of  spleen,  kidneys  and  right 
lung.  Chronic  passive  congestion  of  spleen,  liver  and 
lungs. 

That  such  experiences  are  by  no  means  uncom- 
mon, is  attested  by  HartzelP°  who  has  a list  of 
ten  deaths  due  to,  or  very  soon  following  the  ex- 
traction of  badly  diseased  teeth  under  like  circum- 
stances. 

15.  Hartzell,  T.  B.:  Personal  Communication,  Feb. 
5.  1929. 


Fig.  2.  Case  3.  Vegetations  on  aortic  valve  leaf- 
lets with  partial  destruction  of  same. 

Such  tragic  consequences  are  apparently  avoid- 
able, as  Lucas^®  states : “Exacerbations  and  also 
acute  endocardial  symptoms,  following  extrac- 
tion, curettage  and  sterilization  of  sockets  of 
pulpless  teeth  do  no  occur,  provided  the  operator 
follows  a definite,  complete  chain  of  surgical 
asepsis  in  his  cases.  At  least  that  is  my  experience 
in  over  a period  of  twenty-six  years  of  practice. 
This  technic  is  unnecessary  in  cases  of  simple 
extractions.” 

Rosenow^^,  commenting  on  the  method  of 
Lucas,  says  applying  95  per  cent  carbolic  fol- 
lowed immediately  with  alcohol  is  certainly  the 
best  method  he  knows  of  to  destroy  any  microbes 
that  might  be  left  behind,  following  extraction  of 
teeth. 

GabeE®,  of  the  Thomas  W.  Evans  Museum 
and  Dental  Institute,  School  of  Dentistry,  Uni- 

16.  Lucas.  C.  D.:  Personal  Communication,  Jan.  14. 
1929 

17.  Rosenow,  E.  C.:  Personal  Communication,  Jan. 
30,  1929. 

18.  Gabel,  A.  B. : Personal  Communication,  Jan.  li, 
1933. 
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versity  of  Pennsylvania,  states  that  between  five 
and  six  thousand  extractions  are  done  annually 
and  to  the  best  of  his  knowledge  not  a case  had 
been  lost  from  subacute  bacterial  endocarditis. 
He  gives  the  technic  employed  l)y  Prinz^®,  who 
])acks  each  socket  with  nugauze,  saturated  with 
pure  liquid  phenol,  followed  in  about  one  minute 
by  sponging  with  alcohol. 

If,  according  to  White^®,  there  is  no  specific 
for  this  disease,  either  by  drugs  or  by  serum, 
and  case  3 confirms  his  statement,  then  whatever 
can  be  done  to  prevent  a blood  stream  infection 
should  be  done.  Cases  of  subacute  bacterial  endo- 
carditis are  seen  in  which  dental  caries  or  root 
abscess  is  found  previous  to  extraction  of  any  of 
the  teeth.  Removal  of  teeth  in  such  cases  is  use- 
less. But  removal  of  abscessed  teeth  by  rigid 
and  approved  dental  surgical  technic,  in  any  case 
in  which  a previous  endocardial  involvement  has 
occurred,  may  be  a life  saving  measure. 

In  all  cases  of  contemplated  extraction,  espec- 
ially in  younger  persons,  inquiry  should  be  made 
by  the  dental  surgeon  as  to  whether  the  patient 
has  ever  been  examined  for  heart  trouble  and  any 
lesion  found.  It  is  also  the  duty  of  the  physician, 
who  knows  of  the  existence  of  previous  endo- 
cardial damage,  particularly  of  rheumatic  origin, 
to  inform  such  a patient  of  the  possible  danger  of 
extraction,  and  to  insist  upon  a rigid  surgical 
technic  in  such  cases.  A much  closer  cooperation 
in  all  heart  cases,  between  the  dental  and  medical 
profession,  is  most  earnestly  recommended. 


19.  Prinz,  Herman:  Disease  of  the  Soft  Structure 

of  the  Teeth  and  their  Treatment,  p.  291. 

20.  White.  P.  D.:  Heart  Disease,  p.  356.  The  Mac- 
millan Co.,  New  York,  1931. 


DIFFERENTIATION  OE  VARIOUS 
MONONUCLEAR  LEUCOCYTES  BY  THE 
SUPRAVITAL  TECHNIC* 

Charles  P.  Wilson,  M.D. 

PORTLAND,  ORE. 

Simpson^'2  and  Sabin*  focused  attention  in 
this  country  upon  the  procedure  by  which  smears 
of  living  cells  may  be  stained  by  certain  dyes 
without  destroying  the  cells,  and,  by  keeping  these 
preparations  at  body  temperature,  such  cells  may 
be  observed  and  studied  for  long  periods  during 
which  they  remain  alive  and  functionally  active. 
Used  at  first  for  research  in  histoanatomy,  there 
soon  arose  an  interest  in  clinical  observation 
which  has  so  grown  that  the  .past  ten  years  have 
seen  the  solution  of  many  previously  baffling 
problems  and  the  accurate  differentiation  of  many 
cells. 

The  actual  technic  and  equipment  necessary  for 
such  study  are  not  beyond  the  scope  of  any 
clinical  laboratory  and  can  be  found  in  the  de- 
tailed articles  on  the  subject  of  supravital  stain- 
ing. Two  stains  have  proven  to  be  valuable,  be- 
cause neither  of  them  is  toxic  to  cell  life  when 
used  in  suitable  dilution,  and  each  stains  a diff- 
erently functioning  part  of  the  cell.  These  stains 
are  neutral  red  and  Janus  green.  Neutral  red 
stains  granular  material  and  vacuoles  formed  dur- 
ing digestive  activity  or  degeneration,  while  Janus 
green  stains  mitochondria.  The  first  dye,  there- 
fore, differentiates  cells  according  to  their  stain- 
ing characteristics  and  functional  activity,  while 
the  other  gives  evidence  as  to  the  age  of  the  cell. 

Recognition  of  the  normally  occurring  cells  of 


Dissecting  Aneurysm  of  the  Aorta  : Report  of 
Case  Diagnosed  During  Life.  Frederick  Kellogg,  with 
a pathologic  study  by  Alfred  Henry  Heald,  San  Fran- 
cisco (Journal  A.M.A.,  April  IS,  1933),  made  a correct 
clinical  diagnosis  of  dissecting  aneurysm  of  the  aorta 
in  a case  on  the  day-  of  entry  to  the  hospital.  This 
diagnosis  was  made  because  of  (1)  the  sudden  onset 
of  pain,  which  was  progressively  spreading  in  char- 
acter; (2)  the  evidence  of  interference  with  the  arterial 
circulation  to  the  lower  part  of  the  body,  and  (3)  the 
supportive  family  history  of  vascular  disease  and  the 
past  history  of  hypertension.  Necropsy  revealed  a dis- 
secting aneurysm  in  the  medial  coat  of  the  entire 
length  of  the  aorta  and  the  left  common  iliac  artery, 
in  association  with  a generalized  arteriosclerosis  and  a 
hypertensive  type  of  left  ventricular  cardiac  hyper- 
trophy. The  dissection  of  the  media  was  faciliated  by 
an  extensive  obliterative  sclerosis  of  the  vasa  vasorum, 
yhich  led  to  its  profound  degeneration.  The  reduction 
in  number  of  elastic  lamellae  amounted  to  about  40  per 
cent,  when  directly  studied  in  comparison  with  the 
normal  aorta  of  a young  adult.  It  was  also  found  that 
the  degeneration  of  the  media  was  greater  than  that  in 
the  aortas  of  five  patients  wlio  died  from  other  diseases 
incident  on  arteriosclerosis. 


the  blood  is  as  easy  by  this  method  as  it  is  in  the 
use  of  Romanowski  stains  on  fixed  smears.  Cun- 
ningham and  Tompkins^  have  prepared  an  excel- 
lent paper  which  describes  all  criteria  necessary 
for  this  recognition  and  which  obviates  the  neces- 
sity of  going  back  to  the  embryologic  studies  of 
Simpson  and  Sabin,  except  for  the  sake  of  per- 
sonal satisfaction.  The  greatest  use  of  the 
method  is  not  in  the  recognition  of  normal  cells 
but  in  consideration  of  abnormal  conditions  which 


‘Read  before  the  Fifty-eighth  Annual  Meeting  of 
Oregon  State  Medical  Society,  Klamath  Falls,  Ore., 
“Sept.  22-24,  1932. 
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Date 

8-8-31 

9-10-31 

9-10-31 

12-11-31 

12-11-31 

2-2-32 

2-23-2 

Leucocytes 

7000 

5450 

5450 

5050 

5050 

9950 

9950 

Method 

^V  right 

Wright 

Wright 

Wright 

Wright 

Wright 

Wright 

P.  M.  N. 

75 

65 

70 

65 

63 

76 

67 

P.  M.  E. 

0 

05 

1.5 

1 

0 

2 

1 

P.  M.  B. 

1 

3.0 

0 

2 

2 

3 

2 

Metamyelocytes  (IMyelocytcs  “C”) 

0 

2.0 

2 

4 

6 

0 

2 

Myelocytes  (Myelocytes  “B”) 

0 

0.5 

0 

0 

0 

0 

0 

Promyelocytes  (Myelocytes  “A”) 

0 

0 

0 

0 

0 

0 

0 

Myeloblasts 

0 

0 

1 

1 

0 

0 

0 

Lymphocytes — small 

22 

23.5 

16 

15 

16 

14 

18 

Lymphocytes — large 

1 

3.5 

0 

11 

0 

0 

0 

Monocytes 

1 

2.0 

3 

1 

7 

4 

9 

Histiocytes 

0 

0 

0 

0 

0 

1 

0 

L^ncertain  cells 

0 

0 

6.5 

0 

7 

0 

1 

Table  1.  Leucocyte  studies  on  case  1 up  to  the  time  of  the  supravital  studies.  Leucocytes  are  given  in 
number  per  c.mm.  Differential  types  are  given  in  percentages. 


either  need  further  cellular  study,  or  which  are 
puzzling  because  of  inability  to  dififerentiate  cell 
types. 

It  is  interesting  to  note  the  wide  variety  of 
conditions  in  which  supravital  staining  has  been 
used  fruitfully  in  better  understanding  pathologic 
changes.  A few  may  be  enumerated : identifica- 
tion of  the  monocyte  as  the  cell  from  which  the 
epithelioid  cell  of  tuberculosis  and  other  condi- 
tions develops,  more  accurate  differentiation  of 
cells  occurring  in  tumors  of  the  brain  leading  to 
a clearer  and  more  rapid  identification  of  the 
neoplasm  being  operated  upon,  study  of  material 
obtained  by  gland  or  organ  puncture  or  by  scrap- 
ing biopsy  specimens,  earlier  and  more  accurate 
determination  of  cell  types  occurring  in  leucemoid 
conditions,  interesting  observations  of  the  phag- 
ocytic activity  of  the  reticuloendothelial  system. 
.A.11  of  these  have  direct  clinical  bearing  and  can 
be  useful  in  clinical  diagnosis.  In  addition  there 
are  many  current  research  problems  which  at 
present  have  only  an  indirect  clinical  bearing,  but 
which,  as  they  approach  completion,  will  add  to 
the  knowledge  of  disease  processes. 

Recently  several  extremely  interesting  hemato- 
logic problems  have  presented  themselves  to  us 
and  application  of  the  supravital  method  of  stain- 
ing has  added  much  to  a better  and  earlier  under- 
standing of  the  disease.  In  each  condition,  fixed, 
stained  blood  smears  consistently  showed  cells 
which  defied  differentiation  by  known  criteria. 
Presumptive  evidence  had  to  be  relied  upon  to  al- 
low any  classification  of  these  cells.  Everyone  is 
aware  of  the  difficulty  encountered  in  recognition 
of  the  many  types  of  mononuclear  cells  which 
may  occur  in  the  blood  stream  under  pathologic 
conditions.  It  is  in  this  recognition  that  the 


supravital  technic  plays  its  most  important  role. 
Staining,  as  it  does,  embroyologic  elements,  the 
method  allows  separation  and  age  determination 
of  immature  mononuclear  cells  and,  furthermore, 
adult  mononuclear  cells  may  be  very  easily 
differentiated. 

Of  the  single-nucleus  cells  which  may  be  en- 
countered in  diseased  conditions  there  are  the  fol- 
lowing : small  lymphocytes,  intermediate  sized 
lymphocytes,  large  lymphocytes,  lymphoblasts  and 
the  abnormal  irritation  cells  of  the  lymphocytic 
series ; monocytes,  premonocytes  and  monoblasts 
(?);  metamyelocytes,  myelocytes,  promyelocytes 
(these  being  the  myelocytes  “C”,  “B”,  and  “A”, 
respectively,  of  Sabin)  and  myeloblasts;  plasma 
cells  which  may  prove  to  be  intermediate  sized 
lymphocytes ; nucleated  red  blood  cells,  including 
normoblasts,  erythroblasts  and  megaloblasts ; 
clasmatocytes  or  histiocytes. 

Xffi  attempt  will  be  made  to  give  the  criteria  for 
differentiation  of  all  these  various  cells  but  refer- 
ence to  the  accompanying  plate  will  assist  in 
visualizing  the  diagnostic  and  prognostic  points 
of  the  cells  actually  encountered  in  the  two  cases 
reported  below.  Each  case  was  of  obscure  nature 
and  a definite  diagnosis  was  not  at  first  possible. 
In  both  certain  important  points  were  brought  out 
by  supravital  study. 

'Case  1.  Mrs.  W.  F.,  a white  female  aged  57,  was 
first  seen  8-8-31.  She  had  gradually  lost  weight  in  the 
course  of  a year  from  150  to  125  lbs.  For  this  same 
period  of  time  she  had  noted  a gradually  increasing 
enlargement  of  the  left  upper  abdomen.  There  had 
been  a slight  enlargement  of  the  glands  of  the  neck 
on  both  sides  for  three  or  four  months.  For  the  month 
prior  to  her  first  visit  there  had  been  an  intermittent 
diarrhea. 

Examination  showed  a tremendously  enlarged  spleen, 
measuring  22  cm.  across  the  abdomen  from  the  left 
costal  margin  to  the  pelvic  brim.  The  tonsils  were 
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Date 

5-25-32 

6-7-32 

6-28-32 

9-1-32 

9-1-32 

9-19-32 

9-19-32 

Leucocytes 

5800 

5900 

6250 

13,500 

13,500 

10,400 

10,400 

Method 

Wright 

S-V 

Wright 

S-V 

Wright 

S-V 

Wright 

P.  M.  N. 

67 

74.5 

63 

69.2 

78.5 

77.0 

76.5 

P.  M.  E. 

2 

3.5 

5 

2.8 

2.5 

1.3 

1.0 

P.  M.  B. 

2 

4.5 

0 

4.4 

2.5 

4.0 

3.5 

Myelocytes  “C” 

0 

4.0 

4 

7.6 

2.0 

6.7 

2.5 

Myelocytes  “B” 

0 

1.5 

0 

3.2 

0 

2.3 

0 

Myelocytes  “A” 

0 

2.5 

5 

1.2 

0 

1.0 

05 

My'eloblasts 

0 

0 

0 

1.2 

1.0 

0 

2.0 

Lymphocytes — small 

27 

6.0 

16 

7.6 

11.0 

6.4 

8.0 

Lymphocytes — large 

0 

3.0 

0 

0 

0 

0.3 

0.5 

Monocytes 

2 

0.5 

7 

1.2 

2.0 

1.0 

4.5 

Histiocytes 

0 

0 

0 

0 

0 

0 

0 

Uncertain  cells 

0 

0 

1 

0.5 

0.5 

0 

1.0 

Table  2.  Leucocyte  studies  on 
c.mm.  Differential  types  are  given 

case  1,  including 
in  percentages. 

supravital 

studies. 

Leucocytes 

are  given  in  number  per 

moderately  enlarged  and  the  thyroid  was  readily  pal- 
pable as  a firm,  smooth  tumor.  The  cervical  glands 
were  only  slightly  more  readily  felt  than  normally. 
Other  studies  were  irrelevant,  with  the  exception  of  the 
blood.  On  the  first  reported  study  of  the  blood  there 
was  a moderate  secondary  anemia,  with  3.75  million 
erythrocytes  per  c.mm.,  65  per  cent  hgb.,  7,000  leucocy- 
tes per  c.mm.  and  a normal  differetial  formula. 

Table  1 gives  in  detail  the  pertinent  blood  studies 
made  on  case  1,  up  to  the  time  of  the  first  supravital 
counts.  It  will  be  noted  that  in  several  instances  two 
differential  counts  are  given  for  the  same  day,  these 
being  made  independently  by  different  observers.  It  is 
interesting  to  note  the  normal  order  of  the  reported 
cells  at  the  first  study.  One  month  later  2 per  cent  of 
metamyelocytes  and  .5  per  cent  of  myelocytes,  neither 
of  which  is  abnormal,  was  found  by  one  ol)server,  while 
another  count  on  the  same  smear  in  nearly  the  same 
place  showed  one  cell  classified  as  a “blast”  and  6.5 
per  cent  of  cells  of  an  uncertain  order  which  were  con- 
sidered as  myelocytes  because  of  the  unquestionable 
metamyelocytes  and  the  high  P.  M.  N.  percentage.  The 
difference  in  lymphocytic  percentage  in  the  two  in- 
stances is  perhaps  accounted  for  by  these  uncertain 
cells. 

Three  months  later  two  more  counts  are  given  which 
show  a wide  discrepancy,  due  to  an  important  diag- 
nostic difference  in  criteria  for  classification  of  certain 
mononuclear  cells.  In  one  instance  11  per  cent  of  large 
lymphocytes  and  1 per  cent  of  monocytes  are  described, 
while  in  the  other  no  large  lymphocytes  are  noted,  7 
per  cent  of  monocytes  are  identified  and  6 per  cent  of 
the  before  mentioned  uncertain  cells  are  again  differ- 
entiated, with  similar  conclusions  as  to  their  identity. 
The  counts  on  2-2-32  agree  with  each  other  but  show 
fewer  of  the  earlier  myeloid  cells  and  fewer  cells 
classified  as  uncertain. 

The  main  point  to  be  emphasized  is  the  dififer- 
ence  of  opinion  existing  in  the  classification  of 
the  unusual  cells  throughout  this  period  of  study, 
this  difference  being  between  observers  quite 
familiar  with  normal  and  abnormal  white  blood 
cells.  Even  after  discussing  individual  cells  un- 
der the  microscope,  it  was  impossible  for  these 
observers  to  agree  that  the  criteria  for  differentia- 
tion were  distinct  enough  to  allow  more  accurate 
classification.  Early  diagnosis  depends  upon 
proper  recognition  of  these  leucocytes  which  occur 


in  such  small  percentages  and  yet,  all  too  fre- 
quently, accuracy  is  impossible  with  usual  methods 
of  staining. 

The  supravital  method  affords  these  necessary 
criteria,  in  that  mitochondria  are  readily  seen 
and  the  number  and  character  of  neutral  red 
bodies  are  easily  discernable.  The  first  differen- 
tial count  by  this  method  was  on  6-7-32  and  is 
given  in  table  2.  It  will  be  noted  that  this  count 
agrees  fairly  well  with  the  one  made  on  6-28-32, 
but  it  is  entirely  different  from  the  count  made  on 
5-25-32.  The  different  days  on  which  these 
studies  were  made  could  account  for  some  of  the 
variation,  so  it  was  decided  to  study  fixed  and 
fresh  preparations  taken  at  identical  times.  On 
9-1-32  such  preparations  were  taken,  the  results 
of  which  are  tabulated.  These  counts  demonstrate 
the  ease  of  recognition,  supravitally,  of  mononu- 
clear cells  of  the  myeloid  series  without  confusion 
with  the  lymphocytic  group  of  cells.  Repeating 
these  simultaneous  studies  on  9-19-32  again  de- 
monstrates a consistently  higher  percentage  of 
early  myeloid  cells  as  recognized  supravitally. 

The  staining  peculiarities  of  myeloid  cells  as 
brought  out  by  the  use  of  neutral  red  and  Janus 
green  are  as  follows : There  is  no  nuclear  stain, 
only  the  cytoplasmic  inclusions  of  various  sorts 
taking  up  the  differential  dyes.  Myeloblasts  are 
mononuclear,  nonmotile  cells  containing  no  neu- 
tral red ; the  nuclei  are  oval  and  contain  one  or 
more  nucleoli ; mitochondria  are  in  great  abund- 
ance as  fine  greenish  blue  dots  occurring  in 
clumps  at  one  side  of  the  nucleus  but  also  to  a less 
extent  throughout  the  cytoplasm ; these  cells  have 
refined  differences  from  lymphoblasts  which  do 
not  enter  the  present  discussion.  Myelocytes  “A” 
(promyelocytes)  differ  from  myeloblasts  only  in 
that  they  contain  one  to  half  a dozen  neutral  red 
granulations;  in  other  words,  they  are  the  first 
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Date 

1-19-32  1-25-32 

4-2-32 

4-4-32 

4-6-32 

4-12-32 

4-15-32 

Leucocytes 

2050 

1400 

7850 

5600 

6350 

21,950 

83,700 

P.  M.  N. 

66 

56 

57 

52 

52 

55 

11.2 

P.  M.  E. 

0 

0 

1 

0 

0 

1 

0 

P.  M.  B. 

0 

1 

0 

0 

0 

0 

0 

Myelocytes  “C” 

0 

0 

13 

17 

22.5 

10.5 

17.6 

Myelocytes  ‘‘B’’ 

0 

0 

10 

7.5 

8.5 

16.5 

16.8 

Myelocytes  “A” 

0 

0 

7 

5.5 

7.0 

9.5 

30.4 

Myeloblasts 

0 

0 

1.5 

0.5 

0 

0 

20.4 

Lymphocytes 

29 

41 

10.5 

15.5 

7.5 

6.5 

2.8 

Monocytes 

5 

2 

0 

0 

1.5 

0 

0 

Histiocytes 

0 

0 

0 

0 

2.0 

0 

0 

Uncertain 

0 

0 

0 

0 

0 

1 

0.8 

Table  3.  Leucocyte  studies  on 

case  2 by  the 

supravital 

technic. 

Total  leucocytes 

are  given 

in  num- 

ber  per  c.mm.  Differential  types  are  given  in  percentages. 


cells  of  the  myeloid  series  to  contain  material 
(specific  segregation  apparatus)  stainable  by  neu- 
tral red.  Myelocytes  “B”  (myelocytes)  exhibit 
fewer  mitochondria  and  the  segregation  appara- 
tus is  well  developed ; they  are  nonmotile,  con- 
tain a single  nucleus  with  nucleoli.  Myelocytes 
“C”  (metamylocytes)  have  very  few  mitochon- 
dria, the  specific  granulation  is  developed  as  in 
the  adult  “poly”  and  the  single  nucleus  contains 
no  nucleoli.  This  cell  is  not  motile.  The  adult  poly- 
morphonuclear leucocyte  is  multilobed,  is  capable 
of  ameboid  motion  and  the  specific  granules  are 
in  a constant  streaming  motion.  Usually  no 
mitochondria  are  discernible  but  at  times  diges- 
tive or  degenerative  vacuoles  are  much  in  evi- 
dence. 

With  the  above  criteria  in  mind  it  is  easy  to 
demonstrate  these  differences  in  case  1,  while  the 
consequent  proper  diagnostic  implications  become 
evident.  Referring  again  to  table  2 and  the  first 
supravital  count  on  6-7-32,  it  will  be  seen  that 
there  are  no  myeloblasts,  2.5  per  cent  of  myelo- 
cytes “A”,  1.5  per  cent  of  myelocytes  “B”  and  4 
per  cent  of  myelocytes  “C”.  Fig.  2,  plate  I,  is  a 
drawing  of  a myelocyte  “A”  (promyelocyte).  It 
is  a mononuclear  cell  with  nucleoli,  contains  num- 
erous mitochondria  gathered  chiefly  at  the  “hof” 
of  the  nucleus  and  there  are  a few  granules 
staining  with  neutral  red.  These  granules 
are  the  only  differential  point  between  this  cell 
and  a myeloblast  and  are  the  forerunners  of  tlx- 
segregation  apparatus  of  the  more  mature  mem- 
bers of  the  series.  Such  granules  are  probably 
identical  with  the  “peroxidase  ferment”  brought 
out  by  Goodpasture’s  peroxidase  stain  (Sabin  et 
aF).  Myelocytes  “B”,  (fig.  3,  plate  I),  differ 
from  type  “A”  in  that  the  neutral  red  granules 

5.  Sabin,  F.  R.,  Austrian,  C.  R.,  Cunning-ham,  R.  S., 
and  Doan,  C.  A.;  Studies  on  the  Maturation  of  Myelo- 
blasts into  Myelocytes  and  on  Amitotic  Cell  Division 
in  the  Peripheral  Blood  in  Subacute  Myeloblastic  Leu- 
cemia.  Exp.  Med.  40:845-871.  Dec.,  1924. 


are  more  numerous  and  the  mitochondria  fewer 
in  number.  Myelocytes  “C”  (fig.  4,  plate  I) 
show  very  few  mitochondria  and  many  neutral 
red  granules.  Cells  in  this  stage  of  development 
can  be  classified  as  eosinophiles,  basophiles  or 
neutrophils  if  desired,  in  which  case  the  granules 
assume  a yellowish  color  for  the  eosinophiles,  a 
deep  red  for  the  basophiles  and  the  neutral  shade 
for  the  neutrophiles. 

On  the  basis  of  the  supravital  count  on  case  1 
it  is  possible  to  say  that  there  is  a disturbance  of 
the  myeloid  tissue  and  that,  with  the  normal  num- 
ber of  leucocytes  present,  case  1 falls  into  the 
group  of  leucemias  of  the  myeloid  type,  studied  in 
an  aleucemic  stage. 

Case  2.  Mr.  A.  C.,  a white  male,  aged  48,  was  studied 
intensively  for  a number  of  months  before  the  diagnosis 
was  fully  established.  There  was  an  interesting  evolu- 
tion of  events  in  which  a persistent  leucopenia  of  1000 
to  2000  cells  per  c.mm.  gave  way  to  a gradually  in- 
creasing number  of  white  blood  cells,  which  on  the 
day  of  death  finalh'  reached  83,700  per  c.mm.  In  the 
early  months  diagnosis  was  based  upon  supposition.  The 
last  month,  with  its  tremendous  rise  in  leucocytes, 
showed  an  increasing  number  of  ever  less  mature  mye- 
loid cells  until  at  death  the  picture  was  characteristic 
of  a myeloblastic  crisis.  There  are  so  many  interest- 


EXPLANATION  OF  PLATE. 

The  (jells  on  this  plate  were  drawn  from  living  speci- 
mens which  had  been  supravitally  stained  with  neu- 
tral red  and  Janus  green.  The  nuclear  outline  is  more 
pronounced  than  on  the  original  and  the  nucleoli  are 
exaggerated  for  emphasis. 

Pig.  1.  Myeloblast  occurring  in  the  blood  of  case  2 
of  the  text.  In  the  cytoplasm  there  were  tiny  mito- 
chondria, clumped  for  the  most  part  but  also  scattered 
throughout  all  parts  of  the  cell.  No  neutral  red  In 
this  type  of  cell. 

Pig.  2.  Myelocyte,  type  A,  occurring  in  the  blo-od 
of  case  1 of  the  text.  The  mitochondria  were  not  ap- 
preciably different  in  type  or  number  from  those  in 
fig.  1.  The  small  clump  of  granules  stained  by  neutral 
red  is  the  differentiating  point  between  a myeloblast 
and  a myelocyte,  type  A. 

Fig.  3.  Myelocyte,  type  B,  occurring  in  the  blood  of 
case  1 of  the  text.  The  mitochondria  were  fewer  in 
number  than  those  in  figs.  1 and  2,  although  in  other 
cells  they  were  as  numerous  and  as  diffuse.  The  neu- 
tral red  staining  granules  were  increased  in  number 
over  those  in  fig.  2 and  were  not  as  clumped. 

Fig.  4.  Myelocyte,  type  C.  occurring  in  the  blood  of 
case  1 of  the  text.  This  particular  .cell  was  hardly  dis- 
tinguishable from  the  cell  represented  in  fig.  3.  but 
was  classified  as  being  an  older  cell  because  of  the 
increase  in  the  number  of  granules  staining  with  neu- 
tral red.  The  mitochondria  were  less  evidently 
clumped. 

Fig.  5.  Red  blood  cell  for  size  comparison. 


Drawings  by  C.  Ashworth. 
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ing  hematologic  lessons  to  be  learned  from  this  case 
that  it  is  to  be  reported  in  detail  at  a later  date.  Only 
some  of  the  immediate  pertinent  findings  will  be  con- 
sidered here. 

From  a diagnostic  standpoint,  supravital  studies  did 
not  aid  a great  deal  in  this  instance.  Frequent  observa- 
tions, however,  demonstrate  beautifully  the  gradual 
onslaught  of  the  myeloblastic  erisis  as  can  be  seen  in 
table  3.  In  this  table  only  supravital  counts  are  given. 

There  is  no  need  to  repeat  the  diagnostic  points 
for  the  myelocytes  hut  during  the  myeloid  crisis 
a number  of  unusually  interesting  cells  were 
demonstrated.  Fig.  1,  plate  I,  is  a drawing  of  a 
myeloblast,  a cell  which  contains  no  neutral  red 
staining  granules.  Amitotic  division  is  frequently 
observed  in  blood,  in  which  embryonic  cells  are 
discharged  from  the  bone  marrow.  These  nuclei 
may  completely  divide  and  then  fuse  again  or  may 
be  followed  by  cytoplasmic  division  with  the 
formation  of  two  small  cells  of  the  same  order. 
Observation  of  the  phenomenon  has  been  re- 
peatedly confirmed  since  its  original  demonstra- 
tion by  Sabin  et  aF,  and  explains  the  occurrence 
of  various  sizes  of  cells  with  varying  amounts  of 
cytoplasm  in  the  circulating  blood  in  cases  of 
myeloid  leucemia.  In  other  words,  size  of  cell 
does  not  determine  age  or  classification,  but 
supravitally  the  staining  is  so  characteristic  that 
cell  size  causes  no  confusion  in  differentiation. 
Myelocytes  “B”  may  also  divide  but  type  “C”, 
as  far  as  our  observations  are  concerned,  has  lost 
its  power  of  division  when  present  in  the  circulat- 
ing blood. 

SUMMARY  AND  CONCLUSION 

Two  instances  have  been  given  which  show  the 
clinical  advantage  of  studying  living  white  blood 
cells  stained  by  the  supravital  technic.  In  one  a 
definite  diagnosis  became  possible  because  of  con- 
stant, clearly  defined  staining  characteristics  of 
early  myeloid  cells  by  this  method,  allowing 
identification  of  cells  which  from  fixed  prepar- 
ations were  differentiated  into  various  groups  by 
different  observers.  Cells  exhibited  by  this  case 
were  classic  examples  of  their  types  and  have 
been  charted. 

The  second  instance  revealed  the  onset  of  what 
terminated  in  a myeloblastic  crisis.  In  this  case 
myeloblasts  were  studied  and  myelocytes  in 
various  stages  of  amitotic  division  were  seen.  It 
was  possible  to  accurately  differentiate  myelo- 
cytes and  myeloblasts  of  varying  sizes  and  with 
varying  amounts  of  cytoplasm. 

Medical  Arts  Building 


DIGITALIS  INTOXICATION* 
Edmund  H.  Berger,  M.D. 

Fellow  in  Medicine,  The  Alayo  Foundation 
ROCHESTER,  MI.NN. 

Withering  used  large  doses  of  digitalis  and  was 
familiar  with  its  toxic  effects.  He  noted  nausea, 
vomiting,  purging,  giddiness  and  confused  vision 
(objects  appearing  green  and  yellow),  convul- 
sions, syncope  and  death,  following  the  use  of 
large  doses  of  the  drug^.  Certain  observers  in  the 
past  have  attributed  many  deaths  from  cardiac 
diseases  to  digitalis.  The  toxic  symptoms  were 
regarded  as  manifestations  of  disease  of  the  heart 
and  consequently,  instead  of  discontinuing  the 
digitalis,  the  dose  was  increased.  Among  others, 
Willius^’^’^  and  Smith®  on  several  occasions  have 
stressed  the  importance  of  recognizing  the  toxic 
effects  of  digitalis  early,  and  have  pointed  out  that 
the  significance  of  the  cerebral  manifestations 
have  not  been  fully  appreciated.  The  occurrence 
of  this  phenomenon  is  so  rare  when  digitalis  is 
intelligently  and  carefully  administered  that  it  is 
almost  negligible.  Most  of  the  cases  of  intoxica- 
tion have  followed  excessive  and  prolonged  ad- 
ministration of  the  drug ; however,  it  has  oc- 
curred following  the  administration  of  small 
doses®''^.  The  patients  are  usually  aged  more  than 
fifty  years  and  have  arteriosclerotic  disease  of 
the  heart. 

REPORT  OF  CASE 

•A.  housewife,  aged  fifty  years,  came  to  The  Mayo 
Clinic  in  June,  1932.  She  was  mildly  confused  and  was 
so  depressed  that  she  did  not  answer  questions  except 
on  repeated  questioning.  The  history  was  obtained 
chiefly  from  her  husband  and  from  an  irregular  prac- 
titioner who  had  attended  her  during  her  recent  ill- 
ness. In  1924  she  had  had  an  attack  of  arthritis  af- 
fecting several  joints  in  hands  and  feet.  This  did  not 
incapacitate  her,  and  in  a short  time  she  was  well 
again.  In  1929  she  had  had  another  attack  of  arthritis 
which  affected  most  of  the  joints,  and  she  was  confined 
to  bed  for  about  six  weeks.  Following  this  attack  she 
had  mild  arthritis  continuously  for  which  she  took 
sulphur  baths  regularly.  She  was  able  to  do  part  of 
her  housework. 

*W'ork  done  in  the  Division  of  Medicine,  The  Mayo 
Clinic. 
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In  May,  1932,  she  had  contracted  a cold  which  was 
followed  in  a short  time  by  an  acute  exacerbation  of 
the  arthritis  in  the  left  knee  and  in  both  wrists.  Her 
temperature  was  101®  to  1030  F.  and  the  pulse  rate  was 
140  to  160  beats  a minute.  During  the  succeeding  ten 
days  the  acute  articular  involvement  subsided,  and  the 
temperature  became  normal.  The  tachycardia,  however, 
persisted.  Digitalis  was  prescribed  to  slow  the  heart 
rate.  The  powdered  leaf  of  digitalis,  2 grains  three 
times  daily,  was  given  for  four  days,  followed  by  1 
grain  three  times  daily  for  three  weeks. 

A short  time  after  starting  the  digitalis  the  patient 
began  to  vomit;  the  vomiting  increased  in  severity  and 
persisted;  it  was,  therefore,  decided  to  give  tincture  of 
digitalis  by  rectum,  in  doses  of  60  drops  diluted  in 
water  three  times  daily  for  six  or  seven  days.  It  was 
thought  that  the  dropper  used  delivered  2 drops, 
equivalent  to  1 minim.  The  dose  was  then  reduced  to 
20  drops  three  times  daily  for  four  days.  At  this  time, 
eight  days  prior  to  the  patient’s  admission  to  the  clinic, 
digitalis  in  the  form  of  the  powdered  leaf,  1 grain  three 
times  daily,  by  mouth  was  started  and  continued  to  the 
day  of  admission.  During  the  week  prior  to  admission 
the  patient’s  condition  became  alarming.  She  vomited 
six  to  eight  times  daily.  Vision  was  blurred  for  a few 
days,  and  once  she  maintained  that  she  saw  a dog  run 
across  the  floor  -when  none  was  present.  She  seemed 
depressed. 

The  patient  weighed  about  130  pounds.  She  appeared 
dull,  listless  and  mildly  confused.  The  brown  wall  of 
the  room  appeared  green  to  her.  Her  husband  had  noted 
several  times  recently  that  she  had  thought  objects  ap- 
peared green.  The  fingers  were  spindle  shaped  because 
of  the  presence  of  a mild  degree  of  arthritis  in  the 
metacarpophalangeal  and  first  interphalangeal  joints  of 
the  fingers  of  both  hands.  Motion  in  the  right  shoulder 
joint  was  moderately  limited.  All  other  joints  of  the 
extremities  seemed  to  have  a normal  range  of  motion. 
The  heart  was  slightly  enlarged.  Coupled  rhythm 
seemed  to  be  present.  The  aortic  second  sound  was 
louder  than  the  pulmonic  second  sound.  A soft  local- 
ized systolic  murmur  was  heard  over  the  mitral  area. 
The  pulse  rate  was  105  beats  a minute;  the  systolic 
blood  pressure  was  110  and  the  diastolic  58  in  milli- 
meters of  mercury.  Some  dulness  to  percussion  was 
present  at  the  base  of  the  left  lung  posteriorly  where 
the  breath  tones  were  distant. 

The  specific  gravity  of  a specimen  of  urine  was 
1.015;  it  contained  albumin  graded  1,  and  pus  graded  3. 
The  blood  urea  was  42  mg.  per  cent ; the  sugar  was 
125  mg.  in  each  100  cc.  of  blood,  and  the  carbon  dioxide 
combining  power  of  the  plasma  was  86.2  per  cent  by 
volume.  A roentgenogram  of  the  thorax  disclosed  pas- 
sive congestion  in  both  lungs,  and  some  fluid  at  the 
base  of  the  left  lung.  The  electrocardiogram  dis- 
closed an  auricular  rate  of  119,  ventricular  rate  of  80, 
or  a partial  2:1  heart  block  with  alternating 
beats  of  delayed  A-V  conduction  to  0.36  second. 
Diphasic  T waves  were  present  in  leads  I and  II,  with 
an  associated  depression  of  the  R-T  segment.  Notched 
P waves  were  present  in  leads  I,  II  and  III.  The 
QRS  complex  was  slurred  in  leads  I and  II  and  notched 
in  lead  HI.  It  was  considered  that  the  electrocardio- 
gram demonstrated  the  effect  of  too  much  digitalis 
(fig.  1). 

The  patient  was  kept  in  bed.  The  digitalis  was  dis- 
continued. Three  thousand  cubic  centimeters  of  fluids 
were  given  by  mouth  and  by  proctoclysis  during  twenty- 
four  hours.  Vomiting  continued,  although  it  was  less 
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Fig.  1.  Record  suggesting  the  effect  of  digitalis  In- 
toxication. 


severe.  The  depressed  mental  state  continued.  During 
the  afternoon  of  the  second  day  in  the  hospital  the 
patient  died  suddenly. 

At  necropsy  chronic  rheumatic  mitral,  aortic  and 
tricuspid  endocarditis  and  myocarditis  were  found.  A 
minimal  degree  of  chronic  passive  congestion  of  the 
lungs  and  the  liver  was  present.  All  other  organs  were 
essentially  normal. 

The  history  of  vomiting,  visual  disturbances, 
that  is,  green  color  vision  and  blurring,  mental 
confusion,  hallucinations,  and  depression  follow- 
ing and  during  a period  of  administration  of  a 
large  amount  of  digitalis  suggested  the  diagnosis 
of  intoxication  from  digitalis.  The  condition 
shown  by  the  electrocardiogram,  although  sug- 
gesting overdigitalization,  may  have  been  due  to 
the  extensive  rheumatic  involvement  of  the  heart 
muscle.  This  case  illustrates  the  serious  prog- 
nosis associated  with  cerebral  manifestations  of 
digitalis  intoxication. 

DIAGNOSIS  AND  TREATMENT  OE 
PERNICIOUS  ANEMIA* 

C.  F.  Kemper,  M.D.,  F.A.C.P. 

DENVER,  COLO. 

In  some  respects  the  name  pernicious  anemia, 
first  described  by  Addison  and  named  by  Bier- 
mer,  is  a misnomer.  Since  the  introduction  of 
liver  therapy,  so  effectively  inducing  remissions 
and  maintaining  protracted  control,  this  formerly 
fatal  disease  can  hardly  be  accurately  designated 
“pernicious.”  The  synonyms  idiopathic  or  pri- 
mary obviate  this  implication  of  gravity  and  have 
a value  in  differentiating  the  type  of  anemia  un- 
der discussion  from  anemias  having  wellknown 
causes : viz.,  sepsis,  malignancy,  bleeding,  chronic 
nephritis,  intestinal  infestation,  etc.  However, 
the  adjectives  are  no  longer  used  to  imply  that  an 
adequate  cause  does  not  exist.  Likewise,  the 
name  “anemia”’  grows  more  misleading,  when  we 

♦Read  before  the  Fortieth  Annual  Meeting'  of  Idaho 
State  Medical  .\s.«ociation.  Pocatello.  Ida.,  Sept.  16-17, 
1932. 
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recall  that  the  gastrointestinal  and  nervous  sys- 
tems vie  with  the  blood  in  functional  and  patho- 
logic changes.  Inasmuch  as  disturbed  function 
of  these  systems  seems  now  to  be  quite  as  char- 
acteristic and  almost  as  constant  as  typical  blood 
; changes,  the  disease  well  may  be  considered  under 
the  following  headings ; — the  blood,  the  gastroin- 
testinal tract  and  the  nervous  systems. 

THE  BEOOD 

Only  yesterday  in  the  practice  of  medicine, 
pernicious  anemia  was  considered  a fatal  disease, 
characterized  by  pathognomonic  blood  changes, 
running  a course  of  a few  years  and  being  punc- 
tuated by  a few  spontaneous  remissions.  Iron, 

I arsenic,  transfusions,  sunlight  and  rest  were  ad- 
I vised,  but  few  had  the  temerity  to  claim  that  the 
I typical  downward  course  was  materially  modified 
I by  such  treatment.  Within  the  last  decade  this 
! entire  point  of  view  has  changed.  While  the 
I blood  picture  is  still  considered  a most  valuable 
' aid  to  the  diagnosis  and  control  of  treatment,  par- 
ticularly when  not  modified  by  remissions,  it  is  no 
longer  the  all  important  finding.  Additional  diag- 
nostic aids  are  sought  in  the  signs  and  symptoms 
j of  other  affected  systems.  Response  to  the  liver 
therapy  may  be  the  crucial  diagnostic  test.  The 
j point  is  that  blood  changes  no  longer  assume  an 
all  important  place  in  our  concept  of  pernicious 
anemia.  However,  these  blood  changes  are  often 
characteristic  and,  therefore,  impel  a considera- 
tion of  the  following  findings : 

Marked  anemia.  It  is  not  uncommon  to  find  the 
erythrocytes  at  or  below  two  millions  in  perni- 
cious anemia.  This  condition  may  often  be  antici- 
pated by  the  peculiar  skin  pallor.  It  is  exceedingly 
rare  to  encounter  such  a profound  reduction  of 
red  cells  and  such  skin  pallor  in  a secondary 
anemia.  Confusion  in  diagnosis,  however,  some- 
times occurs  when  too  great  emphasis  is  placed  on 
this  standard  alone.  It  is  particularly  true  in  some 
instances  of  gastrointestinal  malignancies.  While 
most  authors  contend  that  such  a profound  sec- 
ondary anemia  is  otherwise  usually  due  to  gastric 
carcinoma,  it  is  our  belief  that  greater  confusion 
arises  from  the  anemias  associated  with  cancer 
of  the  colon.  Causes  of  other  profound  second- 
ary anemias  are  rarely  overlooked.  It  must  also 
be  emphasized  that  occasionally  primary  anemia 
is  very  mild  or  even  absent,  while  other  findings 
establish  the  presence  of  this  “inborn  error”  be- 
yond the  point  of  any  reasonable  doubt. 


High  color  index.  When  the  color  index  is 
one  or  above,  i.e.,  when  the  average  cell  carries 
more  than  its  normal  amount  of  hemoglobin,  in 
the  presence  of  anemia,  mild  or  severe,  a pre- 
.sumptive  diagnosis  of  pernicious  anemia  is  justi- 
fied. But,  again,  it  must  be  emphasized  that 
other  anemias  may  have  such  a picture  and  con- 
sequently must  be  ruled  out.  Also  pernicious 
anemia  may  sometimes  be  present  when  the  color 
index  is  found  to  be  below  one.  We  recall  a pa- 
tient who  was  treated  for  years  for  a secondary 
anemia  on  the  evidence  of  a low  color  index,  and 
who  received  a correct  diagnosis  and  effective 
treatment  only  after  changes  in  the  central  nerv- 
ous system  had  confined  her  to  a wheel  chair. 
While  it  is  admitted  that  such  cases  are  rare  and 
probably  exist  by  virtue  of  a remission  or  a com- 
plicating secondary  anemia,  they  do  occur. 

Changes  in  staining  characteristics.  Blood 
smears  stained  by  Wright’s  eosin  methylene  blue 
frequently  reveal  a tendency  to  take  up  the  basic 
stain.  Punctate  basophilia  or  polychromatophilia 
is  a very  common  finding.  This  basophilic  sub- 
stance, probably  modified  reticulum,  is  liest 
demonstrated  by  the  use  of  special  vital  staining. 
Nucleated  red  cells,  Howell-Jolly  bodies,  Cabot’s 
rings  and  reticulocytes  may  thus  be  demonstrated, 
indicating  that  the  bone  marrow  is  under  stress. 
While  this  picture  is  most  often  seen  in  pernicious 
anemia,  it  may  occur  from  any  cause  that  places 
a heavy  demand  on  bone  marrow.  Also  some 
of  these  changes  are  frequently  not  brought  out 
by  ordinary  methods  of  staining.  Hence,  changes 
in  staining  properties  are  of  limited  value  in  an 
office  practice,  where  only  Wright’s  stain  is  used. 

Changes  in  the  shape  and  size  of  erythrocytes. 
Changes  in  shape  are  of  great  diagnostic  import- 
ance because  they  can  scarcely  be  missed  by  a 
casual  observer  when  examining  a blood  smear 
stained  by  the  usual  Wright  stain.  The  presence 
of  bizarre  forms,  such  as  dumb-bells,  wedges, 
half  moons,  anvils,  etc.,  suggests  but  does  not 
prove  pernicious  anemia.  The  variability  in  size 
of  the  erythrocytes  is  likewise  obvious.  Anisocy- 
tosis  is  strikingly  apparent  and  markedly  signi- 
cant.  Probably  the  occurence  of  macrocytes,  out 
of  proportion  to  microcytes  and  normocytes,  is 
the  most  absolute  diagnostic  feature  of  the  blood 
picture.  Unfortunately,  determination  of  this  fea- 
ture is  not  in  the  scope  of  a routine  examination 
of  the  blood  smear.  Consequently,  special 
methods  have  been  devised  to  determine  the 
average  diameter  of  red  cells. 
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Fig.  1.  Prlce-Jones  graph. 


The  first  and  most  accurate  method  of  deter- 
mining this  average  diameter  is  that  of  Price- 
Jones.  This  technic  is  very  laborious.  It  con- 
sists of  measuring  the  magnified  outlines  of  one 
thousand  red  cells  and  thus  obtaining  their  ave- 
rage diameter.  A graph  is  then  constructed.  In 
case  of  pernicious  anemia,  the  curve  is  longer  and 
wider  (fig.  1).  Such  a graph  is  of  greatest  value 
in  diagnosis  and  is  the  most  accurate  measure  of 
complete  recovery  yet  devised,  but  it  requires 
more  time  and  skill  than  is  available  to  the  gen- 
eral practitioner.  Fortunately,  a simpler  technic 
for  determining  the  mean  diameter  of  erythrocy- 
tes has  been  devised  and  for  practical  purposes  re- 
places the  Price-Jones  graph.  It  is  the  Eve’s 
halometer  (fig.  2),  an  apparatus  by  which  paral- 
lel rays  of  light  are  permitted  to  pass  through  an 
unstained  or  stained  blood  smear.  These  rays 
are  deflected  by  the  red  corpuscles  to  a degree 
measured  by  a halo  of  light  on  a ground  glass 
placed  in  the  rear.  The  diameter  of  this  halo 
varies  in  reverse  ratio  to  the  average  diameter 
of  the  red  cells  (fig.  3).  The  device  is  called  an 
halometer  and  may  be  constructed  of  a discarded 
camera.  It  has  been  contended  that  the  halometer 


SpiTlruiii!.  of  iioriiial  blood  (lofO  hikI  of  blood  in 
Addi.-ioii'.'  iinifiniii  (rigUl). 


Fig.  3.  Illustration  of  gross  appearance  of  halos. 
(Pijper  in  The  Lancet.  1924). 


may  detect  the  presence  of  the  “inborn  error”  of 
pernicious  anemia  long  before  any  of  the  con- 
ventional blood  changes  are  manifest.  It  is  of 
some  value  in  measuring  the  rate  and  degree  of 
response  to  liver  therapy. 

The  reticulocyte  response.  While  this  is  not  a 
static  blood  picture,  it  is  a blood  cell  phenomenon 
of  great  significance  when  circumstances  justi- 
fy the  use  of  the  therapeutic  test.  This  response 
is  the  earliest  change  in  the  blood  picture  of  perni- 
cious anemia  following  liver  treatment.  The  reti- 
culocyte is  a young  erythrocyte  characterized  by  a 
liasophilic  reticulation  (fig.  4).  It  is  demonstrat- 
ed by  the  use  of  vital  staining.  Normally,  it  con- 
stitutes about  2 per  cent  of  the  total  number  of 
erythrocytes.  Following  liver  treatment  in  case 
of  pernicious  anemia,  they  rise  to  5 or  6 per  cent 
in  from  three  to  five  days,  reaching  a maximum 
of  10  to  30  per  cent  in  about  ten  days,  and  fall 
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Fig.  5.  Giaph.s  illustrating  reticulocyte  response 
(Orclway  and  Gorham,  Oxford  Monographs  on  Diagno- 
sis and  Treatment,  page  103). 


to  normal  again  within  two  to  three  weeks  (fig. 
5).  The  repsonse  of  the  red  cell  count,  the 
hemoglobin  and  the  cell-size  as  measured  by  halo- 
meter  is  too  slow  to  be  used  as  a substitute  for 
the  reticulocyte  count. 

Other  blood  changes.  Inasmuch  as  the  granu- 
locytes have  their  origin  in  the  bone  marrow,  it 
is  natural  to  expect  that  this  type  of  leucocytes 
would  be  disturbed  by  whatever  bone  marrow 
pathology  is  the  cause  or  concomitant  of  perni- 
cious anemia.  Leucopenia,  with  a relative  in- 
crease in  the  number  of  lymphocytes,  is  the  rule. 
There  is  a shift  to  the  right  of  the  Arneth  index, 
i.e.,  there  is  a predominance  of  mature  poly- 
morphonuclear leucocytes.  Blood  platelets  are 
also  always  reduced  in  number. 

THE  GASTROINTESTINAL  SYSTEM 

Among  the  gastrointestinal  symptoms  of  perni- 
cious anemia,  sore  mouth,  anorexia  and  diarrhea 
are  common  complaints.  But,  inasmuch  as  signs 
are  more  reliable  guides  than  symptoms,  the  fol- 
lowing demonstrable  changes  should  be  sought : 

Glossitis.  According  to  Graham’^  a sore  tongue 
occurs  in  at  least  75  per  cent  of  the  cases  of  per- 
nicious anemia.  It  is  not  a constant  finding  but  is 
subject  to  remissions  and  flareups.  So  common 
is  it  that  Hunter^  has  suggested  that  pernicious 
anemia  should  be  called  “glossitic  anemia.”  It 
may  occur  months  or  even  years  before  any  of 
the  usual  blood  changes  of  diagnostic  value  occur, 
macrocytosis  being  an  exception. 

The  first  tongue  changes  are  inflammatory.  It 
may  appear  beefy,  injected,  roughened  or  even 
ulcerated.  As  the  disease  progresses,  this  in- 
flammatory appearance  gives  way  to  a smooth 
and  atrophic  surface,  true  atrophy  of  the  papillae. 

1.  Graham.  D.:  Etiology  and  Clinical  Manisfestations 
of  Anemia.  Canad.  M.  A.  J.  17:393-396,  April,  1927. 

2.  Hunter,  W.:  Pernicious  Anemia  and  Septic  An- 
emia. 1:421-426,  March.  18,  1922. 


Such  findings,  when  not  otherwise  explained, 
should  always  suggest  the  possibility  of  perni- 
cious anemia. 

Achlorhydria.  While  Piney  contends  that 
there  are  undoubtedly  some  cases  of  true  perni- 
cious anemia  without  achlorhydria,  it  is  so  rare 
that  most  internists  ignore  its  possibility.  The 
presence  of  free  hydrochloric  acid  in  the  stom- 
ach of  an  anemic  patient  is  almost  conclusive 
proof  that  the  anemia  is  not  of  the  pernicious 
type.  Only  the  demonstration  of  definite  macro- 
cytosis, or  the  characteristic  reticulocyte  response 
to  liver  therapy  should  lead  to  such  a diagnosis 
when  hydrochloric  acid  is  present.  It  must  be 
emphasized  that  failure  to  find  free  acid  in  a 
single  aspiration  must  not  lead  to  the  conclusion 
that  acid  is  absent.  Fractional  aspirations  are  a 
more  thorough  test  than  is  a single  aspiration. 
However,  even  this  method  may  lead  to  conclu- 
sive findings  unless  histamine  stimulation  is  used. 
When  no  acid  is  found  by  fractional  aspiration, 
following  the  subcutaneous  injection  of  .25  to  .50 
mg.  of  histamine  hydrochloride,  achlorhydria  is 
established. 

Like  glossitis  achlorhydria  may  precede  all  typ- 
ical blood  changes  with  the  possible  exception 
of  macrocytosis.  So  early  and  constant  is  this 
finding  that  some  authorities  have  suggested  the 
prophylactic  use  of  hydrochloric  acid  against 
pernicious  anemia.  It  has  been  repeatedly  dem- 
onstrated that  a higher  percentage  of  blood  rela- 
tives of  pernicious  anemia  patients  have  achlor- 
hydria than  do  individuals  taken  at  random.  This 
seems  to  indicate  that  the  “inborn  error”  is  in 
some  way  related  to  the  inability  of  the  stomach 
to  secrete  hydrochloric  acid. 

THE  NERVOUS  SYSTEM 

It  has  been  shown  that  80  per  cent  of  all  cases 
of  pernicious  anemia  have  pathologic  lesions  in 
the  spinal  cord.  These  lesions  are  patchy  in  char- 
acter. They  are  small  areas  of  degeneration 
which  are  found  most  numerously  in  the  poste- 
rior columns,  and  they  also  occur  in  the  lateral 
columns.  The  location  of  these  degenerative 
lesions  explains  the  symptomatology  of  the  sub- 
acute combined  sclerosis  of  pernicious  anemia^. 
The  symptoms  are  not  in  themselves  characteris- 
tic. Anesthesia  and  paresthesia  are  common. 
Lightning  pains,  disturbance  in  gait  or  even  blad- 
der and  bowel  symptoms  may  occur. 

3.  Ordway,  T.  and  Graham,  L.  W. : Diseases  of  the 
Blood.  Oxford  Monographs  on  Diagnosis  and  Treat- 
ment. 9:  p.  66. 
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W'oltmann'*  maintains  that,  when  neurologic 
tests  are  applied  routinely,  they  are  found  posi- 
tive in  approximately  80  per  cent  of  all  cases  de- 
finitely diagnosed  as  pernicious  anemia.  The 
easiest  and  perhaps  the  best  tests  are  those  to  de- 
termine the  state  of  the  vibration  and  two-point 
discrimination  sense.  The  vibration  test  is  usually 
made  by  placing  a vibrating  tuning  fork  againsi 
the  tibia.  The  absence  of  the  vibration  .sense, 
associated  with  achlorhydria  and  anemia,  should 
lead  to  the  diagnosis  of  pernicious  anemia. 

TREATMENT 

General  management.  \\'hile  complete  control 
of  symptoms  cannot  be  accomplished  by  non- 
specific measures,  the  following  should  be  insti- 
tuted: Rest  and  freedom  from  responsibilities, 
fresh  air  and  sunshine,  an  adequate  and  diversi- 
fied dietary,  dilute  hydrochloric  acid  in  relatively 
large  doses  before  and  after  meals,  meticulous 
oral  hygiene  and  removal  of  foci  when  their  pres- 
ence is  proved  and  when  the  patient’s  condition 
permits  such  surgery. 

Liver  therapy.  While  other  foods  contain  the 
antianemic  properties,  some  potent  preparation 
of  liver  is  still  the  sheet  anchor  in  treatment.  In 
passing,  the  following  common  foods  are  listed  as 
potent  dietary  adjuncts : kidney,  lean  meat,  heart, 
milk,  eggs,  apricots,  peaches  and  strawberries. 

Ratv  liver.  From  the  standpoint  of  effective- 
ness, this  is  the  preparation  par  excellence.  The 
daily  amount  usually  found  necessary  to  induce 
remissions  is  approximately  300  grams  or  a little 
more  than  one-fourth  pound.  It  is  best  served  by 
grinding  raw  liver  into  a pulp  and  thoroughly  mix- 
ing it  with  orange  juice.  The  main  objection  to 
this  preparation  is  its  disagreeable  taste.  Fortun- 
ately, patients  develop  a tolerance  to  it  within  a 
week  or  two.  Sometimes  anorexia  prevents  its 
use. 

Cooked  Ik’er.  Various  methods  of  cooking 
liver  may  be  employed  in  compliance  with  the 
particular  taste  of  the  patient.  It  is  known,  how- 
ever, that  prolonged  exposure  to  heat  impairs  its 
antianemic  potency.  When  dependence  is  placed 
solely  on  cooked  liver,  more  than  300  grams 
should  be  included  in  the  day’s  diet. 

Liver  extracts.  By  a process  of  extraction, 
the  potent  fraction  has  been  separated  and 
marketed  in  vials,  containing  a powder  repre.sent- 
ing  100  grams  of  whole  liver.  Theoretically,  the 

4.  Woltmann,  H.  W.:  Nervous  Symptoms  in  Perni- 
cious Anemia:  an  Analysis  of  One  Hundred  and  Fifty 
cases.  Am.  J.  M.  Sc.  157:400,  March.  1919. 


contents  of  one  vial  three  times  a day  ought  to 
induce  remission.  In  practice,  however,  six  vials 
are  given  until  remission  has  been  well  established. 
It  is  best  administered  dissolved  in  water,  orange 
juice  or  bouillon.  Rarely  this  preparation  is  con- 
traindicated because  of  marked  idiosyncracy  or 
anorexia.  To  overcome  this  difficulty  the  extract 
has  been  further  concentrated  and  marketed  in 
gelatin  capsules,  four  capsules  three  times  a day 
usually  being  sufficient  to  induce  remissions. 

Water  soluble  preparations  for  intramuscular 
and  intravenous  use.  So  far  as  we  have  been  able 
to  ascertain,  the  only  value  of  such  preparations 
is  to  circumvent  the  obstacle  of  anorexia.  While 
this  alone  justifies  the  use  of  such  preparations, 
it  does  not  justify  their  use  where  liver  or  potent 
extract  can  be  given  orally.  The  intramuscular 
injections  are  usually  painful  and  the  intravenous 
frequently  give  rise  to  sharp  reactions.  If,  for 
any  reason,  the  intravenous  route  is  preferred,  it 
must  be  given  slowly  and  with  the  greatest  of 
care. 

Gastric  mucosa.  Preparations  of  gastric  mu- 
cosa are  on  the  market.  They  undoubtedly  con- 
tain the  antianemic  factor,  but  we  have  seen  no 
good  reason  to  use  these  in  place  of  liver  or  potent 
liver  extract. 

Once  again  let  us  call  attention  to  the  value  of 
determining  the  reticulocyte  response  when  any 
one  of  the  above  preparations  is  used.  When  this 
response  is  absent,  it  is  well  to  question  either  the 
diagnosis  or  the  adequacy  of  the  amount  of  liver 
adminstcred,  or  the  potency  of  the  extract.  The 
latter  may  be  checked  by  substituting  liver  pulp 
in  adequate  quanity ; the  former  by  obvious  pro- 
cedures. 

When  a complete  remission  has  been  induced, 
as  measured  by  normal  blood  findings  and  a nor- 
mal state  of  well-being  on  the  part  of  the  patient, 
massive  doses  of  liver  or  its  extract  may  be  re- 
duced to  merely  maintenance  doses.  Comparable 
to  the  rescue  of  a patient  suffering  from  a de- 
compensated heart  by  the  vigorous  use  of  digi- 
talis or  a patient  in  diabetic  coma  by  massive 
doses  of  insulin,  the  extremely  anemic  patient  of 
the  pernicious  type  must  be  rescued  by  large 
doses  of  liver.  Then,  comparable  to  the  reduc- 
tion of  digitalis  and  insulin,  the  dosage  of  liver 
can  be  reduced  to  a point  just  sufficient  to  pre- 
vent relapse.  This,  of  course,  means  that  the  pa- 
tient should  be  kept  under  prolonged  observation. 
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SUMMARY 

1.  Pernicious  anemia,  in  some  respects,  is  a 
misnomer. 

2.  While  the  blood  findings  are  of  great  aid 
in  diagnosis,  there  are  supplementary  aids  of 
equally  great  importance  in  the  gastrointestinal 
and  nervous  systems.  Macroytosis  is  the  earli- 
est and  most  certain  blood  finding.  It  is  most 
easily  determined  by  the  halometer. 

3.  Sore  tongue  and  achlorhydria  are  exceed- 
ingly important  findings.  The  examiner  must 
determine  the  presence  of  true  achlorhydria. 

4.  Nerve  changes  are  very  common.  The  tun- 
ing fork  test  is  easy  to  apply  and  is  of  great  value. 

5.  Liver  or  potent  liver  extract  is  a specific 
treatment.  Large  doses  always  induce  remissions 
when  the  diagnosis  is  sure  and  an  adequate 
amount  of  liver  or  potent  extract  is  given.  Small- 
er maintenance  doses  must  be  continued  indef- 
initely if  the  patient  is  to  remain  well. 

930  Metropolitan  Building. 


DIAGNOSIS  AND  TREATMENT  OF 
CANCER  OF  THE  BREAST* 
Thomas  E.  Jones,  M.D. 
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Early  recognition  and  early  treatment  consti- 
tute the  slogan  of  those  concerned  in  the  vital 
problem  of  carcinoma  of  the  breast.  It  may  seern 
that  this  watchword  has  been  fruitful  of  better 
results  but  a comprehensive  study  made  by  Rei- 
man, Director  of  Lankenau  Research  Institute, 
shows  that  there  is  considerable  room  for  im- 
provement. While,  on  the  whole,  patients  are 
seeking  medical  advice  earlier,  the  average  delay 
still  is  six  months.  Undoubtedly  the  fear  of 
mutilation  and  disfigurement  may  be  the  motive 
which  restrains  women  from  revealing  a growth 
in  the  breast  until  they  are  actually  driven  to  it 
by  pain.  Reiman  showed  that  in  the  three-year 
period  from  1923  to  1927  the  average  patient 
sought  medical  advice  only  three  and  one-half 
weeks  earlier  than  in  the  period  from  1900  to 
1904.  This  is  not  enough  change  to  have  wrought 
any  material  gain  from  the  standpoint  of  the  pa- 
tient. But  at  least  it  represents  a step  forward 
rather  than  backward.  This  means  that  the 
propaganda  must  continue  unabated  as  one  means 
of  increasing  the  effectiveness  of  the  control  of 
cancer.  Reiman’s  evidence  is  discouraging,  but 

♦Read  before  the  Fortieth  Annual  Meeting  of  Idaho 
State  Medical  Association,  Pocatello,  Ida.,  Sept.  16-17, 
1932. 


at  the  same  time  it  emphasizes  the  necessity  for 
perseverence  in  bringing  the  matter  to  the  atten- 
tion of  the  public  and  also  of  the  physician  so 
that  he  is  able  to  advise  these  patients  properly 
when  they  do  consult  him. 

The  delay  of  the  physician  in  the  average  case 
has  been  computed  to  be  three  months  from  the 
time  of  the  original  examination  until  active 
treatment  is  begun.  This  sort  of  delay  is  likely 
to  undermine  the  confidence  of  the  patient  in  her 
physician,  a condition  which  we  must  all  strive  to 
offset.  Once  the  presence  of  a breast  tumor  has 
been  determined,  there  is  no  justification  for  de- 
laying operation.  Law  requires  reporting  certain 
infectious  diseases  as  public  welfare  demands.  On 
the  subject  of  cancer  we  must  keep  ahead,  or  the 
law  through  public  sentiment  may  hold  the  physi- 
cian responsible  for  poor  advice  relative  to  malig- 
nant disease.  If  there  is  any  doubt  regarding  the 
malignancy  of  the  growth,  the  saving  of  life  is 
more  important  than  the  possibility  of  saving  the 
breast.  In  dealing  with  cancer,  pessimism  is  so 
easy,  optimism  so  difficult  that  we  must  keep  up 
our  courage  by  constant  mobilization.  On  account 
of  the  chronic  nature  of  the  disease  the  same 
responsibility  is  not  felt  as  in  cases  of  acute  ap- 
pendicitis, of  biliary  colic  or  of  acute  retention  of 
urine. 

SYMPTOMS 

The  very  nature  of  malignant  lesions  in  the 
breast  makes  a certain  amount  of  delay  inevitable 
in  every  case.  The  onset  is  insidious  and  so  slow 
that  the  growth  may  not  attract  the  patient’s  at- 
tention until  it  is  of  considerable  size;  often  such 
a lump  is  discovered  only  accidentally.  This  is 
very  important  for  the  physician  to  remember,  for 
too  frequently  it  is  taken  for  granted  that  pain  al- 
ways accompanies  cancer.  It  does  in  the  late, 
but  not  in  the  early  stages,  and  this  often  leads 
to  delay.  It  is  also  important  to  remember  that 
most  of  these  patients  look  quite  healthy  and  feel 
perfectly  well,  which  is  further  evidence  that 
mammary  cancer  at  first  is  a local,  not  a systemic 
disease. 

The  growth  generally  begins  as  a small  nodule 
and  gradually  increases  in  size.  It  is  firm,  hard 
and  fixed  to  the  gland  and  generally  is  poorly  de- 
fined ; this  diffuse  nature  is  characteristic.  Ex- 
amination of  the  breast  is  best  done  by  the  flat 
of  the  four  fingers  and  not  by  picking  it  up  here 
and  there  and  pinching  it  with  two  fingers.  As 
it  becomes  larger  it  adheres  to  the  skin  or  the 
underlying  fascia.  As  it  approaches  the  skin  it 
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causes  a thickening  which  may  simulate  orange 
peel  or  pig  skin.  As  the  disease  progresses  it  will 
cause  a dimpling  of  the  skin  due  to  traction  of 
the  fibrous  bands,  the  ligaments  of  Cowper,  which 
go  from  the  skin  to  the  breast  tissue  proper.  If 
the  lesion  is  near  the  center  of  the  breast,  it  will 
involve  the  milk  ducts  and  cause  a retraction  of 
the  nipple.  If  the  disease  is  deeply  placed,  it  may 
involve  the  pectoral  fascia  and  cause  fixation  of 
the  breast.  This  may  be  demonstrated  by  ab- 
ducting the  arm  and  then  moving  the  breast  up 
and  down  and  from  side  to  side  and  comparing  it 
with  the  breast  on  the  opposite  side. 

Involvement  of  the  lymphatics  undoubtedly  be- 
gins quite  early  in  the  growth  of  the  neoplasm ; 
the  a.xillary  glands  generally  are  the  first  to  be 
involved  and  then  those  in  the  subclavian  triangle. 
It  is  not  necessary  to  reiterate  that  the  inability 
to  palpate  these  glands  does  not  mean  that  they 
are  absent,  because  so  many  women  are  obese  that 
there  can  be  quite  extensive  involvement  found 
at  operation  which  was  not  revealed  by  the  clinical 
examination.  So  the  apparent  absence  of  pal- 
pable glands  is  no  excuse  for  delay.  Statistics 
show  that  glands  are  involved  in  75  per  cent  or 
more  of  cases  of  cancer  of  the  breast.  As  the 
local  disease  progresses,  it  may  cause  ulceration 
of  the  skin  with  foul  discharge,  a picture  too  well 
known  to  all  of  us  to  portray  in  detail.  As  Bunts 
has  stated,  “axillary  involvement,  fixation  of  the 
tumor,  bleeding  from  the  nipple,  retraction  of  the 
nipple,  ulceration  of  the  skin  and  cachexia  are 
sometimes  referred  to  as  the  classical  symptoms 
of  breast  cancer.  It  would  be  better  to  discard 
this  classification  entirely,  however,  for  if  one 
waits  for  the  development  of  these  classical  symp- 
toms the  last  chance  of  surgical  relief  will  have 
passed.” 

With  regard  to  distant  metastases,  suffice  it  to 
say  that  there  are  records  of  extension  to  prac- 
tically every  organ  in  the  body,  the  chief  sites  be- 
ing in  the  lungs,  spine  and  long  bones.  The  sur- 
geon has  no  control  over  this  unfortunate  con- 
dition but  should  hold  himself  more  or  less  ac- 
countable for  local  recurrences  which  may  sig- 
nify an  incomplete  operation. 

DIAGNOSIS 

In  the  diagnosis  of  cancer  of  the  breast,  any 
lump  or  tumor  must  be  regarded  as  potentially 
malignant.  The  only  lesions  of  the  breast  which 
may  safely  be  excluded  are  simple  cysts,  lipomata, 
traumatic  fat  necrosis,  acute  mastitis  and  syphil's. 
There  is  considerable  diversity  of  opinion  regard- 


ing tlie  cancerous  potentialities  of  chronic  masti- 
tis. Although  malignant  changes  almost  never 
develop  when  mastitis  is  bilateral,  most  authori- 
ties recognize  that  a lesion  of  this  type  may  be- 
come malignant  if  the  lesion  is  unilateral.  Other 
diseases  of  the  breast  which  are  known  to  be  fore- 
runners of  cancer  in  certain  instances,  and  which, 
therefore,  may  be  regarded  as  borderline  diseases, 
are  fibroadenomata,  myxomata,  fibrocystadeno- 
mata  and  papillomatous  cysts. 

If  the  presence  of  any  of  these  lesions  even  is 
suspected,  operation  must  be  done.  At  the  Cleve- 
land Clinic  we  favor  the  removal  of  the  entire 
breast  in  patients  near  the  menopause  age,  rather 
than  the  simple  excision  of  the  growth.  The 
axillary  dissection  or  radical  procedure  is  de- 
ferred until  the  pathologist  has  examined  the  tis- 
sue removed. 

We  all  see  cases  in  which  the  diagnosis  is  ex- 
tremely difficult  and  in  this  type  of  case,  rather 
than  to  take  a biopsy  in  breast  tumor,  we  feel  that 
it  is  safer  always  to  remove  the  tumor  in  its  en- 
tirety than  to  cut  into  it.  If  it  proves  to  be 
benign,  the  operation  is  over.  If  the  tumor  can 
not  be  removed  without  the  removal  of  the  entire 
breast,  then  the  entire  breast  should  be  dissected 
out.  If  the  tumor  is  found  to  be  malignant,  the 
radical  operation  may  then  be  completed. 

In  making  the  diagnosis  of  cancer  of  the  breast, 
in  addition  to  a palpable  nodule,  various  factors, 
such  as  age,  family  history  and  history  of  trauma 
and  lactation,  are  pertinent.  The  greatest  age 


No.  of  Years 

No.  of  Cases 

Per  Cent 

21-30 

18 

1.6 

31-40 

154 

13.6 

41-50 

351 

31 

51-60 

330 

29.2 

61-70 

211 

18.7 

71-80 

60 

5.3 

-A.bove  80 

7 

06 

Number  of  cases  in  • 

which  age  was  stated 

1,131 

Table  1.  Ag-e  incidence  of  malignant  tumors  of  the 
heart. 


incidence  of  cancer  of  the  breast  is  generally 
placed  in  the  decade  between  forty-six  and  fifty- 
six  years.  So  often  has  this  statement  been  made 
that  there  is  danger  of  overlooking  the  fact  that 
cancer  of  the  breast  may  occur  at  any  age.  In  our 
own  series  of  cases  the  range  has  been  from 
twenty  to  eighty-seven  (table  I). 

The  family  history  or  the  history  of  any  pre- 
vious injury  to  the  breast  may  be  helpful  in  de- 
termining whether  or  not  the  lesion  is  likely  to 
be  malignant.  As  has  already  been  stated,  the 
absence  of  pain  or  of  palpable  glands  does  not 
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indicate  that  malignant  disease  is  absent.  Hence 
the  only  safe  procedure  is  to  remove  all  breast 
tumors. 

A patient  in  whom  a benign  lesion  has  been 
found  should  be  urged  to  report  regularly  in 
order  that  any  change  in  the  breasts  or  glands 
may  be  noted  by  the  surgeon.  This  is  particularly 
necessary  in  those  cases  in  which  fibroadenomata 
have  been  found,  for  tumors  of  this  type  show  a 
greater  tendency  to  malignant  degeneration  than 
any  of  the  other  primarily  benign  tumors  of  the 
breast.  Bunts  has  cited  an  interesting  example 
of  this  tendency  of  fibroadenomata  and  of  the 
suggestion  of  their  congenital  origin  in  “the  cases 
of  two  young  women,  twins,  twenty-eight  years 
of  age,  each  of  whom  had  a small  hard  tumor  in 
the  upper  outer  quadrant  of  the  right  breast.  A 
local  removal  of  each  was  made.  In  one,  micro- 
scopic examination  showed  malignant  degenera- 
tion and  a radical  operation  was  performed,  but 
an  abdominal  recurrence  ended  the  patient’s  life 
a little  more  than  a year  later.  In  the  other  case, 
no  malignant  changes  were  found  and  no  sub- 
sequent malignancy  followed.” 

PATHOLOGY 

Both  breasts  are  affected  by  carcinoma  about 
equally.  The  most  common  varieties  of  malig- 
nancy found  in  the  breast  are  the  ( 1 ) scirrhus, 
(2)  medullary  and  (3)  adenocarcinoma,  the 
adenocarcinoma,  the  scirrhus  type  being  more 
frequent  and  comprising  about  half  the  cases. 
Lewis  in  reviewing  the  cases  at  Johns  Hopkins 
found  that  the  length  of  life  in  patients  with 
medullary  carcinoma  was  less  than  that  of  those 
having  scirrhus  or  adenocarcinoma  but  also  the 
percentage  of  local  recurrence  was  greater  in  the 
scirrhus  type.  However,  this  may  be  due  to  the 
fact  that  they  lived  longer  and,  therefore,  could  be 
observed  over  a longer  period  of  time. 

There  is  another  type  of  malignancy  of  the 
breast  which  needs  mention,  that  is,  Paget’s  dis- 
ease, described  by  Sir  James  Paget,  in  which  there 
appears  an  eczema  at  the  nipple  and  areola.  He 
considered  it  to  be  a chronic  irritation  and  fore- 
runner of  cancer  of  the  breast.  He  felt  that  this 
lesion  caused  a degeneration  in  the  tissues  and 
favored  the  formation  of  cancer.  In  all  of  his 
fifteen  cases  cancer  of  the  breast  developed  sub- 
sequently. This  theory  was  accepted  for  a con- 
siderable time  until  1881,  when  Thin  differed 
from  Paget’s  explanation  and  felt  that  cancer  was 
present  from  the  first,  beginning  in  the  galac- 
tophorous  ducts  and  involving  the  epidermis  sec- 


ondarily by  direct  invasion.  At  any  rate,  this  dis- 
ease is  definitely  malignant,  the  only  question  be- 
ing as  to  its  pathogenesis.  Therefore,  radical 
operation  is  indicated  in  all  such  cases. 

PROGNOSIS 

There  is  no  definite  rule  for  determining  the 
prognosis  in  any  given  case  of  carcinoma  of  the 
breast.  The  duration  of  life  depends  upon  the 
age  of  the  patient,  the  type  of  malignancy,  the  size 
and  location  of  the  tumor,  the  extent  of  glandu- 
lar involvement,  the  extent  and  scope  of  the 
operation,  etc. 

The  younger  the  patient,  the  less  favorable  the 
prognosis ; in  older  patients  the  prognosis  is 
more  hopeful.  Cancer  in  a lactating  breast  usually 
develops  rapidly  with  a fatal  outcome.  The 
glandular  involvement  indicates  the  degree  of 
energy  of  the  growth  or  the  resistance  of  the  pa- 
tient to  its  encroachments  or  both,  and  if  the  pro- 
cess in  the  glands  is  diffuse  and  extensive,  the 
prognosis  is  correspondingly  poor.  The  medul- 
lary type  of  carcinoma  is  known  to  be  the  most 
malignant,  and  the  prognosis  in  cases  in  which 
the  growth  is  of  the  scirrhous  or  adenomatous 
type  is  definitely  more  favorable.  Of  course,  the 
prognosis  has  improved  with  improvement  in 
surgical  technic,  but  I believe  that  whatever  im- 
provement in  surgical  results  may  be  obtained  in 
the  future  will  have  to  come  from  earlier  diag- 
nosis and  treatment  rather  than  from  more  ex- 
tensive operation. 

TREATMENT 

The  evolution  of  the  modern  radical  operation 
for  cancer  of  the  breast  has  kept  pace  with  the 
clearer  understanding  of  the  local  dissemination 
of  cancer  cells.  Moore  of  Edinburgh,  in  1867, 
recommended  the  removal  of  the  pectoralis  major 
muscle.  This  principle  was  carried  out  in  this 
country  by  Gross  of  Philadelphia.  He  reported 
10.5  per  cent  of  cases  cured  for  three  years,  that 
is,  51  out  of  485.  Today  we  are  not  satisfied 
with  a three-year  period  of  freedom  from  recur- 
rence as  constituting  a cure. 

Moore  was  probably  the  first  to  enunciate  the 
principles  of  metastases  and  their  practical  ap- 
plication to  the  surgical  treatment  of  cancer  of 
the  breast.  The  persistent  theory  in  Moore’s  day 
was  that  malignancy  is  a systemic  disease  and  we 
must  admire  his  courage  and  boldness  in  break- 
ing away  from  that  generally  accepted  theory. 
From  this  time  a considerable  investigation  was 
carried  on  with  regard  to  pathogenesis  of  tumor 
and  dessimination  of  cancer.  Suffice  it  to  say  that 
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we  are  indebted  to  Handley  for  the  basic  theory 
of  the  radical  operation  (theory  of  centrifugal 
lymphatic  permeation)  and  to  Halstead  for  the 
practical  application  of  the  theory  and  for  the 
perfection  of  the  method  of  operation. 

The  enormous  percentage  of  local  recurrences 
shown  by  statistics  before  systematic  axillary  dis- 
section had  come  into  use  convinced  Halstead  that 
much  of  the  fault  must  be  due  to  simple  removal 
of  the  cancer-laden  tissue.  He  advised  the  re- 
moval of  the  entire  pectoralis  major  muscle  so 
that  the  dissected  tissue  could  be  removed  in  one 
piece,  thus  avoiding  transplantation  which  might 
come  from  the  division  of  these  tissues.  The 
prevalent  operation  today  is  based  on  Halstead’s 
original  procedure  with  few  changes.  The  most 
significant  modification  is  that  of  beginning  the 
dissection  at  the  apex  of  the  axilla  rather  than 
from  below.  This  was  advocated  by  Rodman  and 
others  who  felt  that  it  avoided  traumatic  dis- 
semination of  the  cancer  cells  by  manipulation  of 
the  breast  before  the  axilla  was  cleaned  out. 
Personally  I feel  that  dissection  of  the  vein  and 
axilla  can  be  much  better  done  after  the  breast 
is  displaced  with  the  muscles  intact.  This  is 
especially  true  in  the  obese  patient. 

Lewis  and  Reinhoff  point  out  a very 
significant  fact,  that  is,  that  a large  ma- 
jority of  local  recurrences  occur  at  or  near  the 
scar,  which  means  that  they  were  present  or  due 
to  reinoculation  at  the  time  of  operation.  They 
also  show  that  postoperative  longevity  was  in- 
creased in  cases  in  which  skin  graft  was  done, 
the  average  postoperative  life  being  eight  months 
longer  than  in  cases  in  which  the  skin  was  ap- 
proximated. This  does  not  mean  that  the  skin  has 
to  be  grafted  in  all  cases,  but  it  does  mean  that 
cases  must  be  individualized,  studied  carefully  and 
that  the  lesion  must  be  widely  removed. 

At  the  Cleveland  Clinic  no  one  type  of  opera- 
tion is  used  exclusively.  Some  prefer  to  clean 
out  the  axilla  first,  then  remove  the  breast  as  ad- 
vocated by  Rodman ; others  use  the  Halstead  type 
of  operation,  displacing  the  breast  first  and  then 
dissecting  out  the  axilla.  In  both  procedures  the 
entire  mass  is  removed  in  one  piece  and  there  is 
no  apparent  difference  in  the  end-result  so  long 
as  the  growth  is  removed  completely.  I think  it  is 
well  to  design  the  incision  in  the  axilla  in  such  a 
way  as  not  to  interfere  with  the  function  of  the 
arm  postoperatively.  According  to  a review  pub- 
lished recently  by  Crile,  recurrences  in  the  sk’n 
and  chest  are  reported  in  6.5  per  cent  of  cases. 


which  probably  is  not  excessive.  ^Metastasis  to  the 
bones  occurred  in  15  per  cent  of  cases,  to  the 
lungs  in  18.5  per  cent,  and  the  other  breast  be- 
came involved  in  12  per  cent  (table  2). 


1 

All  Other 

Total  No.  of  Cases 

Carcinoma 

Malignant 

Tumors 

Cases  available  for  end-result  data  523  Per  Cent  32 

3-5  year  survivals 

284—54.3 

23 

5-10  year  survivals 

196—37.4 

21 

10  year  survivals 

83—15.8 

11 

Table  2.  End-results  of 
tumors  of  the  breast. 

operation  for 

malignant 

RADIATION 

THERAPY 

As  for  postoperative  radiation,  Portmann  by 
extensive  statistical  study  of  the  comparative  re- 
sults of  operations  for  cancer  of  the  breast  with 
and  without  postoperative  irradiation  has  con- 
vinced us  that  ( 1 ) the  average  natural  duration 
of  life  for  a patient  with  carcinoma  of  the  breast 
is  three  years;  (2)  as  a result  of  radical  operation 
about  38  per  cent  of  the  cases  will  be  free  from 
the  disease  for  the  natural  duration  of  life  and 
the  average  survival  for  five  years  will  amount  to 
about  30  per  cent;  (3)  intensive  crossfire  post- 
operative irradiation  is  harmful  but  as  the  result 
of  repeated  superficial  doses  at  least  10  per  cent 
more  patients  may  be  expected  to  survive  for  five 
years  than  those  not  subjected  to  radiation  treat- 
ment; (4)  gratifying  results  may  be  obtained 
from  radiation  in  some  hopelessly  advanced  cases 
of  carcinoma  of  the  breasi 

CONCLUSIONS 

Physicians  must  be  on  the  alert  constantly  and 
must  strive  to  increase  their  ability  to  recognize 
malignant  growths,  or  those  potentially  malignant, 
as  early  as  possible. 

The  public  must  be  educated  to  realize  that  any 
lump  in  the  breast  requires  immediate  medical 
advice,  and  the  rank  and  file  of  the  medical  pro- 
fession must  recognize  the  fact  that  operation  in 
all  questionable  cases  must  not  be  delayed. 

The  Halstead  operation  with  its  modifications 
has  brought  surgical  treatment  of  lesions  of  the 
breast  to  its  highest  efficiency,  and  further  de- 
velopments must  come  from  the  improvement  of 
methods  of  prevention  and  of  diagnosis. 

Postoperative  irradiation  lengthens  the  dura- 
tion of  life  in  a considerable  proportion  of  cases. 

The  ultimate  prognosis  varies  with  each  in- 
dividual case  and  is  dependent  upon  the  age  of 
the  patient,  upon  the  family  history,  upon  the 
type  of  carcinoma  found,  upon  how  early  the 
operation  is  performed,  and  upon  whether  or  not 
complete  extirpation  of  the  neoplasm  is  possible. 
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PATENT  MEDICINE  BROADCASTING 

The  radio  has  become  as  essential  a feature  of 
the  household  equipment  as  the  sewing  machine 
and  electric  washer.  Its  chief  handicap  is  the 
fact  that  the  possessor  is  at  the  mercy  of  the 
broadcaster  for  the  programs  to  which  he  must 
listen.  Since  the  multitude  of  listeners  must  fol- 
low the  policy  of  either  take  it  or  leave  it,  the 
broadcaster  can  exercise  his  own  judgment  as  to 
what  is  dealt  out  to  his  helpless  auditors.  Nat- 
urally such  an  opportunity  is  seized  with  avidity 
by  those  commercial  individuals  who  seek  to  force 
their  wares  upon  an  inanimate  audience  who  have 
no  choice  as  to  the  methods  by  which  the  contribu- 
tions are  offered  them.  This  system  provides  an 
ideal  outlet  for  the  conscienceless  promoter  of 
patent  medicines.  The  roll  played  by  pepsodent 
in  imposing  upon  the  masses  the  outrageous  and 
groundless  claims  for  its  efficiency  is  known  to 
everybody.  Hooked  up  to  an  attractive  program, 
such  a product  can  be  transmitted  willy  nilly  to 
an  army  of  patient  listeners. 

While  the  patent  medicine  field  presents  abun- 
dant lurid  illustrations  of  extravagant  and  im- 
possible claims  of  curative  results,  at  the  present 
time  radio  listeners  in  this  section  are  regaled 
with  the  exuberant  propaganda  expending  itself 
on  mineral  water  products.  At  stated  intervals 
the  vigilant  producers  of  Crazy  Crystals,  extrac- 
ted from  the  Texas  soil,  proclaim  the  virtues  of 
this  mineral  water  and  its  constituent  salts  for 
the  relief  and  cure  of  a large  propotion  of  the  ills 
to  which  the  human  system  is  heir.  A close 
second  is  found  in  Cal-Spa,  a home  product  from 
the  depths  of  the  earth  near  Eugene,  Oregon.  The 
gracious  therapeutist  who  promotes  the  curative 
powers  of  this  salty  product  conveys  the  impres- 
sion that  it  will  effectively  contol  ailments  rang- 
ing from  eczema  to  pernicious  anemia  and  Pott’s 
disease.  The  purveyors  of  these  blessings  from 
mother  earth,  which  they  claim  nature  has  pro- 
duced in  the  perfected  form  in  which  they  are 
offered  the  gullible  public,  agree  in  ascribing  their 
virtues  to  the  constituent  salts  which  have  a magic 


effect  in  dispelling  these  specified  illnesses,  re- 
gardless of  the  pathology  or  bacteriology  which 
may  accompany  them.  While  this  radio  broad- 
cast is  productive  of  risibility  on  the  part  of 
physicians,  the  credulous  public  in  large  numbers 
believe  they  are  listening  to  competent  authority, 
especially  if  their  illnesses  are  such  as  have  re- 
ceived an  uncertain  prognosis  and  the  expecta- 
tions of  cure  are  doubtful. 

When  one  in  a state  of  aggravation  asks  the 
question,  "what  are  you  going  to  do  about  it,” 
he  gets  about  so  far  and  no  farther.  The  answer 
is  apparently,  "nothing.”  Certain  United  States 
laws  aim  to  check  the  publication  of  false  and  im- 
possible claims  of  curative  powers  of  adver- 
tized products,  but  thus  far  this  limitation  has 
not  been  applied  to  their  transmission  through  the 
air.  A recent  announcement  has  been  made  that 
the  advertising  industry  itself  is  taking  steps  to 
clean  house  in  the  way  of  suppressing  advertis- 
ing with  misleading  exaggerations,  offences  to 
public  taste,  valueless  testimonials  and  similar  de- 
ceiving procedures  in  the  advertising  field.  In 
course  of  time,  when  similar  broadcasting  of- 
fences have  become  sufficiently  emphasized,  it  is 
possible  claims  of  curative  powers  of  adver- 
be  hoped  for  in  its  field  of  publicity.  If  one’s 
patience  reaches  the  breaking  point  which  sur- 
passes his  power  of  endurance,  he  has  the  priv- 
ilege of  protesting  to  the  broadcasting  officials, 
and  if  such  protests  are  sufficiently  numerous, 
relief  might  be  anticipated. 


SEX  AND  DISEASE 

The  relationship  of  sex  to  disease  has  been  ac- 
cepted rather  empirically  without  making  an  ac- 
curate inquiry  into  authentic  ratios.  Recently 
Allen^  reported  a study  of  the  records  of  about 
300,000  cases  at  a large  clinic.  He  showed  that 
most  diseases  of  the  gastrointestinal  tract,  of  the 
lung  and  upper  part  of  the  respiratory  tract  and 
of  the  blood  vessels  and  heart  affect  males  more 
frequently  than  females.  Similarly,  a preponder- 
ance was  shown  for  diseases  of  the  bones,  joints 
and  urinary  tract.  Contrawise,  functional  ner- 
vous diseases,  such  as  chronic  nervous  exhaustion, 
hysteria,  migraine,  hypertension,  exophthalmic 
goiter  and  Raynaud’s  disease,  were  found  much 
more  commonly  in  females  than  males. 

In  opposition  to  national  mortality  figures,  it 
was  determined  that  in  the  early  years  of  life  the 

1.  Adden,  E.  V.:  The  Relationship  of  Sex  to  Disease. 
Proceed.  Staff  Meet.  Mayo  Clinic,  8:213-216,  April,  5, 
1933. 
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higher  mortality  of  males  over  that  of  females  is 
as  great  as  that  in  the  middle  age  or  old  age 
groups.  This  is  true,  even  through  the  environ- 
mental factors  are  the  same  for  both  sexes  in  in- 
fancy and  childhood.  It  is  thought  that  there  is 
an  inherent  weakness  in  the  male.  Intrauterine 
death  rate  is  greater  and  congenital  deformities 
are  found  more  commonly  in  males  than  m fe- 
males. One  might  offer  in  explanation  that  males, 
being  numerically  less  important  in  propagation, 
are  endowed  with  less  vitality,  and  still  it  is  a 
strange  paradox  to  permit  them  to  be  born  in 
superabundance  only  to  begin  immediately  their 
reduction  in  number  by  death. 

It  is  hypothesized  that  the  male,  being  more 
highly  specialized  in  development,  is  more  sus- 
ceptible to  disease.  His  metabolism  is  2 to  4 per 
cent  higher  than  that  of  the  female.  Catabolism 
is  higher  in  the  male  and  anabolism  in  the  female. 
This  increased  catabolic  tendency  may  lower  his 
resistance  to  disease.  Whatever  the  relationship 
is  of  sex  and  disease,  it  seems  very  definite  that 
there  exists  a sex-linked  inferiority  of  the  male 
which  influences  unfavorably  his  resistance  to 
disease  during  all  ages. 

Various  therapeutic  endeavors  need  to  be  more 
carefully  studied  from  the  standpoint  of  the  in- 
fluence of  sex  on  them.  Enlightenment  on  the 
differences  in  physiologic  and  chemical  processes 
of  the  two  sexes  is  urgently  needed.  Better 
medical  statistics  should  be  propounded.  Hemo- 
philia, purely  a male  disease,  usually  can  be  ade- 
quately treated  by  ovarian  substance.  The  use 
of  preparations  of  organs  which  determine  fe- 
male sexual  characteristics  may  in  the  future 
prove  valuable  in  the  treatment  of  thromboangi- 
itis obliterans,  arteriosclerosis,  gout  and  angina 
pectoris,  while  male  sex  glands,  administered 
therapeutically  to  the  female,  may  favorably  in- 
fluence functional  nervous  disturbances,  migraine 
and  Raynaud’s  disease. 


.4NNU.\L  MEETING  OF  WASHINGTON 
STATE  MEDICAL  ASSOCIATION 
The  annual  meeting  of  Washington  State 
Medical  Association  will  be  held  this  year  in 
Seattle,  August  28-30.  Headquarters  will  be  at 
the  Olympic  Hotel,  where  the  meetings  will  be 
conducted  and  the  registration  taken  care  of. 
Those  planning  to  attend  the  meeting  are  ad- 
vised to  make  their  hotel  reservations  as  early  as 
possible. 

The  general  plan  of  the  meeting  will  be  the 
presentation  of  scientific  papers  by  four  guest 


speakers  and  the  balance  from  members  of  the 
State  Association.  The  guest  speakers  will  be 
Dr.  Eldridge  L.  Eliason,  clinical  professor  of 
surgery  at  University -..■•of  Pennsylvania,  who 
will  feature  industrial  surgery;  Dr.  Ralph  C. 
Brown,  clinical  professor  of  medicine  at  the  Uni- 
versity of  Chicago;  Dr.  Herman  L.  Kretschmer, 
clinical  professor  of  urology  at  the  University  of 
Chicago  and  Dr.  Ralph  A.  Fenton,  clinical  pro- 
fessor of  otolaryngology  at  University  of  Ore- 
gon, whose  jiaper  will  cover  the  present  trend  of 
the  treatment  of  sinus  disease.  These  men  are 
all  excellent  teachers,  and  have  been  chosen  from 
the  younger  group  of  professors.  Most  of  them 
plan  to  make  their  visit  a vacation,  and  it  is 
hoped  that  former  students  of  these  men  in 
Washington  will  give  them  a most  cordial  wel- 
come, helping  to  arrange  for  their  entertainment. 

Monday,  the  first  day  of  the  meeting,  will  be 
devoted  to  the  activities  of  the  Washington  State 
Medical  Golf  Association.  The  tournament  will 
be  conducted  at  Broadmoor  Golf  Club,  which 
will  prove  very  convenient  as  it  will  only  require 
five  or  ten  minutes  to  reach  the  golf  links  from 
the  Olympic  Hotel.  A good  registration  for  the 
golf  tournament  should  be  possible,  and  this 
very  sociable  feature  of  the  annual  meeting  is 
looked  forward  to  by  most  golfers  with  keen  in- 
terest. 

In  addition  to  the  scientific  program  the  first 
morning  will  be  devoted  to  committee  reports, 
meeting  of  the  House  of  Delegates  and  important 
economic  issues.  A large  scientific  exhibit  has 
been  planned  and  also  a commercial  exhibit  will 
be  conducted  in  the  lounge  of  the  Spanish  Ball- 
room of  the  hotel.  Arrangements  will  be  made  to 
have  this  a part  of  the  regular  program  so  that 
visiting  these  very  interesting  booths  will  not  in- 
terfere with  the  regular  papers.  Breakfast  clinics 
have  also  been  arranged  with  Harborview  Flospi- 
tal.  These  will  start  at  seven  or  seven-thirty. 
Directly  after  breakfast  visitors  will  be  taken  to 
the  various  departments  and  shown  the  latest 
technic  in  fracture  setting,  fracture  appliances 
and  spinal  anesthesia  technic.  Interesting  cases 
of  the  various  specialties  will  be  presented.  Out 
of  these  clinics  it  is  hoped  there  will  be  some- 
thing for  each  visitor  to  carry  away  with  him 
which  will  be  worthwhile  Physicians  of  King 
County,  who  will  play  hosts  this  year,  extend 
their  most  cordial  invitation  to  every  doctor 
throughout  this  and  neighboring  states  to  come 
and  play  golf,  participate  in  the  clinics  and  dis- 
cuss the  papers. 
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The  Women’s  Auxiliary  To  American  Medical 
Association  will  hold  its  annual  meeting  at  Milwaukee, 
Wis.,  June  12-16,  in  connection  with  the  annual  meet- 
ing of  American  Medical  Association.  An  interesting 
program  has  been  announced,  comprising  a series  of 
luncheons  and  dinners  for  delegates  and  friends.  Gen- 
eral meetings  will  be  held  each  morning  for  the  discus- 
sion of  affairs  of  the  organization.  Excursion  trips  are 
provided  for  which  will  enable  visitors  to  observe  the 
many  attractions  of  that  part  of  Wisconsin. 


OREGON 

Reorganization  Of  Hospital.  Pacific  Christian 
Hospital  of  Eugene,  the  largest  and  best  equipped  in 
the  state  outside  of  Portland,  has  been  taken  over  by 
a group  of  physicians.  It  will  be  known  as  Pacific 
Hospital,  Inc.  They  have  purchased  it  from  the  trus- 
tee of  International  Bible  Association  for  $75,000.  The 
trustees  will  be  Drs.  D.  C.  Standard,  president;  W.  H. 
Dale,  vice-president;  and  G.  S.  Beardsley,  Secretary. 
The  hospital  will  be  prepared  to  care  for  all  classes 
of  patients  at  the  service  of  all  regular  practitioners. 
The  manager  of  the  hospital  will  be  Mr.  Paul  Briggs 
who  has  served  as  manager  of  Corvallis  General  Hos- 
pital, where  he  has  been  located  for  a number  of  years. 

Proposed  Hospital  Addition.  The  sheriff  of  Mult- 
nomah County  has  proposed  the  addition  of  a psycho- 
pathic wing  to  the  county  hospital  at  Portland.  In  the 
absence  of  suitable  accommodations  it  is  now  neces- 
sary to  house  the  insane  at  the  county  jail.  This 
antiquated  treatment  is  being  supplanted  in  many  parts 
of  the  country  by  suitable  hospital  accommodations. 
The  proposal  of  such  an  addition  meets  with  favor 
among  all  interested  in  caring  for  this  class  of  patients. 

Personal  Physician  To  The  President.  Ross  Mc- 
Intyre, whose  boyhood  home  was  in  Salem,  is  the  offi- 
cial physician  to  President  Roosevelt.  After  graduat- 
ing from  Willamette  University  Medical  School  he 
practiced  in  Independence.  He  entered  the  United 
States  Navy  in  1917,  where  he  attained  the  rank  of 
Commander.  He  has  been  appointed  official  physician 
to  the  president,  succeeding  Dr.  Boone,  President 
Hoover’s  physician,  who  has  been  assigned  to  duty  on 
the  Pacific  Coast. 

Appointed  County  Physician.  At  a meeting  of  the 
Lemhi  county  commissioners  at  Salem,  April  10,  F. 
S.  Wright  of  that  city  was  reappointed  county  physi- 
cian, which  position  he  has  held  for  the  past  two  years. 
The  appointment  followed  competitive  bidding  for  the 
position. 

Oregon  State  Medical  Society  will  hold  its  annual 
meeting  this  year  October  26-28.  The  meeting  is 
scheduled  for  Portland. 


WASHINGTON 

New  Hospital  Organization.  Washington  State 
Hospital  Conference  was  organized  April  7 at  Harbor- 
view  Hospital,  Seattle.  Its  purpose  is  to  provide  an 
organization  through  which  problems  of  hospital  or- 
ganization may  be  discussed.  The  president  is  Mr. 
C.  J.  Cummings,  superintendent  of  Tacoma  General 
Hospital.  Vice-presidents  are  Sister  Gabriel,  of  Sisters 
of  Charity  of  Providence  of  Seattle  and  K.  H.  Van 
Norman,  superintendent  of  Harborview  Hospital.  A.  C. 
Jordan,  assistant  superintendent  of  Harborview 
Hospital,  was  elected  secretary-treasurer. 

New  Maternity  Hospital.  A maternity  hospital 
and  clinic  to  handle  charity  cases  or  those  able  to  pay 
only  a small  fee  is  to  be  established  in  Seattle,  where 
it  will  have  the  approval  of  King  County  Medical  So- 
ciety which  will  not  have  jurisdiction  over  it.  It  will 
be  located  in  a former  residence  with  twelve  rooms 
available  for  obstetric  work.  Geo.  W.  Beeler  is  the 
originator  of  the  plan  and  will  supervise  its  adm.inis- 
t rat  ion. 

Improved  Indi.\n  Hospital  Desired.  A movement  has 
been  inaugurated  to  outfit  one  of  the  buildings  at 
Tulalip  Indian  Reservation  adjacent  to  Everett,  pro- 
viding a hospital  of  one  hundred  beds.  Isolation  wards 
are  especially  required  to  care  for  the  tribes  in  the 
area  under  the  Tulalip  Agency  supervision.  This  in- 
stitution would  serve  the  Indians  from  Canada  to  Ta- 
coma and  from  the  ocean  to  the  Cascades. 

New  County  Hospital.  A new  Clark  County  Hos- 
pital at  Vancouver  was  opened  for  public  inspection 
last  month.  It  was  constructed  from  the  old  pest 
house  by  additions  and  remodeling  at  a cost  of  $8,000. 
It  will  accomodate  thirty  patients.  The  hospital  staff 
will  be  composed  of  eleven  persons  with  R.  W.  Arm- 
strong, county  indigent  physician,  in  charge. 

Hospital  Board  of  Trustees  In  Control.  The  con- 
troversy between  the  trustees  of  Harborview  Hospital 
of  Seattle  and  the  board  of  county  commissioners  as 
to  which  shall  control  the  hospital  affairs  was  settled 
last  month  by  Superior  Court  Judge  James  B.  Kinne. 
The  commission  brought  an  ouster  action  against  Karl 
H.  Van  Norman,  superintendent,  but  the  court  quashed 
this  action,  sustaining  a recent  legislative  act  which 
rested  the  power  of  dismissal  with  the  trustees  rather 
than  county  commissioners. 

Hospital  Renamed.  Martha  Washington  Hospital 
of  Seattle  has  had  its  name  changed  to  Maynard  Hos- 
pital in  honor  of  Seattle’s  first  physician.  Dr.  David  S. 
Maynard,  who  crossed  the  plains  and  settled  in  Olym- 
pia in  1850,  locating  at  Alki  Point  in  1852,  before  Se- 
attle had  yet  come  into  existence.  He  died  in  1873.  He 
established  Seattle’s  first  hospital.  E.  Weldon  Young 
is  chief  of  staff  of  the  renamed  hospital. 

County  Health  Work  Distributed.  The  Commis- 
sioners of  Lewis  County  have  adopted  a plan  by  which 
six  physicians  will  do  county  health  work.  L.  G.  Steck 
of  Chchalis  will  be  health  officer,  with  assistants  in 
Centralia,  Winlock,  PeEll,  Morton  and  Toledo. 
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T.-\com.\  Surgic.\l  Society  held  a successful  meeting 
April  8 with  more  than  one  hundred  visitors  from  Se- 
attle, Portland  and  other  cities.  The  guest  of  the  oc- 
casion was  Emil  F.  Holman,  professor  of  surgery  at 
Stanford  University.  The  program  covered  a morning 
session  in  the  anatomic  laboratory  of  Tacoma  General 
Hospital,  with  afternoon  sessions  in  the  auditorium  of 
Medical  Arts  Building  and  a dinner  at  the  Union  Club, 
at  which  Dr.  Holman  delivered  an  address. 

Resigns  As  Director  of  Health.  A.  E.  Stuht,  who 
has  been  state  commissioner  of  health  during  the  eight 
j-ears  of  the  Hartley  administration,  has  presented  his 
resignation.  A.  U.  Simpson,  assistant  director  of 
health,  will  be  in  charge  of  the  department  until  a new 
director  has  been  appointed.  On  the  recommendation 
of  Surgeon-General  H.  S.  Gumming  of  the  Public 
Health  Service,  it  is  proposed  to  appoint  a nonpolitical 
director  and  remove  the  department  from  politics. 

Diphtheria  Immunization.  Grays  Harbor  Nurses 
Association  of  Aberdeen  has  undertaken  an  effort,  with 
the  assistance  of  the  doctors  of  the  county,  to  put 
in  effect  a complete  toxoid  immunization  of  the  resi- 
dents of  the  county,  including  preschool  children  and 
adults.  Eight  nurses,  working  at  twenty-six  clinics, 
have  already  innoculated  nearly  6000  persons. 

Reappointed  County  Health  Officer.  C.  L.  Dixon 
of  Renton  was  last  month  reappointed  county  health 
officer  by  King  County  Commissioners  for  a two-year 
term  beginning  July  1.  He  has  already  served  several 
terms  in  this  office. 

Appointed  Health  Commissioner.  J.  S.  McBride  of 
Seattle  was  last  month  reappointed  by  Mayor  John  F. 
Dore  as  city  health  commissioner  for  a term  of  five 
years.  He  has  just  completed  the  unexpired  term  of 
his  predecessor,  E.  T.  Hanley. 

County  Physician  Reappointed.  Yakima  county 
commissioners  have  reappointed  H.  S.  McGuinness  of 
Yakima  as  county  physician  and  Mary  L.  Allard  as 
superintendent  of  the  County  Hospital.  They  have  held 
their  respective  positions  for  more  than  three  and  a 
half  years. 

Rotation  of  County  Work.  One  of  the  Yakima 
County  commissioners  has  announced  a policy  of  rotat- 
ing the  medical  work,  having  appointed  C.  A.  Hughes 
of  Sunnyside  for  six  months  service.  Pic  will  care 
for  the  county  charity  work.  It  is  proposed  to  appoint 
a new  doctor  every  six  months  who  will  thus  work  as 
deputy  under  Lloyd  Moffitt,  county  health  officer. 

Battles  Burglar.  Louis  H.  Edmunds  of  Seattle  last 
month  had  an  exciting  encounter  with  a burglar.  Wak- 
ening to  find  the  intruder  in  his  room,  he  tackled  him 
in  the  hall,  both  rolling  down  stairs.  He  tackled  him 
a second  time,  going  out  the  dining  room  window  with 
him.  The  doctor  was  stunned  by  the  fall  and  on  re- 
covering found  the  burglar  had  departed,  leaving  be- 
lling his  shoes. 


IDAHO 

New  Hospital  Opened.  A new  hospital  was  last 
month  opened  at  Moscow,  which  was  a former  resi- 


dence. It  will  be  managed  by  nurses  of  experience  and 
will  be  known  as  the  Community  Hospital.  It  will  have 
accommodations  for  eleven  patients  and  will  be  effici- 
ently equipped  for  general  medical  and  surgical  treat- 
ment. 

Hospital  Lease  Rejected.  Last  month  John  R.  Mor- 
gan of  Twin  Falls,  who  has  been  experienced  in 
hospital  operation,  offered  to  lease  Twin  Falls  county 
general  hospital  for  a period  of  five  years  at  a rental 
of  $600  per  month.  The  rental  was  to  be  paid  by  caring 
for  county  indigents  and  other  county  patients  duly 
authorized.  The  proposal  was  rejected  by  the  county 
commissioners. 

T.  O.  Boyd,  pioneer  practitioner  of  Twin  Falls,  has 
returned  to  that  city  where  he  will  resume  the  practice 
of  medicine.  Twelve  years  ago  he  moved  to  Long 
Beach,  Calif.,  where  he  was  in  active  practice  in  addi- 
tion to  several  years  when  he  was  located  in  Los 
Angeles. 

Head  of  Athletic  Club.  R.  E.  Smedley  of  Burley 
has  been  elected  president  of  Burley  Athletic  Club 
which  has  been  recently  organized  for  the  purpose  of 
developing  physical  fitness  and  promoting  good  fellow- 
ship. 

County  Health  Officer.  E.  L.  Spohn  of  Coeur 
d’Alene  has  received  a two-year  contract  as  county 
health  physician  for  Kootenai  county. 


OBITUARIES 

Dr.  Christian  J.  Rohwer  of  Seattle,  Wash.,  died 
April  16  from  pulmonary  embolism,  following  an  oper- 
ation three  weeks  previously  for  carcinoma  of  the  sig- 
moid, aged  42  years.  He  was  born  in  Spangle  in  1891. 
.After  graduating  from  North  Central  High  School  in 
Spokane,  he  later  graduated  from  the  University  of 
Washington.  He  received  his  medical  degree  from 
University  of  Pennsylvania  in  1921.  He  was  intern  in 
a Denver,  Colo,  hospital  for  several  years,  following 
which  he  was  a fellow  in  neurology  at  the  Mayo  Clinic. 
After  specializing  for  two  years  in  psychiatry  in  New 
York,  Boston  and  Chicago,  he  located  in  Seattle,  five 
years  ago.  During  this  period  he  established  himself 
as  an  outstanding  specialist  in  the  field  of  psychiatry. 
He  was  of  an  attractive  personality,  beloved  by  pa- 
tients and  medical  friends.  His  death  is  a distinct  loss 
to  the  community. 

Dr.  Philip  S.  Henderlite  of  Pacific  Beach,  Wash., 
died  March  11,  aged  70  years.  He  was  born  in  Mis- 
souri. He  graduated  from  Barnes  Medical  College, 
St.  Louis,  in  1905.  For  many  years  he  practiced  at 
Kalispell,  Mont.  For  several  years  he  has  lived  at 
Pacific  Beach,  where  he  conducted  a drug  store  and 
practiced  medicine. 

Dr.  Hjalmer  M.  Berge  of  Everett,  Wash.,  died  at 
Laurel  Beach  Sanatorium,  Seattle,  from  tuberculosis 
after  three  years  illness,  April  10,  aged  37  years.  He 
was  born  in  1896  and  graduated  from  University  of 
Minnesota  Medical  School  in  1921.  He  formerly  prac- 
ticed in  Alaska  and  in  1925  located  in  Everett  as  der- 
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matologist  and  radiologist.  At  one  time  he  was  county 
physician  of  Snohomish  county. 

Dr.  John  Busby  of  Spokane,  Wash.,  died  March  10, 
aged  64  years,  from  cerebral  hemorrhage.  He  was  a 
native  of  Cumberland,  Ontario,  and  graduated  from 
McGill  University  Medical  School  in  1891.  He  prac- 
ticed for  many  years  in  Harrison  and  Coeur  d’Alene, 
Idaho.  For  the  past  thirteen  years  he  has  practiced  in 
Spokane.  He  had  a large  following  in  this  section  and 
in  northern  Idaho. 

Dr.  Jamee  R.  Harvey  of  Vale,  Ore.,  died  April  2 
at  Eugene  Hospital,  aged  73  years.  He  was  born  in 
Pleasantville,  Ind.,  in  1860.  He  graduated  from  Rush 
Medical  College,  Chicago,  in  1889.  He  began  practice 
in  Stillman  Valley,  111.,  where  he  continued  for  ten 
years.  He  then  moved  to  Sunnyside,  Wash.  Later  he 
moved  to  Eugene  where  he  practiced  until  later  lo- 
cating at  Vale. 

Dr.  Ch.\rles  E.  Bryant  of  Blackfoot,  Idaho,  died  at 
Pocatello,  April  2,  from  nephritis,  aged  84  years.  He 
graduated  from  Minneapolis  Hospital  College  of  Medi- 
cine in  1885  and  later  entered  Ann  Arbor  Medical  Col- 
lege. He  served  in  the  U.  S.  Cavalry  under  Gen. 
Custer,  fighting  against  Cheyenne  and  Dakota  Indians. 
Before  locating  in  Blackfoot,  fifteen  years  ago,  he 
practiced  at  Denver,  Col. 

Dr.  George  W.  Barber  died  at  Skokomish.  Wash., 
last  month  from  suicide  with  a revolver,  aged  91  years. 
He  began  practice  of  medicine  at  one  time  in  Nebraska. 
He  moved  to  Shelton  about  ten  years  ago,  later  living 
at  a home  for  the  aged  at  Skokomish. 


WOMAN^S  AUXILIARY 

OREGON 

The  Woman’s  Auxiliary  to  Portland  City  and  County 
Medical  Society  held  its  monthly  meeting  March  27 
at  the  residence  of  Mrs.  Charles  C.  Petheram.  Mrs. 
Frank  E.  Boyden,  president,  conducted  the  meeting. 
An  enjoyable  garden  talk  illustrated  by  colored  slides 
was  given  by  Mrs.  Frank  E.  Smith. 

A dinner  sponsored  by  the  Auxiliary  for  the  benefit 
of  the  Students  Loan  Fund  for  the  University  of  Ore- 
gon Medical  School  was  given  at  Heathman  Hotel  at 
seven  o’clock,  Tuesday  evening,  April  25.  Dr.  Fred- 
erick H.  Kiehle  presided.  The  speaker  of  the  evening 
was  Rabbi  Henry  J.  Berkowitz.  Mrs.  Berkowitz  sang, 
accompanied  by  Miss  Margaret  Notz.  The  Woman’s 
Auxiliary  sponsored  a poster  and  essay  contest  in  Mul- 
tonomah  County  High  Schools.  Several  beautiful  post- 
ers were  received,  some  of  which  were  on  exhibition 
on  the  mezzanine  floor  of  the  hotel. 


WASHINGTON 

“Spokane  Always  has  Opened  her  Heart”  is  the 
heading  of  an  editorial  in  the  Spokane  Herald,  giving 
due  credit  to  the  ladies  of  the  Spokane  County  Auxili- 
ary for  the  ‘‘smooth,  efficient,  and  businesslike  way’’ 
they  carried  to  success  the  tag-day  drive  for  the  benefit 
of  the  recent  California  earthquake.  We  rejoice  in  their 
success  who,  with  the  assistance  of  the  Fourth  District 


Nurses’  Association,  were  able  to  “open  the  hearts  as 
well  as  the  pocket-books  of  the  good  people  of  Spokane 
to  the  extent  of  oversubscribing  the  quota  of  $1500. 
by  $18.”  In  times  like  these  this  is  indeed  an  achieve- 
ment. Congratulations  to  the  General  chairman,  Mrs. 
Ralph  Hansen,  the  Auxiliary  chairman,  Mrs.  H.  N. 
Hamblen  and  Miss  Clara  Redeman,  president  of  the 
Fourth  District  Nurses’  Association. 

Our  most  able  State  Public  Relations  chairman.  Mrs. 
D.  H.  Nickson,  motored  to  Tacoma  to  review  before 
the  Pierce  County  Auxiliary  Paul  DeKruff’s  remark- 
able book  of  scientific  adventure,  “Men  Against  Death.” 

To  strengthen  the  newly  born  spirit  of  cooperation 
in  the  common  cause  of  public  well-being  as  entrusted 
to  the  medical  profession,  the  Oregon  State  and  Port- 
land Woman’s  Auxiliaries  have  invited  representatives 
of  the  Washington  State  Auxiliary  to  meet  with  them 
on  May  18.  Mrs.  H.  J.  Whitacre,  First  National  Vice- 
president,  Mrs.  Allison  T.  Wanamaker,  King  County 
Auxiliary  president,  and  Mrs.  O.  F.  Lamson.  Washing- 
ton State  Auxiliary  president  have  accepted  the  gener- 
ous invitations.  En  route  these  ladies  will  visit  the 
Auxiliaries  of  Lewis  County  meeting  in  Chehalis  and 
Vancouver. 

From  the  president  of  the  Wisconsin  Woman’s  Auxil- 
iary comes  a hearty  invitation  to  attend  the  forthcom- 
ing annual  meetings  of  the  A.M.A.  and  the  Woman’s 
Auxiliary  in  Milwaukee,  June  12-16.  Her  charmingly 
worded  invitation,  “Milwaukee  invites  you,”  published 
in  all  State  Medical  Journals,  should  be  read  with 
responsive  spirit.  If  you  are  fortunate  to  be  able  to 
answer,  ‘Milwaukee,  I am  coming,”  send  your  accep- 
tance to  the  general  convention  chairman,  Mrs.  Rock 
Sleyster,  1220  Dewey  Avenue,  Wauwatosa,  Wisconsin. 
She  will  make  all  necessary  arrangements  for  your 
comfort  and  entertainment. 

As  an  additional  inducement  to  turn  eastward  in 
June  comes  the  announcement  from  the  Chicago  Auxili- 
ary that  extensive  plans  are  being  made  for  wives  of 
physicians  attending  the  ‘‘World’s  Fair — Century  of 
Progress”  in  Chicago.  By  the  generosity  of  Dr.  E.  J. 
Ciarey  of  Milwaukee,  who  is  in  charge  of  the  Hall  of 
Science,  space  has  been  secured  for  an  information 
bureau. 

Woman’s  Auxiliary  of  Skagit  County  Medical  So- 
ciety held  a meeting  at  Anacortes,  March  27.  Mrs. 
Stanley  Holton  of  Sedro  Woolley  read  a paper  on 
“Tuberculosis  in  Washington”.  Members  of  the  aux- 
iliary responded  to  roll  call  with  new  discoveries  in 
medicine.  Mrs.  E.  C.  Ruge  has  been  appointed  mem- 
ber of  the  State  Medical  Auxiliary  which  will  select 
officers  of  the  state  medical  association. 


REPORTS  OF  SOCIETY 
MEETINGS 

OREGON 

JACKSON  COUNTY  MEDICAL  SOCIETY 
Pres.,  R.  W.  Stearns ; Secty.,  E.  W.  Shocklen 
Jackson  County  Medical  Society  held  a meeting  in 
Medford,  April  5,  at  Hotel  Medford.  Thirty  physicians 
were  in  attendance. 
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The  guest  of  the  evening  was  Robert  C.  Coffey  of 
Portland,  who  gave  an  interesting  review  of  his  recent 
trip  abroad.  On  that  trip  he  presented  papers  on  his 
work  of  anastomosing  the  ureters  to  the  bowel  before 
academies  in  London,  Edinburgh,  Paris,  Rome,  and 
Vienna.  He  gave  an  interesting  account  of  his  trip, 
discussing  social,  economic  and  political  as  well  as 
medical  conditions. 


UMATILLA  COUNTY  MEDICAL  SOCIETY 
Pres..  E.  O.  Parker;  Secty.,  G.  L.  McBee 
Umatilla  County  Medical  Society  held  a meeting  at 
Pendleton,  April  4,  at  St.  Anthony’s  hospital,  preceded 
by  a dinner.  There  were  eighteen  doctors  in  attendance, 
including  members  from  towns  in  that  part  of  the  state. 
G.  L.  Boyden  of  Portland  gave  an  address  on  “Sinus 
and  Antrums.’’  Marr  Bisaillon  of  Portland  discussed 
“The  Respiratory  Organs.” 


WASHINGTON 

CLALLAM  COUNTY  MEDICAL  SOCIETY 
Pres.,  J.  L.  McFadden;  Secretary.,  W.  H.  Taylor 
The  annual  meeting  of  Clallam  County  Medical  So- 
ciety was  held  at  Port  Angeles,  April  25. 

The  program  consisted  of  a symposium  on  ‘‘Early 
Diagnosis  of  Tuberculosis,”  conducted  by  Fred  Slyfield 
and  John  E.  Nelson  of  Laurel  Beach  Sanatorium,  Se- 
attle. This  was  interesting  and  instructive. 

The  following  officers  were  elected  for  the  ensuing 
year:  President,  Walter  J.  Taylor,  Port  Angeles;  vice- 
president,  U.  S.  Ford,  Forks;  secretary-treasurer.  Will 
H.  Taylor,  Port  Angeles;  delegate  to  State  Medical 
Society  meeting,  J.  L.  McFadden,  alternate,  D.  E.  Mc- 
Gillivray,  both  of  Port  Angeles. 


KING  COUNTY  MEDICAL  SOCIETY 
Pres.,  C.  E.  Gray;  Secty.,  V.  W.  Spickard 

A regular  meeting  of  King  County  Medical  Society 
was  held  April  3 at  8:15  p.m.  in  the  auditorium  of  the 
Medical  Dental  Bldg.,  Seattle,  President  Connor  Gray 
presiding.  Minutes  of  the  regular  meeting  of  March 
20  w'ere  read  and  approved. 

The  following  were  elected  to  membership : A.  E. 
Baldwin,  E.  C.  Guyer,  Kiniche  Ide  and  E.  A.  Reiswig. 
The  following  applications  for  membership  were  read ; 
J.  A.  Mahan,  H.  M.  Shaw  and  F.  A.  Tucker. 

A paper  was  read  by  R.  Ray  Jones  on  “An  Efficient 
Treatment  of  Bee  Sting.”  The  anatomy  of  the  bee  and 
his  stinging  apparatus  were  described,  and  the  char- 
acter of  the  api  toxin  was  discussed.  The  exact  com- 
position of  this  most  irritating  substance  is  not  known. 
A person  stung  ordinarily  develops  an  antigen.  If  one 
has  become  sensitized  and  not  rendered  immune  he  may 
die  from  anaphylactic  reaction.  Injection  of  epinephrine 
gives  magic  relief.  Most  effective  local  applications 
belong  to  the  phenol  group,  being  most  active  when 
mixed  with  alcohol. 

C.  F.  Eikenbury  read  a paper  on,  “Fractures  of  the 
Shaft  of  the  Tibia  and  Fubula.”  Immobilization  of 
the  fractured  bones  is  the  first  essential.  A description 


of  the  proper  application  of  a coat  for  this  purpose  was 
described  which  will  hold  the  bones  in  actual  apposition. 
A frame  to  facilitate  the  reduction  in  these  fractures 
was  shown  with  moving  pictures  demonstrating  the 
technic  and  end  results. 

A report  of  the  Health  Insurance  Committee  pre- 
sented articles  of  incorporation  which  were  read  and 
freely  discussed.  It  was  voted  that  the  work  of  the 
committee  be  endorsed. 


LEWIS  COUNTY  MEDICAL  SOCIETY 
Pres.,  David  Livingston;  Secty.,  Rush  Banks 
Lewis  County  Medical  Society  held  a regular  month- 
ly meeting  at  St.  Helens  hotel,  Chehalis,  April  10. 
There  was  an  unusually  good  attendance  with  an  en- 
thusiastic spirit  displayed.  F.  J.  Bickford  of  Centralia 
read  a paper  on  “High  Blood  Pressure.”  Dr.  Watts 
gave  a paper  on  “Cardiac  Asthma.’’ 


PIERCE  COUNTY  MEDICAL  SOCIETY 
Pres..  J.  A.  La  Gasa;  Secty.,  W.  B.  Penney 

The  regular  meeting  of  Pierce  County  Medi- 
cal Society  was  held  in  the  auditorium  in  the  Medical 
Arts  Building,  Tacoma,  on  April  11,  with  J.  A.  La 
Gasa  in  the  chair.  Minutes  of  the  last  two  meetings 
were  read  and  approved. 

D.  M.  Dayton  read  a paper  on  ‘‘Dental  Caries  a 
Deficiency  Disease?”  This  was  a very  excellent  pre- 
sentation of  the  subject.  Dr.  Dayton  reviewed  the  re- 
cent literature  and  presented  a very  good  argument 
for  a well  balanced  diet,  containing  sufficient  vita- 
mins and  minerals.  The  paper  was  discussed  by  Drs. 
Drues,  Duerfeldt  and  Clay. 

A paper  entitled,  “A  Study  of  Middle  Ear  Infec- 
tions with  Reference  to  Types  of  Organisms,”  was 
given  by  A.  W.  Howe.  This  was  an  excellent  paper 
and  did  a great  deal  of  credit  to  Dr.  Howe’s  pains- 
taking work  in  this  line.  Discussion  was  by  Drs.  Bell 
and  Cameron. 

Dr.  Scheyer  invited  the  society  to  come  to  Puyallup 
for  its  next  meeting. 


SKAGIT  COUNTY  MEDICAL  SOCIETY 
Pres.,  A.  B.  Cook;  Secty.,  Austin  Shaw 
Skagit  County  Medical  Society  held  a meeting  at 
Anacortes,  March  27,  following  a dinner  at  Rockpoint 
Inn,  where  guests  were  members  of  the  Woman's 
Auxiliary,  wives  of  the  members. 

C.  F.  Eikenbary  of  Seattle  discussed  “New  Methods 
of  Treatment  of  Fractures”.  A.  B.  Hepler  of  Seattle 
gave  an  address  on  urologic  subjects. 


WALLA  WALLA  VALLEY  SOCIETY 
Pres.,  E.  L.  Whitney;  Secty.,  C.  J.  Johannesson 
Walla  Walla  Valley  Medical  Society  held  its  regular 
monthly  meeting  in  Walla  Walla,  April  13.  There  were 
forty-four  physicians  in  attendance,  including  visitors 
from  adjacent  cities  in  Washington  and  Oregon. 

F.  C.  Sprowl  of  Walla  Walla  discussed  “Treatment 
of  Sinusitis.”  After  reviewing  anatomy  and  physiology 
of  the  nasal  sinuses  he  discussed  recent  advances  in 
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diagnosis  and  treatment,  emphasizing  the  relationship 
of  asthma  and  sinus  disease.  He  stressed  the  import- 
ance of  conservative  treatment  compared  with  the 
radical  one  in  vogue  a few  years  ago. 

George  Anderson  of  Spokane  discussed  “Treatment 
of  Pneumonia,”  especially  the  use  of  oxygen  combined 
with  carbon  dioxide,  which  is  of  great  importance.  He 
emphasized  the  use  of  serum  and  antigens.  Both  ad- 
dresses received  liberal  discussion. 


YAKIMA  COUNTY  MEDICAL  SOCIETY 
Pres.,  T.  E.  Bittner;  Secty.,  H.  S.  Atwood 
I Yakima  County  Medical  Society  held  its  regular 
meeting  April  10  at  the  Commercial  Hotel,  Yakima, 
preceded  by  a dinner. 

Very  excellent  papers  were  read  by  Chas.  B.  Ward 
and  D.  H.  Nickson  of  Seattle  on  the  subjects  “Recent 
Developments  in  Radiation  Treatment  of  Malignancy” 
and  “Radio  Sensitivity,”  respectively. 

I 

1 

I IDAHO 

I SOUTH  SIDE  MEDICAL  SOCIETY 

j Pres.,  C.  R.  Scott;  Secty.,  J.  N.  Davis 

South  Side  Medical  Society  held  a meeting  in  the 
Legion  Memorial  building  at  Twin  Falls,  April  11, 
with  Chas.  R.  Scott,  president,  in  the  chair.  Thirty 
members  were  in  attendance.  William  Dixon  of  the 
University  of  Oregon,  Department  of  Psychiatry,  spoke 
on  “Progress  in  Psychiatry.”  It  was  stated  that  this 
department,  cooperating  with  juvenile  court  and  schools 
of  Oregon,  had  in  a single  year  reduced  the  number 
of  young  people  committed  to  reform  schools  from 
seventy-five  to  seven.  Richard  B.  Dillehunt  of  Port- 
land, Dean  of  University  of  Oregon  Medical  School, 
presented  a paper  on  “Common  Diseases  of  the  Hip.” 
B.  A.  Price,  recently  of  Pocatello,  has  located  for 
practice  at  Ririe.  Prior  to  1908  he  practiced  at  Rigby. 


BOOK  REVIEWS 

Diseases  of  the  Heart.  Described  for  practitioners 
and  students.  By  Sir  Thomas  Lewis,  C.B.E.,  F.R.S., 
D.Sc.,  LL.D.,  F.R.C.P.,  Hon.  D.Sc:  Physician  in 

charge  of  Department  of  Clinical  Research,  Univer- 
sity College  Hospital,  London.  Physician  in  Chief  (Pro 
Tern.)  Peter  Brigham  Hospital,  Boston.  (Harvard), 
etc.  Cloth  297  pp.  $3.50.  The  Macmillan  Cp.,  New  York, 
1933. 

Sir  Thomas  Lewis  is  the  pupil  and  rightful  cardio- 
logic successor  of  the  great  Sir  James  Mackensie  and 
at  present  Harvard  has  the  honor  of  his  prestige  at 
the  Medical  School.  In  the  preface  he  states  it  is  his 
object  to  teach  only  that  which  he  has  seen  and  proved 
to  be  true;  that  he  purposely  brushes  aside  accumu- 
lated rubbish  of  text-books,  trivial  details,  intricacies, 
redundances,  unnecessary  names,  terms  and  trite 
phrases.  Also  he  gives  to  each  subject  the  space  that 
it  deserves.  But  above  all  else  he  wishes  to  enforce 
the  dictum  that  cardiology  must  be  taught  on  the  basis 
of  symptoms,  and  in  terms  of  function,  and  not  on  a 
structural  or  anatomic  basis.  For  this  reason  he  em- 


phasizes as  of  extreme  importance  an  understanding 
of  cardiac  failure  and  angina  pectoris. 

The  author  gives  “myocarditis”  short  consideration. 
It  only  occurs  commonly  as  a result  of  acute  rheuma- 
tism and  then  is  called  carditis.  Fatty  and  fibrous 
degeneration  can  only  be  guessed  at.  We  can  not 
usually  demonstrate  after  death  the  changes  in  the  car- 
diac muscle  that  have  led  to  its  failure.  Lewis  affirms 
that  we  should  only  diagnose  heart  disease  in  terms  of 
function,  as  angina  pectoris  (not  coronary  disease)  and 
heart  failure  (not  myocarditis),  resulting  respectively 
from  defective  nutrition  and  weakness  of  the  myo- 
cardium. In  diagnosing  coronary  sclerosis  and  myo- 
carditis we  often  assume  that  which  is  untrue.  In 
breathlessness  or  pain  in  the  heart  the  cause  of  the 
trouble  is  made  manifest  etiologically  by  the  discovery 
of  auricular  fibrillation,  heart  block,  bundle  branch 
block,  gallop  rhythm  or  inversion  of  T.  We  thus  get 
nearer  the  diagnosis  which,  however,  is  still  more  func- 
tional than  pathologic,  as  each  of  these  phenomena  in- 
dicates definite  abno.rmality  of  the  heart. 

After  being  the  chief  exponent  of  polygraphic  and 
electrocardiographic  and  other  graphic  methods  of  reg- 
istering the  rhythm  of  the  heart  and  curve  of  the  pulse, 
the  author  has  now,  like  Mackensie,  turned  his  know- 
ledge to  such  practical  use  that  he  can  teach  the  gen- 
eral practitioner  to  recognize  most  of  the  common  dis- 
orders of  the  heart  beat  by  the  unaided  and  clinically 
trained  senses.  The  sections  on  the  arrhythmias  and 
disorders  of  the  heart  beat  can  not  be  surpassed.  Tliere 
is  also  a very  instructive  discussion  on  the  differential 
diagnosis  of  fainting  from  vascular  causes  (postural, 
vasovagal)  and  of  cardiac  syncope,  as  contrasted  with 
unconsciousness  from  cerebral  disease. 

Winslow. 

Clinical  Aspects  of  the  Electrocardiogram.  In- 
cluding the  Cardiac  Arrhythmias  by  Harold  E.  B. 
Pardee,  MjD.,  Assistant  Professor  of  Clinical  Medicine, 
Cornell  University  Medical  College,  etc.  With  seventy- 
four  illustrations.  Third  Edition  revised.  295  pp.  $5.50. 
Paul  B.  Hoeber  Inc.,  New  York,  1933. 

This  edition  brings  up  to  date  the  newer  ideas  of 
electrocardiography.  Its  chief  value  lies  in  the  cor- 
relation of  the  electrocardiographic  and  clinical  find- 
ings, and  the  clearness  with  which  its  subject  matter 
may  be  grasped  by  the  clinician.  The  paragraph  on  the 
prognostic  value  of  the  electrocardiographic  record  is 
most  timely  and  may  serve  to  discourage  the  tendency, 
especially  in  insurance  examinations,  of  striving  to  give 
an  accurate  prognosis  in  a given  case  from  the  record 
alone.  Here,  as  elsewhere  in  cardiac  examinations,  we 
must  deal  in  averages  and  probabilities. 

The  “coronary  T wave,”  indicative  of  coronary 
thrombosis  and  now  generally  referred  to  as  “the  Par- 
dee curve,”  receives  more  consideration.  It  appears 
that  it  may  also  be  indicative  of  active  and  progressive 
degeneration  of  the  myocardium,  as  is  seen  in  acute 
rheumatic  myocarditis  and  pericarditis,  and  following 
diphtheria.  The  statement  may  be  questioned  that  “an 
examination  of  the  heart  is  as  incomplete  without  the 
electrocardiogram  as  it  is  without  auscultation  or  a 
determination  of  the  size  of  the  heart,”  but  it  is  un- 
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doubtedly  true  that  the  condition  of  the  heart  muscle 
can  frequently  only  be  diagnosed  by  the  electrocardio- 
graph. The  book  is  the  most  practical  that  has  ap- 
peared thus  far  on  this  still  rather  confused  subject. 

Von  Phul. 

Pedriatrics.  The  Practical  Medicine  Series,  1932. 
Edited  by  Isaac  A.  Abt,  M.D.,  Professor  of  Pedriatrics, 
Northwestern  University  Medical  School,  etc.  with  the 
Collaboration  of  Arthur  F.  Abt,  M.D.,  Assistant  in 
Pediatrics,  Northwestern  University  Medical  School, 
etc.  564  pp.  $2.25.  The  Year  Book  Ptiblishers,  Inc., 
Chicago,  1933. 

Physicians  interested  in  children’s  diseases  annually 
look  forward  to  perusing  the  pediatric  volume  of  the 
year  book  series.  The  1932  edition  is  a veritable  mine  of 
information.  As  is  customary,  the  editor  has  ab.strac- 
ted  what  he  considers  the  year’s  most  important  pedia- 
tric literature,  and  delightingly  has  appended  to  many 
abstracts  his  own  comments.  There  are  forty-five  ar- 
ticles reviewed.  'These  cover  the  fields  of  all  recent 
pediatric  research.  They  are  the  contributions  of  the 
world’s  foremost  pediatricians.  The  physicians  of  the 
Northwest  will  be  pleased  to  read  the  lengthy  and  ex- 
cellent reviews  of  Jay  I.  EKirand’s  (Seattle)  article 
on  “Progress  in  the  Nutritional  Care  of  Infants,’’  J.A. 
M.A.,  July,  1932  and  J.  B.  Bilderback’s  (Portland) 
article  on  “Arcrodynia,”  N.  W.  Med.  Apr.,  1932. 

The  section  on  the  diseases  of  the  blood  teems  with 
up  to  the  hour  information  regarding  the  rarer  dis- 
eases. Xanthomatosis  (Schuller-Christian  syndrome), 
Gaucher’s  disease,  familial-amaurotic  idiocy  (Tay- 
Sach’s)  and  splenohepatomegaly  (Nieman-Pick)  are 
described  and  correlated  in  a very  lucid  and  fascinat- 
ing manner.  The  section  on  nervous  and  mental  dis- 
eases is  extremely  practical  in  diagnostic  and  thera- 
peutic suggestions.  In  its  entirety  this  book  is  ex- 
cellent. Wade. 

The  History  of  Dermatology.  By  Wm.  Allen 
Pusey,  A.M.,_  M.D.,  D.D.,  Professor  of  Dermatology 
Emeritus,  University  of  Illinois,  etc.  Illustrated.  223  pp. 
$3.00.  Charles  C.  Thomas,  Springfield,  111.,  1933. 

As  the  title  indicates,  this  volume  is  literally  a cross 
section  of  concise  encyclopedic  information  about 
great  men  and  events  in  the  parallel  fields  of  the  phy- 
sical sciences,  medicine  and  dermatology.  The  sources 
information  begin  in  the  misty  ages  of  Egyptian  anti- 
quity, with  vivid  description  and  literary  excellence. 
The  author  carries  us  down  through  the  golden  age  of 
Greece  and  along  to  that  transition  period  between 
medieval  and  modern  history,  the  last  quarter  of  the 
fifteenth  century,  the  Italian  renaissance,  when  medi- 
cine and  dermatology  began  to  parallel  the  progress  be- 
ing made  in  civilization  and  culture,  and,  further,  to 
widen  its  scope  until  both  medicine  and  dermatology 
almost  led  the  field  of  intellectual  activity,  as  these 
were  the  sources  from  which  modern  dermatology 
gathered  its  knowledge  from  earlier  experiences  and 
recorded  data  of  the  great  physicians  of  antiijuity. 

Chapter  three  takes  us  through  the  fifteenth,  six- 
teenth and  seventeenth  centuries,  when  through  new 
discoveries  in  the  field  of  medicine  and  new  perfected 
instruments  to  work  with,  together  with  the  appear- 
ance of  such  major  diseases  affecting  the  skin  as 


syphilis,  smallpox  and  leprosy,  an  impetus  was  given 
to  scientific  investigation  and  intensive  study  by  men 
who  became  famous  throughout  modern  Europe  in  the 
history  of  dermatology.  The  remaining  chapters  are 
replete  in  the  history  of  rapid  progress  made  by  great 
men  in  all  the  countries  of  modern  Europe  and  Am- 
erica. 

Many  graphs  and  illustrations  of  the  master  workers 
illuminate  the  book,  which  in  its  physical  features  is 
noteworthy  of  the  printer’s  art.  The  author  dedicates 
this  book,  together  with  its  priceless  historical  index, 
to  the  younger  generation  of  men  of  medicine.  It  will 
live  as  an  inspiration  and  guide  not  alone  to  derma- 
tologists but  to  every  worker  in  the  field  of  medicine, 
for  reading,  reference  and  study.  Gabie 

Obstetrics.  Edited  by  Joseph  B.  De  Lee,  A.M.,  M. 
D.  Professor  of  Obstetrics,  University  of  Chicago 
Medical  School,  etc.  Gynecology  edited  by  J.  P. 
Greenhill,  B.S.,  M.D.,  F.A.C.S.  Associate  Professor 
of  Clinical  Gynecology,  Loyola  University  Medical 
School,  etc.  Practical  Medicine  Series  1932.  679  pp. 

$2.50.  The  Year  Book  Publishers,  Chicago,  1933. 

It  is  difficult  to  make  a comprehensive  review  of 
this  book  in  view  of  its  broad  scope  and  outline  arrange- 
ment, but  there  are  a few  outstanding  points  which 
should  be  mentioned.  The  first  half  is  devoted  to 
obstetrics.  Focal  infection  and  its  relation  to  the  com- 
plications of  pregnancy  are  discussed.  We  have  over- 
looked in  this  factor  a consideration  to  which  more 
attention  and  thought  should  be  given.  Repetition  of 
the  importance  of  prenatal  and  intranatal  care  cannot 
be  overdone.  Interesting  summaries  on  the  study  of 
tumors  complicating  pregnancy  and  on  the  anemias  of 
pregnancy  are  included;  a large  number  of  pages  are 
devoted  to  the  recent  observations  upon  the  toxemias 
of  pregnancy.  Induction  of  labor,  with  the  advantages 
of  various  methods  and  their  indications,  is  discussed 
volubly,  while  roentgenographic  pelvimetry  is  dealt  with 
very  briefly.  Episiotomy  is  given  the  customary  dis- 
cussion, as  is  the  treatment  of  occiput  posterior  posi- 
tions. The  use  of  the  Kielland  and  the  Demelin  for- 
ceps is  evaluated.  Many  of  the  old  questions  are  raised, 
such  as  manual  rotation  versus  the  Kielland  forceps 
in  occiput  posterior  positions;  classic  cesarian  section 
versus  laparotrachelotomy ; mercurochrome  versus  other 
preparatory  agents. 

Under  the  heading  of  gynecology  a large  section  is 
devoted  to  sterility,  embracing  several  synopses  on  the 
study  of  spermatozoan  morphology.  Prolapsus  uteri, 
cystocele  and  rectocele  are  given  considerable  space, 
due  largely  to  the  copious  literature  throughout  the 
year  upon  these  subjects.  Correction,  rather  than  pre- 
vention of  such  conditions,  seems  still  to  be  our  only 
recourse.  Metrorrhagia,  postmenopausal  bleeding,  dys- 
menorrhea are  all  given  considerable  space  with  pro- 
phylactic and  therepeutic  emphasis  placed  upon  endo- 
crine agents.  Neisserian  infection  is  called  to  our 
attention  as  a very  serious  problem,  though  the  mul- 
titude of  suggestions  as  to  therapy  is  overshadowed 
by  the  discussion  of  thermal  therapy.  The  chief 
value  of  this  review  is  not  in  offering  specific  infor- 
mation relative  to  a certain  case,  but  rather  in  giving 
the  trend  of  thought  and  action  with  regard  to  some 
particular  field  of  subgroup  of  medical  specialties. 

Thorp 
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American  and  Canadian  Hospitals.  A reference 
book  giving  historical,  statistical  and  othed  information 
on  the  hospitals  and  allied  institutions  of  the  United 
States  and  possessions  and  the  Dominion  of  Canada. 
Edited  by  James  Clark  Fifield  with  the  cooperation 
of  the  American  Hospital  Association.  1560  pp.  $10.00 
Midwest  Puglishing  Co.  Minneapolis,  1933. 

This  volume  of  historical  and  informative  data  con- 
tains sketches  of  all  approved  hospitals  and  allied  in- 
stitutions in  the  United  States,  including  Alaska, 
Hawaii,  the  Philippines,  Panama  Canal  Zone,  Puerto 
Rico  and  Virgin  Islands;  also  Canada,  including  Lab- 
rador, Newfoundland,  Northwest  Territories  and  Yu- 
kon Territory.  Beside  general  and  specialized  hospitals 
important  information  is  presented  concerning  insane 
asylums,  institutions  for  the  feeble  minded  and  epileptic, 
narcotic  farms,  tuberculous  sanatoria,  leper  colonies 
frontier  nursing  service  and  sanatoria.  This  is  the 
most  comprehensive  work  published,  containing  infor- 
mation on  all  phases  of  hospitals,  including  interesting 
historical  sketches  of  individuals  prominent  in  the 
humanitarium  service.  Compiled  under  the  supervision 
of  the  American  Hospital  Association,  this  organization 
is  entitled  to  great  credit  for  promoting  the  publication 
of  such  a ponderous  undertaking.  This  volume  will 
prove  invaluable  to  all  who  are  interested  in  hospitals. 

Dermatology  and  Syphilology.  The  Practical  Medi- 
cine Series  of  Year  Books,  1933.  Edited  by  Fred  Wise, 
M.D.,  Professor  of  Dermatology  and  Syphilology,  New 
York  Post-Graduate  Medical  School  and  Hospital  of 
Columbia  University,  etc.,  and  Marion  B.  Suzberger, 
M.D.,  Associate  in  the  same.  471  pp.  $2.25.  The  Year 
Book  Publishers,  Inc.,  Chicago,  1933. 

This  book,  as  its  name  implies,  is  a review  in  abstract 
of  all  the  important  advances  on  the  subjects  of  derma- 
tology and  syphilology,  reported  in  the  1932  medical 
literature.  The  95  pages  given  to  syphilis  are  not  quite 
as  good  as  the  350  on  skin.  There  are  many  illustra- 
tions of  skin  lesions,  none  too  good,  but  very  well  por- 
traying what  was  intended.  The  photomicrographs  of 
tissues  are  remarkably  good.  Allergy  is  covered  both 
as  an  independent  condition  and  as  a basis  for  other 
conditions.  If  the  editors  erred,  it  was  in  including 
same  weak  material  rather  than  leaving  out  any  of  im- 
portance. It  gives  all  one  would  have  collected,  had 
he  read  all  the  articles  of  the  year  and  saved  their 
meat.  W.  R.  Jones. 

Criteria  for  the  Classification  and  Diagnosis  of 
Heart  Disease.  By  the  Criteria  Committee  of  the  Heart 
Committee  of  the  New  York  Tuberculosis  and  Health 
Association,  Inc.  Joseph  H.  Bainton,  M.D. ; Robert  L. 
Levy,  M.D. ; Arthur  C.  DeGraff,  M.D. ; Harold  E.  B. 
Pardee,  M.D.,  Chairman.  Approved  by  the  American 
Heart  Association.  Third  edition.  131  pp.  New  York 
Tuberculosis  and  Health  Association,  New  York,  1932. 

This  volume  is  a sequence  of  a previously  published 
Nomenclature  for  Cardiac  Diagnosis.  While  this  in- 
cluded the  most  common  cardiac  disturbances,  this  book 
is  suitable  for  all  types  of  cardiac  disease.  A complete 
diagnosis  includes  not  only  a statement  of  various  struc- 
tural changes,  but  also  the  causes  of  such.  Each  diag- 
nosis, with  suitable  subdivisions,  includes  etiologic,  ana- 
tomic and  physical  diagnosis,  functional  capacity,  pos- 
sible and  potential  heart  disease.  Chapters  on  criteria 
for  diagnosis  elaborate  each  of  these  divisions.  The 


appendix  presents  chapters  on  radiologic  diagnosis  and 
interpretation  of  electrocardiagrams. 

Medical  Clinics  of  North  America.  (Issued  serially 
one  number  every  other  month.)  Volume  16,  Number 
5.  (Baltimore  Number — March  1933.)  Octavo  of  257 
pages  with  16  illustrations.  Per  clinic  year  July  1932 
to  May  1933.  Paper,  $12.(X);  Cloth,  $16.00  net.  Phila- 
delphia and  London : W.  B.  Saunders  Company.  1933. 

This  number  presents  clinical  reports  from  eighteen 
Baltimore  contributors,  a great  majority  being  from 
The  Johns  Hopkins  Hospital  with  others  from  Uni- 
versity of  Maryland  Hospital.  Many  reports  are  of- 
fered, including  diseases  of  heart,  lungs,  stomach  and 
intestinal  tract.  Pincoffs  and  Shaw  report  an  inter- 
esting case  of  eastern  type  of  Rocky  Mountain  Spotted 
Fever,  with  a discussion  of  various  phases  of  this  dis- 
ease. One  will  find  this  an  interesting  and  instructive 
volume. 

The  Incidence  of  Illness  and  the  Receipt  and 
Costs  of  Medical  Care  Among  Representative 
F.\milies.  Experiences  in  Twelve  Consecutive  Months 
during  1928-1931.  By  I.  S.  Falk,  Ph.D.,  Margaret  C. 
Klem,  Nathan  Sinai,  D.P.H.  327  pp.  $3.00.  University 
of  Chicago  Press,  Chicago.  1933. 

This  is  the  last  of  the  reports  on  original  researches 
on  the  Costs  of  Medical  Care.  It  presents  a mass  of 
information  accumulated  by  the  members  of  this  com- 
mittee. After  an  introductory  chapter,  there  are  others 
on  Incidence  of  Illness,  The  Receipt  of  Medical  Care, 
Costs  of  Medical  Care  and  Summary.  Among  the 
various  conclusions  offered  are  the  statements  that 
people  need  substantially  larger  volumes  of  medical 
service  than  they  now  receive;  medical  care  is  not  ade- 
quately met  by  current  utilization  of  medical  practition- 
ers and  agencies;  costs  of  medical  care  are  felt  as  a 
burden  chiefly  because  they  are  so  unevenly  dis- 
tributed. If  one  would  take  the  time  to  read  this 
volume  he  would  find  a mass  of  varied  information. 

The  Ability  To  Pay  for  Medical  Care.  By  Louis  S. 
Reed,  Ph.D.  107  pp.  $2.00.  University  of  Chicago  Press, 
Chicago.  1933. 

.After  presenting  many  statistics  bearing  on  the  subject 
the  author  states  the  great  majority  of  families  can 
and  do  pay  for  the  care  they  receive.  It  is  impossible 
to  determine  with  any  degree  of  exactness  the  cost  of 
providing  adequate  medical  care  per  family  or 
person  served.  There  are  at  least  four  states,  in- 
habitants of  which,  taken  as  a whole,  are  so  poor  that 
they  cannot  afford  the  cost  of  adequate  medical  care. 
This  volume  is  a compilation  of  impressive  facts 
rather  than  an  attempt  to  solve  the  problems  considered. 

Organized  Medical  Service  at  Fort  Penning, 
Georgia.  By  I.  S.  Falk,  Ph.D.  119  pp.  90  cents.  Uni- 
versity of  Chicago  Press,  Chicago.  1932. 

Surveys  of  The  Medical  Facilities  in  Three  Rep- 
resentative Southern  Counties.  By  C.  St.  C.  Guild, 
M.D.,  Dr.  P.  H.  172  pp.  $1.(X).  University  of  Chicago 
Press.  1932. 

These  two  volumes  present  surveys  in  particular  sec- 
tions in  the  South,  dealing  with  medical  organizations, 
medical  personnel,  medical  and  surgical  services  with 
conclusions  derived  from  observations  in  these  regions. 
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MORE  ABOUT  HALIBUT 
L.  C.  Beck 

SEATTLE,  WASH. 

Who  would  have  dreamed  the  last  frontiers  of  the 
West  would  some  day  be  reckoned  as  the  world’s  lead- 
ing source  of  natural  fat  soluble  vitamins  A and  D? 
Yet,  with  the  epochal  discovery  of  the  tremendous  pos- 
sibilities of  oil  obtained  from  halibut  liver,  the  Pacific 
Northwest  seems  to  have  come  into  the  lime-light.  In 
this  respect  we  occupy  a unique  position,  for  from  off 
the  Coast  of  Oregon  and  Washington,  on  up  to  South- 
western Alaska,  is  derived  ninety  per  cent  of  the  halibut 
catch  of  the  Northern  hemisphere. 

Primitive  Indians  subsisted  much  on  halibut,  al- 
though salmon  constituted  the  leading  role  in  their  diet. 
It  is  marvelous  the  ingenuity  and  dexterity  displayed 
by  the  natives  in  improvising  hooks  of  wood,  or  splints 
of  knots  and  bone,  fashioned  together  with  amazing 
skill.  Lines  were  made  of  strips  of  animal  hide, 
twisted  cedar  fibre,  or  even  dry  kelp  proved  exceeding- 
ly strong.  Certain  tribes  consumed  really  large  quanti- 
ties of  halibut,  which  was  eaten  fresh  or  cut  into  thin 
strips  and  dried  for  winter  use. 

Halibut,  in  fact,  served  as  steak,  broiled  or  prepared 
according  to  the  better  culinary  art,  is  considered  by 
epicureans  as  the  most  toothesome  of  all  commercial 
fish.  In  common  with  fish  in  general,  halibut  is  a 
wholesome  source  and  excellent  supply  of  iodine,  pro- 
tein, fat,  vitamins  and  minerals,  all  of  great  nutritional 
importance. 

A perusal  of  historical  record  discloses  a fascinating 
story  of  the  evolution  of  eommercial  halibut  fishing, 
commencing  in  the  eighties,  at  a time  when  sealing  was 
yet  important  in  Northwest  waters,  and  Puget  Sound  a 
wilderness.  Small  sailing  vessels  of  but  a few  men 
seem  to  have  supplied  local  needs  for  halibut.  Supplies 
at  that  time  were  available  in  unlimited  quantities  in 
banks  on  Puget  Sound,  off  Cape  Flattery,  and  down 
the  Coast  of  Washington  and  Oregon.  Of  these  we 
hear  no  more;  they  have  been  exhausted. 

Being  the  forerunner  of  the  industry  of  today,  these 
small  boats  and  sailing  vessels  gave  way  to  larger 
auxiliary  powered  boats  which  in  turn  were  succeeded 
by  steamers  of  one  hundred  and  fifty  feet  or  more. 
With  the  depletion  of  local  halibut  and  the  greater  ex- 
tension of  activity  for  supplies,  larger  powered 
schooners  became  necessary  and  replaced  steamers. 
These  were  propelled  by  gas  engines  which  in  the  last 
decade  have  been  replaced  by  the  powerful  diesel-pro- 
pelled halibut  schooner  of  today. 

In  former  times,  vessels  were  equipped  with  dories, 
thus  all  fishing  being  done  in  the  open.  This  was  not 
only  a hazardous  task,  but  proved  impractical  in  bad 
weather.  In  contrast,  the  modem  halibut  schooner  is  a 
veritable  model  of  mass  production.  Lines  of  one  mile 
or  more  are  let  out  at  a time.  These  with  a baited 
hook  every  nine  feet  are  let  down,  after  taking  sound- 
ings to  the  necessary  depth  to  touch  bottom,  usually 
fifty  to  two  hundred  fathoms  (three  hundred  to  twelve 
hundred  feet),  the  depth  in  which  halibut  are  usually 
found.  Frozen  or  fresh  herring  is  used  as  bait.  Halibut 
take  to  it  as  bees  to  honey.  When  a line  has  been 


out  three  to  four  hours,  it  is  drawn  in  by  the  ship’s  own 
motor  power,  it  being  possible  to  complete  a catch  of 
from  forty  to  fifty  thousand  pounds  of  halibut  in  a 
week’s  time  under  favorable  conditions. 

Halibut  is  of  unusual  evolutionary  interest  to  the  pro- 
fessional and  scientific  mind.  The  eggs  are  deposited 
in  deep  water,  and  in  the  state  of  transition  the  result- 
ant hatch  is  an  upright  fish,  much  like  the  trout  you 
angle  for  in  forest  streams  with  the  opening  of  the 
fishing  season.  As  halibut  slowly  mature  and  migrate 
to  the  floor  of  the  sea,  nature  here  performs  the  miracle 
of  gradually  making  flat  fish  of  them.  Literally  they 
flatten  out,  their  bellies  becoming  snov^v  white,  their 
upper  side  a purple-gray.  In  this  stage  of  development 
a gradual  distortion  of  the  exterior  bony  structure  of 
the  head  takes  place.  Hence,  with  a shifting  of  the 
entire  fish  structure  and  skull,  the  left  eye  “migrates,” 
so  to  speak,  and  is  gradually  forced  around  and  up, 
thus  two  eyes  appearing  on  the  top  of  the  head.  All  in 
all,  a mighty  interesting  and  fascinating  study  in  evo- 
lution. Rather  than  call  in  a fundamentalist,  one  may 
resort  to  conjecture  and  apply  a bit  of  the  Darwinian 
law  of  survival  of  the  species.  In  full  maturity  halibut 
develop  into  the  largest  of  flat  fish.  Not  infrequently 
they  attain  an  age  of  from  twenty  to  thirty  years,  and 
a weight  of  fifty  pounds  for  males,  and  two  or  even 
three  hundred  pounds  for  females. 

Commercially,  halibut  has  not  been  reproducing  it- 
self to  keep  pace  with  the  tremendous  rate  at  which 
it  is  being  depleted.  The  large  halibut  banks  have 
been  pushed  farther  and  farther  north,  main  supplies 
of  today  originating  in  the  North  Pacific  Ocean  and 
Gulf  of  Alaska.  Even  though  there  has  been  continu- 
ous halibut  fishing  for  half  a century  or  more,  it  seems 
strange,  nonetheless,  that  there  are  few  who  know  of 
this,  our  own  industry;  so  large  in  fact,  that  the  yearly 
catch  of  halibut  in  the  North  Pacific  runs  from  forty 
to  fifty  million  pounds,  supplying  the  needs  of  the  entire 
continent. 

Of  course,  that  which  particularly  holds  an  interest 
for  the  physician  is  a by-product  of  halibut,  i.e.,  halibut 
liver  oil.  Thus  chemistry  once  again  turns  a waste 
product  into  usefulness  for  human  need.  Nowhere  in 
the  length  and  breadth  of  this  land  or  elsewhere  has 
such  a commercial  source  of  vitamins  indigenous  to 
fish  oils  been  found.  The  announcement  and  sale  of 
haliver  oil  early  in  1932  caused  considerable  furore  in 
both  the  medical  and  scientific  world.  Right  here  in 
the  midst  of  supplies,  we,  too,  were  not  a little  sur- 
prised to  find  that  nature  had  bestowed  upon  us  an- 
other blessing  of  good  fortune.  Not  only  are  we  the 
recipients  of  a new  industry,  but  the  medical  eye  and 
mind  is  focused  on  the  Pacific  Northwest,  bringing  us 
into  the  foreground  as  at  no  time  in  medical  history. 

The  discovery,  in  faet,  is  revolutionizing,  so  to  speak, 
the  entire  practical  phase  of  “cod-liver  oil  medication.” 
Halibut  liver  oil,  in  a year’s  time,  is  being  prescribed 
in  every  state  in  the  Union.  Not  only  is  its  antirachitie 
vitamin  D poteney  considerably  greater  than  that  of 
cod-liver  oil,  often  more  than  twenty-five  times  greater, 
but  its  growth-promoting  vitamin  A content  is  ap- 
proximately two  hundred  times  greater.  An  interest- 
ing analogy  exists  between  the  liver  and  its  oil  con- 
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tent,  it  being  significant  that  this  extremely  rich  oil 
is  obtained  in  small  volume  from  an  extremely  small 
fibrous  liver,  bearing  the  relationship  of  but  two  per 
cent  of  the  fish  weight. 

A halibut  weighing  one  hundred  pounds  would  have 
a liver  of  but  two  pounds,  this  is  in  contrast  to  a cod, 
which  has  a liver  twice  as  large  and  full  of  free  oil. 
Halibut  and  cod  seem  to  have  life  habits  somewhat 
similar,  although  not  identical.  Both  are  deep  sea  fish, 
cod  frequently  being  found  in  muddy,  slimy  banks, 
while  halibut,  on  the  other  hand,  seem  to  prefer  pos- 
sibly even  a greater  depth  and  near  freezing  water,  and 
go  for  rocky  bottoms.  The  dietary  of  halibut  seems  to 
be  somewhat  similar  to  cod,  although  it  is  thought  the 
halibut  is  more  omnivorous,  his  diet  consisting  of  any- 
thing conveniently  in  his  way,  including  such  savory 
dishes  as  dogfish,  ratfish,  cod-fish,  crabs,  clams,  sea- 
cucumbers,  sea-urchins,  starfish,  sea-anemones  and  a 
diversified  diet  too  great  to  enumerate.  Explain  then, 
if  you  will,  why  halibut  liver  oil  is  by  far  so  much 
richer  in  vitamin  content  than  cod.  It  is  not  the  pur- 
pose of  this  brief  article  to  offer  an  explanation,  but 
between  attending  a confinement,  diagnosing  a case  of 
smallpox,  or  engaged  in  a contesting  game  of  golf,  you 
may  have  a brilliant  explanation  that  will  be  fact  and 
not  mere  speculation. 

It  is  indeed  a pity  to  contemplate  for  fifty  years  the 
countless  millions  of  pounds  of  halibut  liver  thrown 
into  the  sea,  a total  economic  and  health  loss.  While 
this  has  been  an  irretrievable  loss,  the  present  and 
future  will  count  for  every  ounce  of  liver  weight.  This 
waste  will  henceforth  provide  for  better  teeth,  better 


bones,  better  physical  well-being.  Of  course,  in  this 
day  of  scientific  enlightenment,  vitamins  hold  a position 
of  paramount  importance.  Through  the  nutrition  lab- 
oratory we  have  come  to  know  and  think  of  vitamins 
as  essential  to  good  health  as  sunlight,  phosphorus,  cal-  ] 

cium  and  iron.  They  are  also  recognized  as  indis-  I 

pensable  nutritional  factors  in  rickets,  tetany,  malnu-  1 

trition,  during  the  fetal  stage  of  development  or  preg-  i 

nancy  and  lactation.  While  much  is  yet  to  be  known  | 

regarding  them,  it  yet  remains  that  vitamins  in  ade-  ■- 

quate  proportions  and  amounts  are  conducive  to  robust  j 

health. 

In  the  case  of  halibut  liver  oil,  it  is  particularly 
significant  to  note  that  massive  doses  of  vitamins  A I 
and  D may  be  taken  easily  and  conveniently  in  drop 
doses.  Thus  in  infancy  and  pregnancy,  when  distress  is 
frequently  encountered  on  the  least  provocation,  halibut 
liver  oil  lends  itself  to  prolonged  use  without  disturb- 
ance. To  those  having  an  aversion  to  fish  oils,  halibut 
liver  oil  may  be  prescribed  with  confidence;  for  that 
matter,  halibut  liver  oil  appeals  to  all,  young  and  old, 
feeble  and  well. 

The  speedy  success  of  halibut  liver  oil  is  that  the 
Council  on  Pharmacy  and  Chemistry  has  already  ac- 
cepted the  products  of  a number  of  leading  manufac- 
turers. Commercially  it  is  available  in  gelatin  capsules, 
while  for  infants  and  younger  children  it  is  supplied  in 
vials  with  special  droppers.  In  a word,  it  is  filling  a 
long  felt  want  of  which  we  have  been  only  too  cogniz- 
ant, for  fish  oil  medicaction  in  the  past  has  not  been 
either  easy  or  pleasant. 


PROPAGANDA  FOR  REFORM 

Dilaudid. — The  Council  on  Pharmacy  and  Chemistiy 
reports  that  in  the  past  few  months  a new  narcotic 
drug,  dihydromorphinone  hydrochloride,  has  been  in- 
troduced for  clinical  use  in  this  country  under  the  pro- 
prietary name  “Dilaudid.”  It  is  marketed  by  Bilhu- 
ber- Knoll  Corp.,  Jersey  City.  The  drug  has  been  used 
in  Europe  for  some  years,  having  been  patented  in 
1923.  Briefly  stated,  the  drug  is  closely  allied  both 
chemically  and  pharmacologically  to  morphine,  having 
the  analgesic  property  of  morphine  as  well  as  its  ac- 
tion on  the  respiratory  system.  Its  action  on  the  in- 
testine is  probably  less  marked  than  that  of  morphine.  It 
is  more  toxic  than  morphine  and  is  clinically  effective 
in  doses  which  are  considerably  smaller  than  are  nec- 
essary with  that  alkaloid.  The  drug  was  brought  to 
the  attention  of  American  clinicians  largely  by  a state- 
ment by  Alvarez  of  the  Mayo  Qinic,  published  in  the 
Proceedings  of  the.  Staff  Meetings  in  August,  1932.  In 
discussing  the  euphoric  action  of  Dilaudid,  Alvarez 
stated  that  so  far  as  he  knew  no  one  had  as  yet  become 
habituated  to  its  use.  Unfortunately,  this  statement 
was  unwarranted  because  already  at  that  time  a num- 
ber of  cases  of  addiction  to  Dilaudid  had  been  reported 
in  the  literature.  Shortly  after  Alvarez’s  remarks 
were  made,  a similar  statement  appeared  in  the  public 
press  apparently  based  on  a release  from  “Science 
Service.”  Realizing  the  importance  of  furnishing  ac- 
curate information  in  this  case  both  to  the  profession 
and  to  the  laity,  the  Council  asked  Dr.  Nathan  B. 
Eddy  of  the  Department  of  Pharmacology  of  the  Uni- 
versity of  Michigan  to  make  a report  to  the  Council  on 
the  general  status  of  the  alkaloid.  From_  his  study 
of  this  question  Dr.  Eddy  concluded  that  it  has  been 
shown  experimentally  and  clinically  that  Dilaudid  is 


powerfully  analgesic  and  that,  like  morphine,  it  can 
depress  the  respiratory  mechanism  profoundly;  that  at 
the  same  time,  the  experimentally  established  ratio  be- 
tween effective  doses  of  morphine  and  Dilaudid  for  the 
production  of  desirable  effects  is  not  materially  differ- 
ent from  the  ratio  between  their  toxic  doses ; and  that 
clinical  trial  has  not  shown  that  Dilaudid  is  free  from 
tolerance  and  addiction  evoking  properties,  and  that, 
while  side  actions  such  as  nausea,  vomiting  and  con- 
stipation seem  to  occur  less  frequently  after  it  than 
after  morphine,  the  prolonged  administration  of  Di- 
laudid should  be  entered  on  with  as  much  caution  as 
would  be  exercised  with  morphine  itself.  The  Council 
has  postponed  for  a reasonable  length  of  time  the 
consideration  of  the  eligibility  of  Dilaudid  for  inclusion 
in  New  and  Nonofficial  Remedies  in  order  to  give  the 
manufacturer  opportunity  to  submit  it  and  to  revise 
the  advertising  in  conformity  with  the  available  evi- 
dence. (Jour.  A.M.A.,  April  1,  1933,  p.  1031). 

Quantitative  Conversion  of  Carotene  to  Vitamin  A. 
—In  1919  Steenbock  called  attention  to  the  similarity 
in  the  distribution  of  vitamin  A and  the  yellow  pig- 
ment carotene  . During  the  following  ten  years  little 
attention  was  paid  to  this  remarkable  correlation  be- 
tween vitamin  A potency  and  the  pigment  carotene; 
but  within  the  past  four  years  the  intimate  relationship 
between  these  substances  has  been  demonstrated  re- 
peatedly by  both  chemical  and  biologic  experimental 
methods.  It  is  at  present  well  established  that  the  plant 
pigment  carotene  is  transformed  to  vitamin  A. 
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THE  PRESENT  STATUS  OF  FOOD 
ALLERGY* 

Albert  H.  Rowe,  M.S.,  M.D. 

SAN  FRANCISCO,  CALIF. 

The  role  of  allergy  in  the  production  of  symp- 
toms is  being  studied  by  investigators  and  clini- 
cians throughout  the  entire  world.  Through 
this  work  many  syndromes  which  most  physicians 
are  seeing  nearly  every  day,  the  cause  of  which 
has  been  uncertain  in  the  past,  are  being  grad- 
ually recognized  as  due  to  allergy.  The  un- 
charted domain  of  clinical  allergy  still  challenges 
the  inquiring  mind  and  a certain  bravery  on  the 
part  of  the  investigator  is  necessary  to  weather 
the  incredulity  and  skepticism  which  meet  him 
as  he  pursues  his  search  for  the  hidden  truths. 

Though  this  discussion  is  to  be  largely  con- 
fined to  food  allergy’^,.  it  must  be  emphasized  that 
such  allergy  is  only  one  of  the  important  types 
of  hypersensitiveness  which  affect  human  beings. 
Pollen,  animal  emanation,  dust,  orris  root  and 
bacterial  allergies  are  very  important,  and  allergy 
to  a multitude  of  other  substances  either  through 
inhalation,  ingestion  or  contact  is  becoming  in- 
creasingly evident.  Food  allergy,  however,  prob- 
ably produces  a larger  number  of  symptoms  than 
any  other  type  of  sensitization. 

The  frequency  of  allergic  symptoms  in  the 
average  individual  is  indicated  through  a recent 
analysis  of  the  histories  of  2000  colleges  students 
and  nurses.  This  showed : ( 1 ) a family  history 

•Read  before  a meeting’  of  King  County  Medical  So- 
ciety, Seattle,  Wash.,  Oct.,  24,  1932. 

1.  Rowe,  A.  H.;  Food  Allergy,  Its  Manifestations, 
Diagnosis  and  Treatment  with  a General  Lflscusslon 
of  Bronchial  Asthma,  Philadelphia,  Lea  & Febiger, 


of  probable  allergy  in  35  per  cent,  (2)  a per- 
sonal history  of  probable  allergy  in  33  per  cent, 
(3)  a history  of  personal  and  family  allergy  in 
18  per  cent.  If  histories  of  such  average  people 
demand  the  consideration  of  allergy  in  such  a 
large  percentage,  it  is  evident  that  every  physician 
and  specialist  must  become  acquainted  with  the 
various  causes  and  manifestations  of  clinical  sen- 
sitizations. 

For  the  past  fourteen  years  food  allergy  espe- 
cially has  engaged  my  interest.  During  this 
period  the  fact  that  food  allergy  may  affect  vary- 
ing tissues  in  definite  parts  of  the  body  has  be- 
come evident  through  the  studies  of  Walker, 
Cooke,  Duke,  Vaughan,  Ratner,  Rowe,  Alex- 
ander, Eyermann,  Balyeat  and  Brown.  Food  al- 
lergy is  especially  frequent  in  childhood,  becom- 
ing less  active  as  age  increases.  However,  my 
studies  indicate  that  approximately  30  per  cent 
of  adults  know  of  definite  food  idiosyncrasies 
which  produce  varying  degrees  of  trouble.  The 
physician  needs  only  to  question  his  patients  in 
a careful  manner  to  assure  himself  of  this  fact. 

Before  I outline  the  various  symptoms  which 
may  be  due  to  food  allergy  certain  important  con- 
siderations must  be  emphatically  stressed : 

1.  It  must  be  understood  that,  when  I state 
that  migraine  or  certain  gastrointestinal  symp- 
toms may  be  due  to  food  allergy,  I do  not  mean 
it  is  the  only  possible  cause  of  such  symptoms. 
Thus  I am  assured  that  constipation  and  diarrhea 
are  at  times  the  results  of  food  sensitizations,  but 
it  is  fully  realized  they  are  more  often  due  to 
other  causes. 
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2.  Because  food  allergy  can  cause  symptoms 
and  disturbances  in  so  many  areas  of  the  body 
and  many  of  its  manifestations  may  be  due  to 
other  causes,  it  is  most  important  whenever  it  is 
considered  as  an  etiologic  factor,  that  a most  care- 
ful diagnostic  investigation  be  conducted  on  the 
patient.  A complete  and  thorough  history  of  the 
familial  diseases  and  the  patient’s  illnesses  and 
symptoms  from  childhood  to  the  present  time 
must  be  recorded.  This  should  include  evidence 
for  or  against  the  allergic  status  of  the  patient 
as  discussed  later  under  my  consideration  of  the 
allergic  history.  A painstaking  and  complete 
physical  examination  is  indicated,  including 
routine  blood  and  urine  examinations  and  any 
special  examinations  such  as  roentgen-ray  studies 
of  sinuses,  lungs,  gallbladder,  gastrointestinal 
tract  or  urinary  tract,  stomach  analyses,  proc- 
toscopic or  cystoscopic  examinations,  sputum  or 
stool  examinations.  In  short,  a most  thorough 
and  complete  diagnostic  study  must  reveal  all 
possible  pathologic  conditions  which  might  cause 
directly  or  indirectly  any  of  the  symptoms  which 
are  being  suspected  of  allergy.  In  our  interest 
in  allergy  w'e  must  not  be  blind  to  other  diseases 
in  the  patient. 

3.  ^Moreover,  the  fact  that  psychoneuroses 
and  neurotic  disorders  may  produce  profound 
dysfunctions,  resulting  in  symptoms  which  are 
at  times  due  to  allergy,  must  be  kept  in  mind. 
On  the  other  hand,  however,  it  must  be  remem- 
bered that  symptoms  due  to  food  allergy  (and 
this  is  true  of  symptoms  due  to  other  types  of 
allergy)  may  coexist  with  those  due  to  pathologic 
conditions.  Thus,  it  may  be  necessary  to  remove 
an  infected  gallbladder  or  appendix  and  in  ad- 
dition to  prescribe  the  proper  “elimination  diet,” 
because  of  existing  food  allergies,  to  control 
gastrointestinal  symptoms  in  certain  patients. 

To  appreciate  the  way  food  allergy  afifects  the 
patient  certain  of  its  general  characteristics  must 
be  stressed : 

1.  Food  allergy  like  other  types  of  allergy 
tends  to  express  itself  in  localized  cellular  re- 
action.^ After  the  ingestion  of  an  allergy-pro- 
ducing food,  localized  reactions  may  occur  only 
in  the  pulmonary  tissues  in  one  patient  produc- 
ing bronchial  asthma,  in  the  skin  of  the  right 
hand  or  face  producing  localized  eczema,  or  in 
the  tissues  of  the  bladder  or  uterus  producing 
bladder  or  uterine  allergy.  Dif¥erent  tissues  and 

2.  Alexander,  H.  L.:  Localized  Allergy,  M.  Clin. 
North  American,  ll:39y-404.  Sept.,  1927. 


different  parts  of  the  same  tissue  become  sensi- 
tized in  different  individuals  so  that  varying 
manifestations  of  food  allergy  result. 

2.  Food  allergy  tends  to  evidence  if  self  in 
cyclic  recurrences  of  symptoms.  The  same  food 
may  be  eaten  week  after  week  and  urticaria  or 
asthma  due  to  this  food  may  appear  only  at  in- 
tervals of  days,  weeks  or  months.  Desensitiza- 
tion of  the  affected  tissues  which  lasts  for  vary- 
ing periods  explains  this  cyclic  character.  Thus, 
migraine  which  is  often  cyclic,  periodic  vomiting 
and  certain  recurrent  gastrointestinal  symptoms 
are  proving  to  be  manifestations  of  food  allergy. 
As  a corollary  it  may  be  suggested  that  symptoms 
which  occur  periodically  should  suggest  allergy 
as  a possible  cause. 

3.  The  number  and  variety  of  allergens  to 
which  patients  are  sensitive  vary.  Some  are 
sensitive  to  only  one  and  others  to  many  allergens 
of  varying  types.  Not  a few  patients  are  sensi- 
tive to  practically  all  types  of  foods  in  the  same 
way  as  others  are  to  practically  all  pollens.  Such 
extensive  fool  allergies  make  the  control  of  the 
symptoms  very  difficult  and  at  time  impossible. 

4.  To  understand  the  origin  of  allergic  re- 
actions and  to  successfully  control  allergy,  the  min- 
ute amount  of  an  allergen  which  will  produce  the 
allergic  response  must  be  remembered.  Thus, 
^^Tlls^  states  that  he  sensitized  a guinea  pig  with 
the  injection  of  one-twenty  millionth  of  a gram 
of  egg  protein  and  killed  it  by  anaphylactic  shock 
with  one  millionth  of  a gram  of  the  same  pro- 
tein. Human  beings  are  often  correspondingly 
sensitive  to  minute  amounts  of  an  allergenic  pro- 
tein. Thus,  asthma  may  result  in  a horse-sensi- 
tive individual  by  merely  inhaling  allergens  from 
horses  in  a field  past  which  the  patient  rides 
rapidly  in  an  automobile.  The  inhalation  of  al- 
lergens from  the  vapor  of  cooking  food  or  the 
ingestion  of  such  minute  amounts  of  a food  as 
a crumb  of  bread  or  even  a one-thousandth  part 
of  a drop  of  egg  may  produce  violent  symptoms. 
Thus,  for  good  results  in  allergy,  minute  pains 
are  necessary.  The  absolute  exclusion  of  a giv- 
en food  in  patients  who  are  especially  sensitive 
is  imperative  for  satisfactory  results. 

5.  There  is  a familial  tendency  to  allergy 
which  seems  to  be  transmitted  according  to 
Mendelian  laws.  Moreover,  my  experience  in- 
dicates that  the  tendency  to  the  development  of 

3.  Wells,  H.  G. : The  Chemical  Aspects  of  Immu- 
nity, 2d  edition,  The  Chemical  Catalog'  Company,  1929, 
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a specific  manifestation  such  as  asthma,  hay  fever 
or  gastrointestinal  allergy  as  well  as  the  type 
of  allergy  such  as  that  clue  to  food  or  pollen, 
tends  to  be  inherited.  In  certain  families,  tend- 
encies to  the  establishment  of  specific  food  sensi- 
tizations as  to  egg  or  milk,  certain  vegetables  or 
other  foods  apparently  are  transmitted  from  gen- 
eration to  generation. 

6.  Allergic  manifestations  vary  in  degree, 
duration  and  time  of  appearance  after  the  in- 
gestion of  the  specific  food.  One  patient  had 
swelling  of  the  face  and  an  allergic  toxemia  after 
she  had  taken  only  one  drop  of  milk  for  three 
days,  but  these  symptoms  did  not  disappear  for 
three  weeks.  Other  patients  have  swelling  of 
the  lips  and  tongue  and  vomiting  immediately 
after  the  ingestion  of  egg  with  complete  freedom 
from  symptoms  in  a few  hours.  Certain  mani- 
festations of  food  allergy  are  acute,  violent  and 
dramatic.  Death^  in  infants  from  food  allergies 
has  been  described.  It  is  my  opinion,  however, 
that  mild  and  obscure  symptoms  due  to  food  al- 
lergy are  more  frequent  than  severe  ones,  and 
that  food  allergy  and  various  inhalant  allergies 
explain  many  of  the  vague  obscure  discomforts 
which  annoy  our  patients. 

The  following  symptoms  are  at  times  due  to 
food  allergy  and  will  be  briefly  discussed : gastro- 
intestinal symptoms,  bronchial  asthma,  perennial 
hay  fever,  migraine,  headaches  and  neuralgia, 
toxemia,  eczema,  urticaria,  angioneurotic  edema, 
bladder  allergy,  uterine  allergy,  ocular  allergy, 
arthralgia,  purpura,  nervous  dysfunctions. 

It  must  be  emphatically  stated  that  pollen,  dust 
and  other  types  of  allergy  than  food  are  frequent 
causes  of  asthma,  hay  fever,  eczema  and  ocular 
allergy  and  that  migraine,  gastrointestinal  symp- 
toms, bladder  symptoms,  toxemia  and  the  other 
symptoms  mentioned  above,  which  are  due  at 
times  to  food  allergy,  are  with  varying  fre- 
quencies due  to  other  etiologic  causes  which  must 
be  ruled  out  in  the  diagnostic  studies. 

Gastrointestinal  allergy  in  my  opinion  may 
prove  to  be  the  most  common  manifestation  of 
food  allergy.  Gay  has  recently  stated  that  the 
recognition  of  gastrointestinal  allergy  will  save 
much  needless  invalidism.  When  it  is  remem- 
bered that  the  alimentary  tissues  are  those  which 
have  the  greatest  and  most  intimate  contact  with 
the  food  allergens,  it  is  obvious  that  allergic  dis- 
turbances in  them  should  be  common.  In  child- 

4.  LaRoche.  G.,  Riohet,  C.,  Jr.  ,and  Saint  Girons, 
F.:  Alimentary  Anaphylaxis,  translated  by  Rowe,  Univ, 
California  Press,  1930.  French  edition,  Paris.  1919. 


hood  colic,  many  feeding  disturbances,  anorexia, 
constipation,  diarrhea  and  intestinal  cramping 
are  frequently  due  to  food  sensitizations.  Schloss 
and  Ratner  especially  have  emphasized  these 
possibilities.  Anorexia  in  childhood  and  also  in 
adult  life  frequently  results  from  food  allergy. 

Duke  was  one  of  the  first  to  describe  gastro- 
intestinal allergy  in  adults  and  since  then  An- 
dresen,  Eyermann,  Alexander,  Balyeat  and 
Vaughan  have  reported  its  manifestations.  Last 
year  in  a paper  on  gastrointestinal  allergy®  sta- 
tistics on  one  hundred  and  fifty  patients  with 
such  manifestations  were  presented.  Food  al- 
lergy as  one  of  the  causes  of  canker  sores,  sore 
tongue  and  mouth,  gastric  distention,  sour  stom- 
ach, nausea,  vomiting,  diarrhea,  constipation, 
mucous  colitis,  abdominal  pain,  especially  in  the 
epigastrium  and  in  the  right  side,  simulating  the 
pain  due  to  peptic  ulcer,  appendicitis  and  gall- 
bladder disease  is  evidenced  by  these  statistics. 
Graham®  in  his  book  on  gallbladder  stresses  food 
allergy  in  the  differential  diagnosis.  Mucous 
colitis  has  long  been  called  “asthma  of  the  bowel,” 
and  as  such  was  associated  with  allergy.  Spastic 
constipation  when  due  to  food  allergy  results 
from  allergic  contraction  or  spasm  of  the  vary- 
ing parts  of  the  abundant  smooth  muscle  of  the 
intestinal  tract.  Acute  severe  pains,  simulating 
intestinal  obstruction  or  acute  surgical  condi- 
tions, are  not  infrequently  due  to  allergic  edema 
of  the  mucous  membranes  of  localized  areas  of 
the  bowel. 

The  importance  of  complete  physical  and 
laboratory  studies  in  such  patients  is  again 
stressed,  since  obscure  pathology,  such  as  chole- 
cystitis, appendicitis  or  rectal  disease,  may  pro- 
duce such  symptoms.  The  infrequency  of  posi- 
tive skin  reactions  to  allergy-producing  foods  was 
evident  in  the  statistics.  Stomach  analyses  and 
roentgen  studies  were  normal  in  the  majority 
of  those  patients  who  were  studied.  The  im- 
portance of  using  a vehicle  for  barium  in  roent- 
gen studies,  to  which  the  patient  is  not  sensitive, 
must  be  noted.  Thus,  in  a milk  sensitive  pa- 
tient, a cereal  or  tapioca  gruel  should  be  used 
rather  than  malted  milk.  A recent  roentgen 
study'^  of  four  patients  with  gastrointestinal 
symptoms  due  to  milk  showed  that  all  four  had 
marked  gastric  retention  at  three  and  six  hours, 

5.  Rowe,  A.  H.:  Gastro-Intestlnal  Allergy,  J.  A.  M. 
A.,  97:1440-1444,  Nov.  14,  1931. 

6.  Graham,  E.  A.,  Cole,  W.  H.,  Gopher,  G.  H.  and 
Moore,  S.:  Diseases  of  the  Gall  Bladder  and  Bile 
Ducts,  Lea  & Febiger,  1928. 

7.  Rowe,  A.  H.:  Roentgen  Ray  Studies  of  Patients 
with  Gastro-Intestinal  Allergy.  J.  A.  M.  A.  100:394-400, 
Feb.  11.  1933. 
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together  with  disturbances  in  the  normal  motility 
and  in  the  muscular  tonus  of  the  intestinal  tract, 
when  they  were  given  a milk  diet  for  one  to  two 
days  before  the  examination  was  made. 

Bronchial  ashthma^  in  my  experience  is  fre- 
quently due  to  food  allergy.  When  it  develops 
in  a child  in  the  first  years  of  life,  it  is  usually 
due  to  food  sensitization.  As  age  advances,  in- 
halant allergies  more  frequently  become  the 
causes  of  asthma,  but  all  through  life  even  in  old 
age  food  is  a more  frequent  cause  of  this  condi- 
tion than  has  been  appreciated  heretofore.  In  a 
recent  analysis  of  one  thousand  of  my  cases  of 
bronchial  asthma  of  all  ages,  food  allergy  was 
felt  to  play  an  important  part  in  51  per  cent  of 
them.  Pollen  allergy  was  a probable  factor  in 
54  per  cent,  animal  emanations  in  53  per  cent, 
house  dust  (in  seven  hundred  and  sixty  six  cases) 
in  52  per  cent  and  orris  root  in  10  per  cent.  Thus, 
though  all  types  of  allergy  must  be  considered 
and  adequately  controlled  in  the  treatment  of 
bronchial  asthma,  food  allergy  is  most  important 
and  its  recognition  is  imperative.  A survey  of 
one  thousand  and  six  hundred  records  of  college 
students  showed  a history  of  former  or  present 
bronchial  asthma  in  3 per  cent.  This  is  prob- 
ably a conservative  estimate  of  the  frequency  of 
this  malady  because  of  the  likelihood  of  over- 
looking it  in  childhood  and  mistaking  true  asthma 
for  recurrent  colds,  bronchitis  or  even  pneu- 
monia. 

Perennial  hay  fever  may  be  due  to  food  al- 
lergy alone.  I\Iany  patients  with  this  complaint 
have  inhalant  allergies  due  to  pollen,  animal  em- 
anations, dust,  orris  root  or  other  allergens ; 
others  may  have  a mixture  of  inhalant  and  food 
allergies  which  are  responsible  for  nasal  and 
sinus  congestions  throughout  the  year.  Food 
allergy  must  be  suspected  when  nasal  conges- 
tion and  sneezing  are  not  associated  with  itching. 
Itching  is  usually  present  in  inhalant  allergy. 
Allergy  must  be  ruled  out  in  all  patients  with  re- 
current or  persistent  nasal  and  sinus  irritations, 
swellings  or  congestions.  Allergy  often  pro- 
duces symptoms  suggestive  of  infection  in  the 
sinuses  and  a careful  dififerentiation  between  al- 
lergy and  infection  must  be  made.  Thus,  a young 
girl  twenty  years  of  age  had  had  recurrent  nasal 
blocking  and  congestion  in  her  sinuses,  associat- 
ed with  profuse  discharge  of  thick  yellowish 
mucus  for  several  months.  Evidences  of  the 

8.  Rowe,  A.  H. : Bronchial  Asthma — Its  Etiology 
and  Control,  J.  Lab.  & Clin.  Med.,  16:1047-1065,  Aug., 
1931. 


same  trouble  bad  been  present  for  many  years. 
Irrigations  of  her  antra  had  not  relieved  her 
symptoms.  With  an  “elimination  diet”,  nasal 
blocking  and  discharge  practically  disappeared  in 
one  week  without  any  other  type  of  therapy. 

Migraine,  in  the  experience  of  Vaughan,  Rowe, 
Balyeat  and  Eyermann,  is  frequently  due  to  food 
allergy.  This  statement  also  applies  to  many  lo- 
calized or  generalized  headaches,  aching  in  the 
back  of  the  neck,  and  some  neuralgia  in  other 
parts  of  the  body.  Food  allergy  may  either  produce 
an  edema  in  the  meninges  or  a vascular  spasm 
in  the  affected  tissues  of  the  nervous  system.  The 
brain  is  most  frequently  affected,  though  other 
parts  of  the  central  and  the  peripheral  nervous 
systems  are  subject  to  these  allergic  reactions. 
I have  studied  two  patients  with  severe  lower 
back  pain  and  several  with  neuralgia  in  the  neck 
and  upper  extremities  due  to  food  allergy.  In 
1930  I reported  eighty-six  patients®  with  mi- 
graine or  headaches  relieved  by  the  elimination 
of  foods.  Recently  a review^®  was  made  of  the 
rceords  of  one  hundred  and  thirty  patients  whose 
presenting  symptom  was  headache.  Headaches 
were  controlled  with  the  elimination  of  foods 
in  73.9  per  cent  of  these  patients.  Fair  results 
occurred  in  6.9  per  cent.  Failure  occurred  in 
19.2  per  cent.  However,  eleven  patients  of  the 
twenty-five  who  failed  to  respond  to  treatment 
did  not  cooperate  properly.  Many  of  the  un- 
relieved patients  had  histories  of  other  allergic 
manifestations  and  I was  hopeful  at  first  that 
they  would  be  relieved  by  my  “elimination  diets.” 
Most  of  the  unrelieved  patients  had  had  nasal 
surgery,  eye  examinations,  various  abdominal 
operations  and  other  types  of  medical  and  sur- 
gical therapy  with  no  relief. 

It  is  probable  that  some  of  the  good  results 
from  other  types  of  diets,  such  as  the  exclusion 
of  starches  or  the  ketogenic  diet,  are  due  to  the 
exclusion  of  foods  which  are  allergenic  to  the 
patient.  Diets  excluding  allergy-producing  foods 
will  not  control  all  cases  of  headache  or  migraine, 
but  they  will  in  such  a large  number  that  this 
cause  must  be  considered  in  every  patient  with 
these  invaliding  complaints. 

In  1930  toxemia®  due  to  food  allergy  was 
reported  similar  to  that  which  Kahn  described  as 
due  to  pollen.  Patients  with  this  toxemia  com- 
plain of  mental  confusion  and  dullness,  drowsi- 
ness, fatigue  and  a sensation  of  generalized  pois- 

9.  Rowe,  A.  H. : Allergic  Toxemia  and  Migraine  Due 
to  Food  Allergy,  California  & West.  Med.,  33:785-793, 
Nov.  1930. 
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oning.  Aching  and  pains  in  various  parts  of  the 
body  are  frequent  and  many  have  headaches  and 
gastrointestinal  symptoms  due  to  food  allergy. 
The  realization  that  they  feel  better  when  their 
bowels  move  freely  from  physics  or  enemas  is  in 
favor  of  food  allergy  as  a cause.  Thus,  food 
allergy  must  be  recognized  as  one  of  the  important 
causes  of  so-called  autointoxication. 

Eczema  in  infancy  and  childhood  is  usually 
due  to  food  allergy.  As  age  advances,  air-borne 
and  contact  allergens  become  increasingly  import- 
ant in  the  etiology,  though  food  sensitizations  are 
frequent  in  such  cases,  even  in  old  age. 

Urticaria  and  angioneurotic  edema  likewise 
are  frequently  due  to  food  sensitizations.  The 
younger  the  patient  the  more  likely  is  this  to  be 
the  etiology.  Contact  allergens  must  also  be 
considered  as  causes  of  hives.  In  adult  life  ab- 
sorption from  foci  of  infection  in  various  parts 
of  the  body  as  well  as  from  drugs  or  parasites 
must  be  remembered  as  causing  about  50  per  cent 
of  the  cases  of  urticaria.  In  adult  life  angioneur- 
otic edema  may  occur  alone  or  associated  with 
hives.  Food  and  bacterial  allergies  are  most  fre- 
quently the  causes  of  this  malady. 

Bladder  allergy  was  originally  described  by 
Duke  and  has  been  confirmed  through  my  ob- 
servations. Marked  burning,  tenesmus  and 
pain  may  result  from  such  localization  of  allergy 
in  the  mucosa  and  smooth  muscle  of  the  bladder 
and  urethra.  A localized  excoriation  of  the 
vulva  and  chafing  of  the  vulval  tissues  and  ad- 
jacent skin  of  the  thighs  have  also  been  described 
in  my  publications  as  due  to  food  sensitizations. 
Duke  and  Rowe  have  recognized  ureteral  and  kid- 
ney colic  and  pain  to  be  due  to  the  same  cause. 

Duke  also  described  uterine  pain  due  to  food 
allergy.  Other  observers  have  reported  cramp- 
ing and  uterine  bleeding  from  general  reactions 
due  to  pollen  therapy.  For  several  years  I have 
studied  various  patients  with  painful  menstrua- 
tion associated  with  nausea  and  vomiting  result- 
ing from  food  allergy.  During  the  last  year  we 
have  found  for  the  first  time  leucorrhea  is  at 
times  due  to  an  allergic  reaction  in  the  mucous 
membrane  of  the  cervix  resulting  from  food  al- 
lergy. Finally,  continuous  uterine  bleeding  from 
the  age  of  thirteen  to  twenty-nine,  severe  mi- 
graine and  leucorrhea  in  one  patient  have  been 
entirely  relieved  by  the  use  of  my  "elimination 
diets.”  This  occurrence  of  uterine  allergy^^  is 

10.  Rowe,  A.  H.;  Allergic  Migraine,  J.  A.  M.  A., 
99:912-915,  Sept.  10,  1932. 

11.  Rowe.  A.  H. : Uterine  Allergy,  Am.  j.  Obst.  & 
Gynec.,  25:333-338,  Sept.  1932. 


not  surprising  in  view  of  the  fact  that  we  have 
used  uterine  strips  for  the  demonstration  of 
experimental  allergy  for  many  years,  and  in  view 
of  the  large  amount  of  smooth  muscle  and  muc- 
ous membrane  in  the  genital  organs. 

Ocular  allergy  due  to  food  is  not  infrequent. 
Corneal  ulcers,  redness  of  the  sclera  or  actual 
hemorrhage  may  occur.  One  patient  had  hemor- 
rhages in  the  back  of  the  eye  which  necessitated 
incision  of  the  conjunctiva  for  relief.  Burning 
of  the  eyes  and  muscular  spasms  producing  pe- 
culiar disturbances  in  vision  have  occurred  in 
food  sensitization.  The  local  effect  of  pollen 
and  other  inhalant  allergens  on  the  conjunctivae 
is  well  recognized  and  must  be  remembered  along 
with  food  allergens  in  discussing  ocular  allergy. 

Allergic  purpura  due  to  food,  originally  de- 
scribed by  Alexander  and  Eyermann,  has  been 
confirmed  in  my  own  work  and  by  Kahn  and 
Barthelme.  Such  purpura  is  usually  associated 
with  gastrointestinal  and  arthritic  symptoms, 
though  it  may  occur  alone.  Arthralgia  and  inter- 
mittent hydrarthrosis  may  be  due  to  food  allergy. 
Such  joint  pain  may  be  generalized  and  associated 
with  marked  limitation  of  motion.  My  studies 
indicate  that  localization  of  food  allergy  in  joints 
is  not  especially  common,  though  it  must  be  kept 
in  mind.  Rowe  and  Richet^^  have  described  the 
many  nervous  disturbances  arising  from  food 
sensitization.  In  this  group  epilepsy,  Meniere’s 
disease  and  certain  transient  dysfunctions  occur, 
including  paresthesia,  paresis  and  amblyopia. 
Fever  also  has  been  recognized  as  an  occasional 
manifestation,  and  emaciation  and  malnutrition 
may  also  occur  in  occasional  patients,  due  to  food 
allergy. 

The  possibility  that  certain  heart  irregularties 
as  well  as  hypertension  may  at  times  be  due  to 
allergic  reactions  in  the  cardiac  and  vascular 
musculature  is  evidenced  by  scattered  reports  in 
the  literature. 

Thus  ends  this  brief  recital  of  the  varied 
manifestations  which  may  occur  due  to  food  al- 
lergy. This  etiologic  agent,  therefore,  must  be 
kept  in  the  minds  of  all  physicians  and  specialists 
alike  so  that  they  may  do  justice  to  their  patients. 
We  will  now  turn  our  attention  to  the  diagnosis 
and  finally  the  treatment  of  food  allergy. 

DIAGNOSIS 

The  diagnosis  of  a patient  suspected  of  food  or 
any  other  type  of  allergy  necessitates  a most  care- 

12.  Rowe,  A.  H.  and  RIchet,  C.,  Jr.;  Chronic  Ner- 
vous Manifestations  of  Alimentary  Anaphylaxis,  Jour, 
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fill  and  detailed  general  history.  This  especially 
should  reveal  any  possible  allergy  in  the  family 
or  personal  history  and  the  influence  of  seasons, 
dusts,  foods,  pollens  of  all  types  and  other  pos- 
sible allergic  factors  on  the  patient’s  symptoms. 
A record  of  any  food  dislikes  or  disagreements 
as  experienced  by  the  patient  at  any  time  during 
his  life  is  most  important.  The  history  of 
eczema,  colic,  gastrointestinal  disturbances,  re- 
current bronchitis  or  asthma  in  childhood  is  al- 
ways suggestive  of  food  allergy.  In  addition,  as 
I have  already  emphasized,  the  history  must  help 
to  discover  all  other  pathologic  conditions  for 
the  purpose  of  differential  diagnosis. 

A thorough  physical  examination,  routine 
blood,  urine  and  all  other  laboratory  procedures, 
roentgen  ray  and  special  examinations  must  be 
carried  out,  whenever  they  are  indicated  by  the 
history  or  study  of  the  patient. 

Skin  testing  is  next  in  order.  It  is  preferable 
in  all  patients  suspected  of  any  type  of  allergy 
to  test  with  the  common  allergens  of  all  types, 
such  as  food,  animal  emanations,  dusts,  fungi, 
orris  root,  miscellaneous  substances,  and  spring, 
fall,  tree  and  cultivated  flower  pollens.  Testing 
should  first  be  done  with  the  cutaneous  or  scratch 
method.  Balyeat  has  stressed  the  fact  that  the 
upper  arm  and  back  give  better  reactions  than 
does  the  forearm.  Intradermal  tests  are  then 
done  with  all  important  allergens  to  which  nega- 
tive cutaneous  reactions  have  occurred.  The 
wheal  and  the  erythema  are  read  in  twenty  to 
thirty  minutes.  The  delayed  reactions,  as  empha- 
sized by  Vaughan,  are  important  to  record.  The 
Prausnitz  Kustner  reaction  of  passive  transfer 
may  also  be  tried. 

^^hth  all  types  of  allergens  and  tests,  however, 
it  is  important  to  emphasize  that  negative  reac- 
tions frequently  occur  in  the  presence  of  clinical 
allergy.  This  is  especially  true  in  food  allergy. 
These  negative  skin  reactions  in  my  mind  largely 
explain  wdiy  the  frequency  of  food  allergy  as  a 
cause  of  its  many  manifestations  was  so  long 
delayed. 

Because  of  the  negative  skin  reactions  in  many 
patients  with  food  allergy  and  because  of  the 
fact  that  positive  reactions  do  not  always  mean 
clinical  allergy,  diet  trial  for  diagnostic  purposes 
is  of  great  importance.  For  such  trial  various 
methods  have  been  suggested.  In  1928  I de- 
scribed my  elimination  method  of  diet  trial  which 
had  been  used  for  three  years  and  since  then  I 
have  continued  its  use  with  increasing  success. 


At  present  these  “elimination  diets”  are  being 
used  generally  and  constitute  a standardized 
method  for  diagnosis  and  treatment  of  food  al- 
lergy. 

It  is  also  necessary  to  stress  the  fact  that  posi- 
tive skin  reactions  of  all  degrees  may  be  present 
in  the  entire  absence  of  any  recognizable,  clinical 
manifestation.  This  is  illustrated  very  well  by 
the  skin  reactions  obtained  in  a young  lady.  She 
had  definite  symptoms  from  pollens  to  which 
positive  reactions  occurred.  However,  there 
were  no  clinical  manifestations  due  to  any  of  the 
foods  to  which  positive  reactions  appeared.  An- 
other young  lady  showed  skin  reactions  to  many 
pollens  and  foods.  Gastrointestinal  symptoms 
and  epileptic  attacks  were  relieved  by  the  elim- 
ination of  the  reacting  foods  but  she  had  never 
had  any  symptoms  referable  to  her  very  large 
pollen  reactions. 

ELIMINATION  DIETS 

The  elimination  diet  was  originally  formulated 
with  the  following  ideas  in  mind ; The  diets 
should  contain  foods  which  satisfy  protein,  cal- 
oric, mineral  and  vitamin  requirements.  The 
foods  should  be  those  which  infrequently  pro- 
duce allergy.  They  should  be  such  that  definite 
meals  can  be  served.  Only  a few  foods  should 
be  included  so  that  the  effect  of  each  one  on  the 
patient  can  be  studied. 

Diet  trial  for  the  diagnosis  of  food  allergy  re- 
quires weeks  and  at  times  months  of  careful 
supervision  and  cooperation.  This  is  due  to  the 
fact  that  food  allergens  are  not  eliminated  from 
the  sensitized  cell  and  the  symptoms  are  not  lost 
in  many  patients  until  the  causative  foods  have 
been  out  of  the  diet  for  from  seven  to  fourteen 
days  or  even  longer.  Moreover,  the  effect  of 
some  foods  is  cumulative  and  only  appears  after 
their  inclusion  in  the  diet  for  days  or  even  weeks. 
This  necessity  of  prolonged  diet  trial  demands 
above  all  else  the  maintenance  of  Aveight  and 
metabolic  requirements.  In  the  average  patient 
cooperation  for  these  desired  results  can  best  be 
obtained  through  the  use  of  diets  based  on  my 
elimination  principle. 

Such  weight  maintenance  is  especially  impor- 
tant in  children  and  thin  adults.  The  patient  on 
the  elimination  diet  must  be  iveighed  regularly 
and  extra  calories  in  the  form  of  the  prescribed 
oils,  sugar  and  carbohydrates  must  be  taken,  if 
the  weight  falls  below  a level  which  is  proper 
for  the  individual.  When  the  patient  is  over- 
weight, however,  calories  may  be  lowered  by  cut- 
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ting  down  on  oils,  sugars  and  starches.  Insis- 
tence on  the  proper  intake  of  protein,  minerals 
and  vitamins  with  a diet  low  in  calories,  which 
is  to  be  followed  for  a prolonged  period  for 
weight  reduction  is  most  important. 

In  1928,  after  a careful  study  of  the  records  of 
one  hundred  and  seventy-five  patient  with  food 
allergies,  those  foods  to  which  they  were  most 
frequently  sensitive  were  tabulated.  Such  clinical 
sensitizations  were  determined  by  food  reactions 
and  history,  with  actual  feeding  of  the  suspected 
foods  as  the  final  test.  Thus  my  original  diets 
excluded  wheat,  milk,  egg,  chocolate,  fish,  nut, 
orange,  apple,  banana,  potato  and  several  others. 
Since  then  Vaughan  has  studied  a group  of  two 
hundred  patients  and  Eyermann  another  series 
with  headaches.  Their  conclusions  agree  with 
mine  in  essential  respects.  Vaughan,  however, 
recommends  the  exclusion  of  beans,  and  empha- 
sizes through  his  botanical  study  the  frequency 
of  group  reactions  to  foods  which  I had  pointed 
out  in  1928. 

In  my  recent  monograph  on  “Food  Allergy”, 
I recommended  several  supplemental  diets  for 
patients  with  such  group  sensitizations  to  foods. 
Thus,  a cereal- free  diet,  depending  on  tapioca, 
sweet  and  white  potato  and  sugar  for  its  carbo- 
hydrates, has  been  especially  helpfid  in  tbe  study 
of  patients  who  have  not  responded  to  the  other 
“elimination  diets”.  In  fact,  I am  adding  it  to 
my  routine  list  of  “elimination  diets”  as  pub- 
lished in  1930  as  diet  number  4.  In  addition,  the 
total  exclusion  of  meats,  fruits  or  vegetables  is 
indicated  in  the  diet  trial  in  certain  patients  sus- 
pected of  sensitizations  to  these  groups  of  foods. 
When  reduction  in  weight  is  not  contraindicated, 
the  taking  of  a fruit  juice,  such  as  grape  fruit 
juice  with  gelatine  or  a meat  such  as  lamb  or  beef 
or  of  tapioca,  lamb  and  sugar  with  or  without  a 
single  vegetable  or  fruit,  is  justified  when  a sus- 
pected food  allergy  is  not  relieved  by  the  routine 
diets.  However,  reduction  below  the  proper 
weight  cannot  be  permitted  through  such  a re- 
gime. 

THE  USE  OF  THE  DIETS 

In  all  patients  suspected  of  food  allergy, 
scratch  tests  with  all  food  allergens  are  indicated. 
Intradermal  tests  with  thosle  important  foods 
which  have  given  negative  reactions  are  also 
desirable.  A diet,  which  excludes  such  reacting 
foods  as  well  as  those  to  which  a definite  history 
of  food  sensitization  exists,  often  relieves  the 
patient  of  his  symptoms.  However,  it  must  be 


emphasized  again  that  positive  reactions  do  not 
always  indicate  clinical  sensitizations  and  that 
such  reactions  at  times  are  due  to  nonspecific 
irritants  in  the  testing  extracts. 

If  the  above  diet  does  not  give  relief,  the  use 
of  diet  trial  by.  the  “elimination  diet”^^  is  indi- 
cated. In  prescribing  the  diets  it  is  well  to  sub- 
stitute foods  for  any  in  them  which  have  given 
definite  skin  reactions  or  to  which  a history  of 
definite  idiosyncrasy  or  disagreement  exists. 
Thus,  if  a reaction  occurs  to  rice,  corn  may  be 
substituted.  With  a reaction  to  lamb  or  chicken, 
beef  may  be  substituted.  Moreover,  if  reactions 
occur  to  all  cereals,  the  cereal-free  “elimination 
diet”  may  be  used. 

Many  problems  due  to  food  allergy  can  be 
w’orked  out  by  the  general  practitioner  or  special- 
ist with  these  diets,  even  though  they  are  not 
equipped  to  do  skin  testing.  Success  requires 
persistence  on  the  physician’s  part  and  absolute 
cooperation  on  the  part  of  the  patient  in  follow- 
ing the  diet  strictly.  Most  patients  with  food  al- 
lergy have  a personal  or  family  history  of  allergy. 
However,  such  a history  is  not  necessary  and 
diet  trial  should  be  used  for  the  determination 
of  possible  food  sensitizations,  when  symptoms 
are  present  which  suggest  the  possibility  of  food 
allergy,  especially  after  thorough  examinations 
have  ruled  out  other  causes. 

DESENSITIZATION  TO  FOODS 

With  the  continued  elimination  of  a food,  de- 
sensitization usually  occurs.  Months  and  at  times 
years  are  required,  however,  for  such  increase  in 
tolerance.  Occasionally  the  elimination  of  a 
food  for  a few  weeks  is  sufficient  for  permanent 
desensitization. 

Densensitization  to  foods  by  hypodermic  or 
oral  methods  has  been  described  in  the  literature 
for  several  years  and  is  worthy  of  trial  when 
important  foods  such  as  wheat,  milk  and  eggs 
are  involved.  In  general,  however,  few  allergists 
have  had  many  successful  results  from  hypoder- 
mic or  oral  desensitization. 

Peptone  therapy  by  oral,  subcutaneous  and  in- 
travenous methods  has  been  recommended  to 
counteract  food  allergy.  In  my  experience  no 
outstanding  relief  has  been  obtained  after  an 
extensive  trial  of  all  types  of  peptone  therapy. 
Recently  Urbach  has  used  specific  peptone  for 
desensitization  and  has  reported  good  results  in 
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cutaneous  allergy.  However,  studies^^  of  his  pro- 
peptone therapy  have  been  disappointing.  Like- 
wise calcium  administration  is  without  value  in 
the  modification  of  food  sensitizations. 

Nonspecific  protein  therapy  through  intraven- 
ous typhoid  vaccine  has  been  recommended  for 
desensitization  purposes.  In  very  resistant  cases, 
such  treatment  is  justifiable,  but  care  must  be 
used  to  prevent  marked  reactions.  When  the 
patient  is  not  sensitive  to  milk,  intramuscular  in- 
jections of  it  may  be  tried,  though  no  marked 
evidence  exists  in  favor  of  the  effects.  Auto- 
hemotherapy  or  autoserotherapy  is  more  advis- 
able as  a form  of  nonspecific  protein  therapy 
and  should  be  tried  before  the  more  heroic  meas- 
ures are  used.  However,  this  type  of  treatment 
is  indicated  only  in  resistant  cases,  realizing  its 
limited  value. 

Finally,  comment  must  be  made  on  the  effect 
of  climate  on  food  allergy.  I have  repeatedly 
observed  that  patients  in  a dry  climate  can  tol- 
erate foods  which  produce  marked  symptoms  in 
a moister  location.  Arnold’s  experiments  indi- 
cate that  this  may  be  due  to  the  effect  of  humid- 
ity on  mucous  membrane  permeability,  since  he 
showed  that  lymph  from  the  thoracic  ducts  of 
animals,  previously  fed  with  certain  bacteria, 
contained  such  bacteria  when  the  animals  were 
placed  in  a moist  atmosphere,  but  did  not  con- 
tain any  when  they  were  placed  in  a dry  atmos- 
phere. It  is  my  opinion  that  other  atmospheric 
changes  also  may  be  responsible  for  these  recog- 
nized benefits  from  a dry  atmosphere. 

In  conclusion,  let  me  again  emphasize  the  ne- 
cessity of  keeping  food  allergy  in  mind,  whether 
in  the  practice  of  general  medicine  or  the  special- 
ties. The  manifestations  I have  enumerated  must 
be  remembered  so  that  food  allergy  as  a possible 
cause  of  them  will  not  be  neglected.  Skin  re- 
actions may  indicate  the  food  sensitizations  caus- 
ing the  symptoms,  but  such  reactions  must  also 
be  checked  by  diet  trial.  Frequently  skin  reac- 
tions are  negative  and  in  such  patients  my  elim- 
ination method  of  diet  trial  for  the  diagnosis  and 
control  of  food  allergy  is  recommended. 

Protein  Nitrogen  and  Nonprotein  Nitrogen  Deter- 
minations ON  Gastric  Juice.  Lay  Martin,  Baltimore 
(Journal  A.M.A.,  May  13,  1933),  states  that,  in  the  nor- 
mal gastric  juice,  protein  nitrogen  and  nonprotein  ni- 
trogen fractions  (amino  acid,  urea  uric  acid  and  am- 
monia) were  found  in  amounts  that  varied  within  but 
small  limits.  In  cases  of  benign  achlorhydria  the 
amounts  were  found  to  be  increased  approximately  two- 
fold. In  the  cases  of  pernicious  anemia  the  same  in- 
crease was  found  and  associated  with  still  greater 
amounts  of  amino  acid  and  urea. 


THE  VALUE  OF  SKIN  TESTING 

AS  AN  AID  IN  THE  DIAGNOSIS  OF 

aeeergic  diseases* 

Merle  W.  Moore,  M.D. 

PORTLAND,  ORE.. 

There  has  been  considerable  misunderstanding 
concerning  the  value  of  skin  testing  in  the  diag- 
nosis of  various  allergic  diseases.  Since  it  was 
first  advocated,  it  has  been  used  more  or  less 
haphazardly  by  many  who  have  not  taken  the 
time  to  familiarize  themselves  with  its  limitations 
and  practical  applications.  Those  who  have  not 
yet  had  practical  experience  along  these  lines  are 
usually  of  the  opinion  that  these  skin  tests  in 
themselves  should  make  all  diagnosis  of  allergic 
conditions ; those  who  have  had  a meager  exper- 
ience with  skin  testing  are  usually  of  the  opinion 
that  skin  tests  are  of  very  little  value  and  con- 
tribute practically  nothing  toward  a diagnosis. 
It  is  for  this  reason  that  I wish  to  give  a definite 
understanding  concerning  the  value  of  skin  test- 
ing as  an  aid  in  diagnosis. 

In  order  to  have  a working  understanding,  let 
us  look  briefly  upon  the  theoretical  side  of  aller- 
gy. All  diseases  of  an  allergic  nature  perhaps 
depend  on  the  reaction  of  a particular  foreign 
substance,  called  antigen,  with  the  body  cell  by 
the  aid  of  an  antibody^  or  an  antibody-like  sub- 
stance. Coca  has  called  this  antibody-like  sub- 
stance “atopic  reagin,”  and  has  shown  that  it 
differs  in  many  respects  from  the  true  anaphylac- 
tic antibody-.  But,  regardless  of  what  termin- 
ology is  used,  if  we  understand  that  an  antibody 
must  be  present  to  cause  the  antigen  to  unite  and 
react  with  the  cell,  then  one  has  at  least  a work- 
ing knowledge. 

This  reaction  between  antigen  and  antibody  is 
highly  specific  and  this  specificity  is  one  of  the 
characteristics  of  this  group  of  conditions.  Why 
some  individuals  should  have  this  altered  reac- 
tivity and  the  power  of  antigen  antibody  relation, 
can  be  explained  only  upon  an  hereditary  basis, 
and  this  we  do  know  definitely,  that  this  peculiar 
trait  is  inherited^. 

There  is  not  only  a specificity  between  antigen 
and  antibody  response,  but  there  is  an  apparent 

*Read  before  the  Fifty-eighth  Annal  Meeting  of  Ore- 
gon State  Medical  Society,  Klamath  Falls,  Ore.,  Sept., 
22-24,  1932. 
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specifity  to  the  body  cells  or  organs  involved. 
They  are  spoken  of  as  the  shock  organs.  Thus,  the 
bronchus  may  be  the  shock  organ  with  resulting 
asthma,  the  nasal  mucous  membrane  with  hay 
fever,  the  gastrointestinal  tract  with  various  gas- 
trointestinal symptoms,  the  meninges  with  mi- 
graine, the  skin  with  eczema,  urticaria,  etc.  The 
specificity  often  changes  from  one  shock  organ 
to  another.  Thus,  one  may  have  eczema  as  a 
child,  hay  fever  as  an  adult  and  asthma  in  old 
age. 

The  type  of  reaction  which  takes  place  upon 
the  union  of  antigen  and  antibody  with  the  body 
cell  is  primarily  an  edematous  type.  For  example, 
in  hay  fever,  the  edema  is  easily  demonstrated. 
In  asthma  edema  of  the  bronchial  mucosa  causes 
the  well  known  symptoms  and  not  the  bronchial 
constriction,  as  it  was  at  one  time  thought‘s.  In 
urticaria  the  edema  is  very  well  demonstrated.  In 
all  other  allergic  conditions,  where  the  shock  or- 
gan is  the  gastrointestinal  mucosa  or  the  men- 
inges, we  are  not  so  sure  of  the  response  because 
of  the  inability  to  observe  these  organs  during 
this  reaction  period. 

Just  what  takes  place  when  antigen  unites  with 
the  body  cell  is  not  well  understood,  but  the  ex- 
plantation most  accepted  today  is  that  histamine® 
or  a histamine-like  substance  is  liberated  by  the 
union  of  antigen  with  the  body  cell.  It  is  the 
histamine,  apparently,  that  is  directly  responsible 
for  the  symptoms  produced. 

With  the  foregoing  in  mind,  let  us  see  what 
takes  place  in  the  skin  of  an  allergically  sensi- 
tive individual  when  tested.  If,  for  example, 
we  have  an  asthma  due  to  chicken  feathers,  this 
particular  person  has  developed  within  his  body 
a specific,  antibody  to  chicken  feather  antigen. 
If  a small  portion  of  chicken  feather  antigen  is 
injected  into  the  skin  of  such  an  individual,  an 
immediate  wheal,  or  edema,  will  result  at  the 
point  of  inoculation®.  In  other  words,  we  are 
duplicating  in  the  skin  the  very  reaction  that  oc- 
curs in  the  nasal  mucous  membrane  or  bronchial 
mucosa.  Such  reactions  can  be  duplicated  by 
practically  all  the  inhalents. 

With  foods  we  have  a very  different  condition. 
The  majority  of  food  extracts  used  for  testing 

4.  Clerf,  L.  H.,  Bronchoscopy  as  an  Aid  in  Diag- 
nosis and  Treatment  of  Bronchial  Asthma.  J.  A.  M.  A., 
89:872-875,  Sept.  10.  1927;  Huber,  H.  L.  and  Koessler 
K.  K.,  The  Pathology  of  Bronchial  Asthma.  Arch.  Int. 
Med.  30:.689-760,  Dec..  1922. 

5.  Barger,  iG.,  and  Dale,  H.  H.,  Chemical  Structure 
and  Sympathomimetic  Action  of  Amines.  J.  Physiol. 
(Bond.)  41:19-59,  1910-1911. 

6.  Coca,  A.  F.,  Skin  as  Shock  Tissue.  Bull.  New 
York  Acad.  Med.  5:223-231,  March,  1929. 


do  not  give  positive  skin  reactions  because  the 
antigen  used  in  testing  is  not  the  same  that  causes 
the  symptoms.  The  digestion  of  food  apparently 
produces  a different  antigen  than  is  found  in  the 
raw  material  from  which  the  extract  is  made”^. 
This  type  of  case  has  delayed  symptoms  because 
of  the  time  required  for  the  development  of  the 
new  antigen  which  is  the  result  of  digestion.  The 
cooking  process  also  probably  changes  the  anti- 
gen. Some  foods  which  are  uncooked  cause  im- 
mediate reactions  when  eaten,  and  these  will  give 
positive  skin  reactions  for  the  antigen  causing  the 
symptoms  exists  in  the  raw  food.  For  these 
reasons  foods  to  which  an  individual  is  allergic- 
ally sensitive  may  give  negative  results  in  skin 
tests. 

In  many  respects  the  testing  of  bacterial  anti- 
gen is  similar  to  that  of  food  antigen  in  that  the 
antigen  used  in  testing  is  not  the  same  one  that 
causes  symptoms®.  We  do  not  know  how  in- 
fections cause  asthma.  We  do  know,  however, 
that  infection  is  closely  related  to  many  allergic 
conditions,  and  that  it  complicates  as  often  as  it 
is  a specific  cause.  It  is  the  opinion  of  Cooke 
that  it  is  not  the  bacteria  themselves,  but  their 
product  or  the  result  of  the  bacterial  reaction 
upon  diseased  tissues  that  produces  symptoms. 

If  such  is  the  case,  and  from  all  indications  this 
seems  to  be  a logical  conclusion,  then  the  skin 
testing  with  various  bacterial  antigens  will  not 
be  specific.  We  are  not  testing  with  the  same 
specific  antigen  that  is  causing  the  symptoms. 
The  delayed  constitutional  reactions  from  bac- 
terial injections,  however,  should  be  specific,  be- 
cause during  this  delay  the  necessary  reaction 
can  take  place  between  the  bacteria  and  body  cells 
with  the  formation  of  the  causative  antigenic  fac- 
tor. Until  we  know  the  actual  role  of  bacterial 
antigens  in  allergy,  bacterial  testing  will  still  be 
on  an  experimental  basis. 

One  will  often  find  positive  skin  tests  to  bac- 
terial antigens.  This  does  not  mean,  however, 
that  the  particular  bacterial  antigens  which  gave 
a positive  skin  test  are  responsible  for  the 
trouble.  One  may  be  skin  sensitive  to  an  antigen, 
but  not  allergically  sensitive®.  One  will  obtain 
as  many  positive  skin  reactions  in  the  normal 

7.  Rowe,  A.  H.,  Food  Allergy;  Its  Manifestations, 
Diagnosis  and.  Treatment.  J.A.M.A.,  91:1623-1631, 
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individual  with  bacterial  antigens  as  he  will  in 
the  allergic  individual.  Great  care  must  be  used 
in  the  interpretation  of  these  tests,  and  before 
one  can  come  to  any  definite  conclusion  relative 
to  bacteria,  it  should  be  necessary  to  duplicate 
the  symptoms  with  the  specific  bacterial  antigen. 

Those  who  have  had.  typhoid  fever  are  apt  to 
give  a delayed  reaction  to  typhoid  bacteria  years 
after  their  infection^®.  This  also  applies  to  sta- 
phylococcus, streptococcus,  etc.  At  the  very  best 
it  only  gives  us  evidence  of  past  history.  A care- 
ful physical  examination  is  far  more  important 
than  skin  testing  with  bacteria. 

The  technic  and  materials  used  in  testing  have 
much  to  do  with  the  quality  of  the  results.  To- 
day we  have  three  recognized  forms  of  skin  test- 
ing : the  intradermal  or  cutaneous,  the  epider- 
mal or  scratch,  and  the  patch  test.  There  has 
been  considerable  controversy  concerning  the 
best  method.  Each,  however,  has  its  own  par- 
ticular field. 


Fig-.  1.  This  illustrates  the  necessary  equipment  for 
intradermal  injection.  The  -wire  rack  holds  the  ex- 
tracts in  the  order  in  which  they  are  placed  in  the 
skin  and  has  an  added  feature  of  being  adaptable  for 
the  refrigerator.  A separate  syringe  is  used  for  each 
injection. 

The  patch  test  has  a very  limited  application, 
but  is  especially  adapted  to  the  dermatoses  and 
eczematoid  conditions,  in  which  there  is  no 
associated  mucous  membrane  lesions.  In  these 
instances  the  matenal  to  be  tested  is  applied  to 
a normal  skin  area  for  varying  periods  of 
time^^. 

For  the  average  physician,  who  is  doing  only 
occasional  skin  tests,  the  scratch  method  is  the 
most  practical.  The  cost  is  not  much,  his  mater- 
ials will  keep  indefinitely,  it  requires  very  little 
technic,  and  it  is  safe.  However,  the  results  are 

10.  Gay,  F.  P.  and  Claypole,  E.  J.,  An  Experimental 
Study  of  Methods  of  Prophylactic  Immunization 
Against  Typhoid  Fever.  Arch.  Int.,  Med.  14:671-705, 
Nov..  1914. 

11.  Spain,  W.  C.,  Studies  in  Specific  Hypersen-si- 
tiveness.  Dermatitis  Venenata.  J.  Immunology.  7:179- 
191,  March,  1922. 


not  to  be  compared  with  the  intradermal  method, 
and  this  factor  should  be  kept  in  mind^^  (fig-  I)- 

For  the  individual  who  is  really  anxious  to  se- 
cure the  most  from  skin  testing  the  intradermal 
method  will  prove  best.  This  method  was  origin- 
ally perfected  by  Cooke  and  has  now  been  adopt- 
ed by  the  majority  of  allergists.  This  factor 
alone  has  gone  far  to  prove  its  merits. 

Briefly,  the  intradermal  method  consists  of  in- 
jecting just  into  the  skin  sterile  antigen  of  known 
strength  by  the  aid  of  a tuberculin  syringe  and 
fine  needle.  These  antigens  are  prepared  and 
standardized  by  the  method  of  Coca^^,  the 
strength  of  the  solutions  being  measured  by  the 
nitrogen  content  per  cubic  centimeter.  It  is  ne- 
cessary to  keep  them  at  10  degrees  C.  to  insure 
their  activity  and  they  should  be  renewed  every 
year.  The  method  is  not  without  danger  in  the 
hands  of  the  inexperienced.  One  should  not  use 
the  intradermal  method  until  he  has  thoroughly 
familiarized  himself  with  every  phase  of  the 


Fig.2.  A very  convenient  method  of  making  the  in- 
tradermal injection.  The  syringe  is  held  in  the  finger 
tips,  the  needle  held  parallel  to  the  tightly  stretched 
skin  surface.  The  injection  is  made  just  beneath  the 
skin  surface  intradermally. 

technic.  Having  done  this,  his  efforts  will  be 
well  rewarded,  for  the  intradermal  tests  are  far 
more  delicate,  and  much  more  informative  than 
any  other  method  (fig.  2). 

The  degree  of  reaction  can  be  controlled  not 
only  by  the  amount  injected,  but  by  the  strength 
of  the  solution.  If,  for  example,  we  are  suspi- 
cious of  a certain  antigen,  and  small  dilutions  fail 
to  give  a response,  we  may  gradually  increase  the 
strength  of  that  solution  until  we  have  definitely 
classified  the  reactionary  response.  This  feature 

12.  Brown,  A..  Studies  in  Specific  Hypersensitive- 
ness, Magnostic  Cutaneous  Reaction  in  Allergy.  Com- 
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for  Use  in  the  Diagnosis  and  Treatment  of  Allergies, 
with  Notes  on  the  Collection  of  Pollens.  J.  Immunol- 
ogy, 7:163-178,  March,  1922. 
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is  an  exceedingly  important  aid  in  the  diagnosis 
and  treatment  of  hay  fever  cases.  Many  allergic 
individuals  seem  to  have  a threshold  of  skin  re- 
sponse, that  is,  they  are  able  to  neutralize  a cer- 
tain amount  of  antigen  beyond  vrhich  causes  an 
edematous  response.  Unless  this  factor  can  be 
controlled,  one  is  apt  to  miss  those  cases  with 
the  scratch  method  which  would  be  skin-posi- 
tive with  the  controllable  intradermal  technic. 

But  the  testing  alone  does  not  always  determine 
the  causative  factors.  The  clinical  history  must 
be  reviewed  most  carefully,  and,  last  but  not 
least,  a complete  physical  examination  should  be 
made  in  every  case.  The  percentage  of  allergic 
individuals  who  give  positive  specific  skin  tests 
vary  with  each  clinic.  According  to  Cooke,  the 
following  figures  show  the  relative  frequency  of 
skin  tests  as  a diagnosis : 51  per  cent  are  skin 

sensitive ; 34  per  cent  are  nonskin  sensitive,  in- 
fectious group;  15  per  cent  are  both  skin  sensi- 
tive and  infectious^^^.  These  are  very  conserva- 
tive figures  and  represent  probably  the  largest 
single  group  of  cases,  and  constitute  an  average 
of  the  more  radical  and  doubtful  figures  than  are 
often  published. 

The  skin  tests  are  a very  important  factor  as 
an  aid  to  a diagnosis  of  an  allergic  condition. 
There  is  no  one  criterion  by  which  one  may  judge 
the  positiveness  of  skin  tests.  A rale  heard  in  the 
chest  does  not  make  a diagnosis  of  pulmonary 
tuberculosis  any  more  than  a positive  skin  test 
makes  an  etiologic  diagnosis  of  asthma.  Experi- 
ence alone  is  needed. 

CONCLUSIONS 

1.  Skin  tests  are  a very  important  factor  as 
an  aid  to  diagnosis  of  allergic  diseases. 

2.  Clinical  medicine  can  not  be  discarded  on 
this  account. 

3.  For  the  average  physician  the  scratch 
method  is  more  practical,  but  for  the  best  results, 
the  intradermal  method  should  be  adopted. 

4.  The  intradermal  tests  are  not  dangerous 
in  the  hands  of  the  experienced. 

719  Medical  Dental  Bldg. 

14.  Cooke,  R.  A.,  Personal  Communication. 

New  Sign  of  Pericardial  Effusion.  Of  all  the  evi- 
dences that  are  conventionally  employed  in  determin- 
ing the  diagnosis  of  pericardial  effusion,  Eli  Mosch- 
cowitz.  New  York  {Journal  A.M.A.,  May  27,  1933).  ob- 
served that  the  conjunction  of  the  following  three  signs 
is  usually  conclusive:  (1)  widening  of  the  area  of  car- 
diac flatness,  (2)  abrupt  transition  from  pulmonary 
resonance  to  cardiac  flatness  and  (3)  widening  of  the 
cardiac  dulness  in  the  second  intercostal  space.  Of 
these  three  signs,  only  the  second,  so  far  as  the  author 
can  gather,  has  not  been  described  before. 


TRANSURETHRAL  TREATMENT  OF 
PROSTATIC  HYPERTROPHY* 
Hermon  C.  Bumpus,  Jr.,  M.D. 

ROCHESTER,  MINN. 

As  technocracy  has  captured  the  lay  press  of 
America,  so  has  transurethral  resection  of  the 
prostate  gland  captured  the  urologic  periodicals. 
The  former  is  an  hypothesis  believed  by  many  to 
be  based  on  illogical  premises,  and  the  same  feel- 
ing prevails  in  the  minds  of  many  urologists  rela- 
tive to  the  transurethral  treatment  of  prostatic 
obstruction.  I have  heard  it  publicly  stated  that 
the  procedure  was  not  surgical  because  it  re- 
moved a mass  of  tissue  that  was  greater  than  the 
opening  through  which  it  was  withdrawn;  that  it 
was  but  temporary  in  its  relief,  and  at  best  must 
be  considered  as  a palliative  and  not  as  a cura- 
tive procedure  which  might  be  well  enough  when 
employed  for  contracted  vesical  necks  and  so- 
called  median  bars,  but  had  no  place  in  the  treat- 
ment of  fibroadenomatous  hypertrophy. 

Although  the  etiology  of  this  change  in  the 
prostate  gland  has  never  been  discovered,  it  is 
held  that  once  the  change  has  occurred  it  is  pro- 
gressive, and  that  to  remove  only  that  part  of  the 
gland  which  has  extended  into  and  obstructs  the 
urethra  simply  invites  recurrence.  Other  in- 
vestigators hold  the  view  that,  since  skillful 
operators  can  perform  prostatectomy  on  several 
hundred  patients  with  a mortality  of  less  than  3 
per  cent,  there  can  be  little  advantage  in  a radical 
change  of  procedure.  The  latter  surgeons  evi- 
dently have  never  tried  to  close  a persisting  sup- 
rapubic sinus  following  suprapubic  prostatec- 
tomy, or  read  the  various  contributions  on  the 
technic  of  operation  for  the  correction  of  urinary 
incontinence  following  perineal  prostatectomy, 
nor  have  they  attempted  to  collect  a professional 
fee  from  a patient  who  had  just  completed  a stay 
of  six  or  eight  weeks  in  a hospital,  with  private 
nurses  and  extra  charges  for  special  urologic  ser- 
vice. 

Despite  numerous  arguments  that  have  been 
advanced  against  the  operation,  I shall  refrain 
from  contraargument,  except  to  call  attention  to 
the  fact  that  advocates  of  a procedure  such  as 
prostatectomy,  that  removes  large  masses  of  be- 
nign tissue  simply  to  eliminate  obstruction  from 
a channel  less  than  1 cm.  in  diameter,  can  hardly 
afford  to  accuse  advocates  of  transurethral  re- 

♦Prom  Section  on  Urology,  The  Mayo  Clinic. 

•Read  before  a meeting  of  King  County  Medical  So- 
ciety, Seattle,  Wash.,  January  23,  1933. 
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section  of  the  prostate  gland  of  being  on  insecure 
and  illogical  grounds. 

My  purpose  this  evening  is  to  report  the  re- 
sults obtained  at  The  INIayo  Clinic  by  this  pro- 
cedure during  the  last  six  years.  During  this 
time,  545  patients  sufifering  from  obstruction 
from  some  form  of  disease  of  the  prostate  gland 
have  been  treated  transurethrally.  In  forty-six 
of  these  cases  the  obstruction  was  of  the  con- 
tracted vesical  neck  or  median  bar  type,  and  was 
treated  by  simple  incision  of  the  obstruction  with 
the  Ceilings’  knife,  and  as  no  tissue  was  removed- 
these  cases  will  not  be  considered  further.  The 
remaining  499  cases  were  treated  between  Janu- 
ary I,  1927  and  January  1,  1933.  In  forty-eight 
of  these  cases,  either  a Stern-Davis  or  a Stern- 
McCarthy  loop  electrode  was  used.  In  the  re- 
maining 451  cases  an  instrument  developed  in  the 
urologic  section  of  the  clinic  was  employed. 

The  method  or  instrument  employed  I do  not 
consider  of  great  importance,  for  there  can  be  no 
question  that  the  skill  of  the  operator  with  what- 
ever instrument  he  chooses  is  of  far  greater  im- 
portance in  the  possibility  of  success  or  failure 
than  the  instrument  or  method.  Therefore,  I 
shall  report  the  results  in  these  499  cases  as  a 
group,  for  the  principle  of  the  procedure  con- 
sists in  removing,  in  small  pieces,  under  adequate 
vision  and  without  the  production  of  undue 
bleeding,  all  of  the  prostatic  tissue  which  ob- 
structs the  urethra.  The  instrument  used  in  most 
of  these  cases  consists  of  a Braasch  cystoscope, 
in  which  a fenestrum  has  been  cut.  The  tissue 
is  excised  by  a tubular  knife  such  as  is  used  in 
the  Young  punch,  and  bleeding  is  controlled  by 
electrocoagulation.  This  is  accomplished  by 
coagulating  the  course  the  tubular  knife  is  to  fol- 
low by  the  insertion  of  multiple  needles  arranged 
in  exactly  the  same  circumference  as  the  knife. 
This  coagulation  does  not  involve  the  entire  por- 
tion of  tissue  to  be  removed,  as  is  done  with  the 
Day  and  Kirwin  instruments,  but  simply  coagu- 
lates a narrow  band  on  the  periphery  of  the  tis- 
sue. Because  the  coagulation  produced  is  not 
extensive,  arterial  bleeding  is  seldom  prevented, 
and  this  is  controlled  after  the  incision  with  a 
flexible  electrode  applied  to  the  individual  bleed- 
ing vessels. 

Operations  in  this  series  of  cases  were  per- 
formed by  Drs.  Hager,  Cathcart,  Thompson  and 
me,  and  so  do  not  represent  the  work  of  any  one 
person,  although  all  of  forty-eight  operations  with 
the  reciprocating  wire  loop  were  done  by  me. 


Before  reporting  on  the  final  results,  I should 
like  to  consider  the  preliminary  treatment  of  these 
patients.  In  an  effort  to  reduce  the  mortality  in- 
cident to  prostatectomy,  it  was  early  discovered 
that  preliminary  drainage  was  of  great  assistance 
in  improving  the  general  condition  of  the  patient. 
In  the  first  volume  of  St.  Paul  Medical  Journal, 
dated  1899,  Arthur  T.  Cabot,  in  an  article  en- 
titled, “Drainage  of  the  Bladder  through  a Cathe- 
ter in  the  Urethra,”  wrote  as  follows:  “It  is  often 
surprising  to  see  how  quickly  the  character  of  the 
urine  changes  for  the  better  under  this  treat- 
ment. Let  us  take  now  an  even  more  serious 
case,  in  which  the  obstruction  in  the  prostate  has 
led  to  a dilatation  of  the  ureters  and  pelves  of  the 
kidneys.  With  this  condition  is  usually  associated 
a more  or  less  pronounced  degree  of  interstitial 
nephritis  and  consequent  interference  with  the 
excretory  function.  The  urine  under  these  cir- 
cumstances is  abundant  but  of  low  specific 
gravity.  An  inflammation  which  starts  in  the 
bladder  of  such  a patient  quickly  extends  up  the 
dilated  ureters  to  set  up  a pyelitis,  and  if  relief 
is  not  afforded,  the  substance  of  the  kidney  is 
presently  affected  and  a pyelonephritis  is  the  re- 
sult. It  may  be  readily  believed  that  a provision 
for  the  constant  escape  of  the  urine  as  fast  as  it 
reaches  the  bladder  will  do  much  to  hinder  or  pre- 
vent this  bacterial  extension  of  the  inflammation 
and  experience  justifies  this  belief.” 

Thirty-four  years  of  clinical  experience  and 
research  have  done  little  but  confirm  this  trite 
observation  as  far  as  the  advantages  of  a catheter 
in  the  case  of  infections  are  concerned,  but  much 
has  been  learned  regarding  its  advantages  in  re- 
spect to  elimination.  Until  there  is  an  unob- 
structed outlet,  it  is  apparent  that  fluid  intake  as 
well  as  output  must  be  limited,  but  once  the  outlet 
is  rendered  constantly  open  and  unobstructed  by 
use  of  a catheter  the  intake  of  fluid  can  at  once 
be  increased,  and  the  better  elimination  of  re- 
tained toxic  substances  can  be  brought  about. 

Providing  there  is  no  serious  cardiac  decom- 
pensation, we  have  felt  free  to  force  the  renal 
filter  to  its  utmost  capacity,  for  the  volume  of 
fluid  output  measures  roughly  the  possibilities  of 
elimination  of  retained  toxic  substances,  and  all 
physicians  are  familiar  with  the  decrease  in  the 
concentration  of  urea  in  the  blood  under  such  a 
course  of  treatment.  A striking  example  of  this 
occurred  in  a patient  on  my  service  this  year.  He 
entered  the  hospital  with  a concentration  of  urea 
of  380  mg.,  and  of  creatinine  of  12.4  mg.  in  each 
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100  cc.  of  blood.  Under  a forced  intake  of  fluid 
the  concentration  of  urea  was  lowered  sufficiently 
to  permit  suprapubic  cystostomy,  and  after  a few 
weeks  of  drainage,  the  concentration  of  urea  of 
the  blood  becoming  fixed  at  62  mg.  in  each  100 
cc.,  transurethral  resection  was  successfully  car- 
ried out.  Before  the  patient  was  dismissed  the 
concentration  of  urea  in  the  blood  still  further 
declined  as  a result  of  the  complete  elimination 
of  residual  urine. 

There  can,  therefore,  be  no  question  of  doubt 
concerning  the  advantages  of  preliminary  drain- 
age in  cases  of  serious  renal  injury,  but  because 
drainage  so  obviously  benefited  patients  with 
impaired  renal  function  or  excessive  infection  of 
the  urinary  tract  or  both,  it  has  been  assumed 
by  many  that  all  patients  suffering  with  urinary 
obstruction  the  result  of  prostatic  hypertrophy 
should  be  subjected  to  a course  of  preliminary 
drainage  before  operation.  Such  belief  I have 
long  considered  erroneous  when  applied  to  ure- 
thral drainage  in  cases  in  which  renal  function  is 
normal  and  the  urine  is  reasonably  free  of  in- 
fection. The  subjection  of  such  patients  to  a 
preoperative  period  of  drainage  not  only  fails  to 
receive  justification  on  theoretic  grounds,  but 
can  be  shown  to  be  actually  injurious.  When 
such  is  practiced  as  a routine,  it  will  be  noted  that 
on  the  fifth  to  seventh  day  after  the  insertion  of 
the  catheter  frequently  a marked  febrile  reac- 
tion occurs,  with  all  the  clinical  signs  and  symp- 
toms of  more  or  less  severe  pyelonephritis.  If 
the  urine  of  the  patient  has  previously  been  free 
of  infection,  it  will  now  be  loaded  with  pus,  and 
if  the  determinations  of  phenosulphonphthalein 
previously  have  shown  a normal  output,  those 
taken  after  such  an  attack  will  show  varying 
degrees  of  impairment.  After  such  an  attack  the 
patient  is  obviously  a much  poorer  surgical  risk 
than  before.  His  appetite  is  gone,  he  has  lost 
weight  and  his  general  appearance  is  not  as  vigor- 
ous or  robust  as  before.  Those  who  advocate 
such  a line  of  treatment  assure  us  that  our  eyes 
deceive  us,  that  the  patient  has  now  been  vaccin- 
ated, and  in  spite  of  his  loss  of  bodily  vigor, 
weight  and  general  sense  of  well  being,  he  is  a 
much  better  risk  than  before  the  preliminary 
period  of  drainage. 

A little  thought  will,  I think,  show  what  has 
occurred.  From  microscopic  studies  of  the  se- 
cretion of  the  prostate  gland,  it  is  known  to  be 
seldom  free  from  some  degree  of  infection  after 
middle  age,  and  in  a gland  that  is  the  seat  of 


urinary  obstruction  such  infection  is  likely  to  be 
rather  more  pronounced.  Therefore,  when  a 
urethral  catheter  is  placed  permanently  in  the 
prostatic  urethra,  it  is  bound  to  aggravate  rather 
than  diminish  such  an  infection.  If  there  is 
considerable  cystitis,  the  removal  of  residual 
urine  afforded  by  the  constant  presence  of  the 
catheter  will  more  than  offset  for  the  time  being 
the  irritation  produced,  as  so  clearly  described 
by  Arthur  Cabot.  In  the  patient  with  urine  free 
from  infection,  however,  such  an  advantage  is 
lost,  and  only  untoward  results  can  be  expected 
for,  having  stirred  up  and  activitated  what  was 
before  a chronic  prostatic  infection,  the  proced- 
ure has  accomplished  all  that  is  possible  to  make 
the  infection  most  virulent  at  the  time  of  opera- 
tion. Due  to  improvement  in  surgical  technic 
and  tests  of  renal  and  of  cardiac  function,  deaths 
from  prostatectomy  or  resection  are  now  seldom 
the  result  of  uremia,  hemorrhage  or  cardiac  fail- 
ure, but  usually  occur  from  infection.  The  use 
as  a routine  of  a urethral  catheter  for  prelimin- 
ary drainage  would  seem  to  favor  rather  than  re- 
tard postoperative  infection. 

Cabot  and  Meland  recently  made  a survey  of 
700  patients  prepared  for  prostatectomy  at  The 
Mayo  Clinic  by  indwelling  urethral  catheters  dur- 
ing 1926,  1927  and  1928.  From  this  group  they 
excluded  all  patients  who  had  fever  which  might 
be  ascribed  to  epididymitis,  cystoscopic  examina- 
tion, pulmonary  complications,  or  who  had  fever 
when  first  admitted.  This  gave  them  a group  of 
140  cases  in  which  fever  developed  during  drain- 
age with  a urethral  catheter.  Their  report  reads : 
“Divided  into  three  groups  there  were  forty-six 
patients  with  100  cc.  of  residual  urine  or  less.  In 
these,  fever  developed  on  the  average  on  the  fifth 
day  and  was  of  six  and  a half  days’  duration.  In 
twenty-six  of  the  cases  renal  function  showed  a 
moderate  or  marked  decline.  In  seventeen  cases 
there  was  no  notable  change  and  in  two  there 
was  improvement. 

“In  the  group  with  residual  urine  of  from  100 
to  300  cc.  (forty- two  patients),  the  average  time 
of  onset  of  fever  was  five  and  a half  days;  dura- 
tion seven  days.  Fifteen  patients  had  moderate 
or  marked  decline  in  renal  function,  eighteen  had 
no  decline,  and  in  seven  renal  function  was  im- 
proved. In  the  group  with  retention  of  300  cc. 
to  complete  retention  (fifty-two  patients),  the 
average  time  of  onset  of  the  fever  was  five  days, 
and  the  average  duration  was  nine  days.  Twen- 
ty-two patients  showed  moderate  or  marked  de- 
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dine,  two  showed  no  change  and  twenty-one 
showed  improvement.” 

So  convinced  had  I become  that  preliminary 
drainage  should  be  confined  to  cases  in  which 
the  renal  function  must  be  improved  or  urinary 
infection  diminished,  that  I have  never  hesitated, 
as  soon  as  the  diagnosis  was  established,  to  re- 
move the  obstructing  portion  of  the  hypertrophied 
gland  through  the  urethra,  if  the  renal  function 
was  normal  and  acute  prostatitis  was  absent.  Pre- 
liminary treatment,  except  to  improve  renal 
function  or  reduce  infection,  is  a waste  of  the 
patient’s  time  and  may  make  him  much  worse. 
In  approximately  100  of  the  cases  reported  in 
this  paper  no  preliminary  preparation  was  given, 
yet  there  was  no  difference  in  the  postoperative 
course  from  that  of  cases  in  which  preliminary 
drainage  was  instituted.  Much  as  this  changed 
conception  regarding  the  importance  of  prelim- 
inary drainage  diminishes  the  time  necessary  for 
the  correction  of  urinary  obstruction  the  result  of 
prostatic  enlargement,  it  is  insignificant  when 
compared  to  the  time  saved  by  the  employment  of 
transurethral  methods,  compared  with  perineal  or 
suprapubic  prostatectomy. 

The  majority  of  patients  who  receive  trans- 
urethral treatment  leave  the  hospital  on  the  fifth, 
sixth  and  seventh  day  after  operation,  unless  pre- 
viously suprapubic  cystostomy  was  performed  as 
a preliminary  preparation;  in  such  case  convales- 
cence is  naturally  prolonged  by  the  healing  of  the 
suprapubic  fistula.  During  1932,  suprapubic  cy- 
stostomy preceded  transurethral  resection  in 
forty-four  cases,  or  15.94  per  cent  of  the  276 
cases  in  which  operation  was  performed.  The 
age  of  the  group  is  the  same  as  in  any  consider- 
able series  of  prostatic  cases. 

Critics  of  the  procedure,  as  before  noted,  have 
claimed  that  it  was  but  temporary,  and  that  re- 
currence of  the  adenomatous  hypertrophy  might 
be  expected.  In  the  499  cases  in  which  resection 
was  performed,  adenomatous  changes  predomin- 
ated in  the  excised  tissue  in  269.  In  only  two 
of  these  cases  was  prostatectomy  subsequently 
necessary,  and  in  only  five  has  further  removal 
of  the  obstructive  tissue  been  required  after  the 
patients  were  dismissed  from  hospital.  Sixteen 
of  the  patients  in  this  series  previously  had  had 
prostatectomy  performed,  the  transurethral  op- 
eration being  employed  to  give  better  functional 
results ; this  would  certainly  indicate  that  the 
transurethral  procedure  gives  as  much  hope  of  re- 
lief of  obstruction  as  prostatectomy. 


If  sufficient  tissue  is  not  removed  to  relieve  the 
patient  completely  of  residual  urine,  an  im- 
mediate unsatisfactory  convalescence  may  be  ex- 
pected. In  such  cases  we  have  made  it  a practice 
to  reexamine  the  patient  after  an  interval  of  at 
least  ten  days,  and  usually  it  will  be  found  that 
an  insufficient  amount  of  tissue  was  originally 
removed,  in  which  case  the  remaining  portion  of 
obstructive  tissue  is  resected  at  once. 

In  thirty  (10.8  per  cent)  of  the  276  cases  in 
which  operation  was  performed  in  1932,  we  have 
been  obliged  to  perform  a second  resection  be- 
fore the  patient  left  the  hospital  in  order  to  in- 
sure complete  emptying  of  the  bladder.  The  larg- 
est amount  of  tissue  removed  at  any  one  time 
weighed  48  gm.  During  the  years  1929,  1930 
and  1931,  only  32.1  per  cent  of  the  575  prostate 
glands  removed  suprapubically  at  the  clinic 
weighed  more  than  50  gm.  Therefore,  from  the 
standpoint  of  size,  it  would  seem  that  there  are 
but  few  cases  in  which  transurethral  treatment  is 
not  feasible.  In  the  majority  of  cases  the  re- 
moval of  from  5 to  15  gm.  of  tissue  is  sufficient 
to  give  a good  functional  result.  It  seems  need- 
less to  add  that  it  is  not  the  amount  of  tissue 
removed  but  the  situation  from  which  it  is  taken 
that  is  important.  Some  patients,  from  whom 
but  1 or  2 gm.  of  tissue  was  removed,  have  re- 
mained free  of  residual  urine  for  more  than  five 
years. 

In  the  last  two  years  larger  and  larger  glands 
have  been  successfully  dealt  with,  until  at  the 
present  time  we  have  found  it  necessary  to  per- 
form complete  prostatectomy  only  on  two  pa- 
tients during  the  last  four  months ; in  this  period 
142  patients  have  been  treated  by  the  trans- 
urethral route. 

The  convalescence  of  these  patients  has  been, 
on  the  whole,  astonishingly  free  of  complications. 
Epididymitis  rarely  occurs,  so  that  vasectomy,  a 
procedure  done  as  a routine  prior  to  prostatec- 
tomy, is  no  longer  employed.  Of  the  276  patients 
on  whom  operation  was  performed  in  1932,  only 
38.7  per  cent  had  a rise  in  temperature  higher 
than  101®  F.  after  operation,  and  a completely 
afebrile  convalescence  is  not  unusual.  This  fact 
we  have  attributed  to  the  minimal  amount  of 
coagulation  employed  in  the  removal  of  tissue 
with  a knife  rather  than  with  a high  tension  loop, 
as  bleeding  does  not  have  to  be  so  carefully  con- 
trolled during  the  operation  with  a punch  instru- 
ment, for  vision  is  not  dependent  on  a system  of 
lenses. 
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Hemorrhage  following  operation  is  the  com- 
plication most  commonly  encountered,  and  it  is 
the  delayed  bleeding  rather  than  that  occurring 
during  the  first  forty-eight  hours  that  gives  the 
greatest  concern.  During  the  third  week  bleed- 
ing of  more  or  less  severity  has  occurred  in  ten 
cases.  It  has  once  required  cystostoni)-  to  re- 
lieve, and  in  two  cases  the  loss  of  blood  was  suf- 
ficient to  make  transfusion  seem  advisable.  The 
bladder  usually  fills  rapidly  with  clots,  and  when 
these  are  evacuated  through  the  cystoscope  it  is 
the  exception  to  find  a bleeding  point.  The  ex- 
pulsive efforts  of  the  bladder  in  its  endeavor  to 
expel  the  clots  seems  to  keep  up  the  hemorrhage, 
for  when  these  are  removed  the  bleeding  usually 
ceases.  When  the  bleeding  occurs  within  the  first 
two  or  three  days  following  operation,  the  bleed- 
ing point  can  usually  be  found  and  easily  ful- 
gurated. In  the  first  100  cases,  before  this  was 
appreciated,  cystostomy  was  performed  on  two 
patients  for  the  removal  of  clots.  Since  then  this 
has  never  again  been  necessary,  except  for  the 
one  case  previously  referred  to,  in  which  hem- 
orrhage occurred  on  the  twenty-first  day  after 
operation. 

The  most  trouble  with  hemorrhage  has  oc- 
curred during  the  third  week,  when  sloughs  in- 
cident to  fulguration  are  coming  loose.  In  ten 
cases  (2  per  cent)  the  bleeding  during  this  period 
was  severe  enough  to  require  the  removal  of  clots 
by  the  cystoscope,  and  transfusions  were  given 
twice.  In  eight  cases  sbme  bleeding  occurred  late 
in  convalescence,  but  not  of  an  amount  sufficient 
to  require  treatment  other  than  rest  and  lavage. 

To  summarize,  I may  say  that  bleeding  has 
occurred  as  a complication  twenty-eight  times 
(5.21  per  cent)  among  499  patients;  five  times 
as  a postoperative  complication,  fifteen  times  dur- 
ing convalescence,  and  eight  times  after  the  pa- 
tients had  left  the  hospital.  It  has  never  been  a 
contributory  cause  to  any  of  the  deaths,  of  which 
there  were  seven  (1.40  per  cent).  Death  oc- 
curred on  the  third,  fifth,  tenth,  fourteenth, 
twentieth,  thirty-second,  sixty-fifth  and  ninety- 
first  day  after  operation.  All  were  the  result  of 
renal  or  pulmonary  infection  secondary  to  trauma 
and  destruction  of  tissue  incident  to  the  operation. 

When  insufficient  tissue  is  removed  and  resi- 
dual urine  persists,  the  stage  is  set  for  serious 
secondary  infection,  for  trauma  in  the  presence 
of  residual  urine  spells  trouble  and  yet  one  is 
ever  cautious  about  removing  too  great  an  amount 
of  tissue  for  fear  of  the  extravasation  of  urine. 


This  occurred  three  times  in  this  series.  In  one 
case  it  proved  fatal ; in  the  others  prompt  drain- 
age resulted  in  ultimate  although  long  delayed 
recovery.  The  10  per  cent  of  immediate  second 
resections  represents  the  caution  which  is  ex- 
ercised on  this  account.  If  the  residual  urine  is 
checked  daily  after  the  catheter  is  removed,  its 
presence  is  discovered  at  once  and  can  be  cor- 
rected before  secondary  infection  becomes  a seri- 
ous complication. 

In  previous  years  one  has  frequently  heard  the 
remark  made  that  the  operation  of  prostatectomy 
was  of  minor  importance,  that  success  or  failure 
depended  largely  on  proper  preparation  for  the 
operation.  In  the  case  of  transurethral  resection 
I think  this  axiom  may,  so  to  speak,  be  reversed, 
tbe  operative  procedure  retaining  its  original 
position  in  relative  importance,  but  postoperative 
care  replacing  the  preoperative  preparation  in 
relation  to  the  successful  results. 

Our  practice  is  to  leave  a number  22  soft 
rubber  catheter  in  place  usually  for  forty-eight 
hours.  If  but  1 or  2 gm.  of  tissue  has  been  re- 
moved, twenty-four  hours  may  suffice,  and  if  30 
or  40  gm.,  a longer  period  may  seem  indicated. 
Through  this  catheter  the  bladder  is  irrigated  as 
often  as  postoperative  oozing  makes  it  necessary 
for  continuous  drainage.  This  phase  of  the  post- 
operative care  cannot  be  too  greatly  emphasized, 
for  an  overdistended  bladder  causes  bleeding  by 
the  muscular  strain  which  develops  in  its  efforts 
at  emptying,  and  secondary  infection  with  an  im- 
mediate febrile  reaction  is  almost  sure  to  occur. 
After  the  catheter  is  removed  on  the  third  morn- 
ing, the  bladder  is  irrigated  daily  with  boric  acid 
and  the  residual  urine  is  checked  and  recorded 
each  day. 

After  the  patients  leave  the  hospital  their  treat- 
ment is  continued  at  the  clinic  until  the  urine  is 
clear  and  all  residual  urine  has  disappeared.  Dur- 
ing their  stay  in  the  hospital  and  throughout 
their  convalescence  the  urine  is  kept  highly  acid, 
and  ammonium  nitrate  and  methenamine  are  giv- 
en as  a routine  procedure.  Careful  check  of  the 
types  of  bacteria  found  during  convalescence  is 
maintained  by  repeated  cultures,  and  appropriate 
treatment  by  a ketogenic  diet  and  other  forms  of 
therapy  for  the  more  refractory  types  of  infec- 
tion is  instituted.  In  this  postoperative  care  my 
associate.  Dr.  Anson  Clark,  has  taken  great  in- 
terest and  achieved  gratifying  results. 

Following  these  procedures,  no  deaths  have 
occurred  among  the  last  313  patients  operated  on. 


232 


transurethral  resection — ENGELS 


Vol.  XXXII,  No.  6 


During  1932  prostatectomy  was  performed 
thirty-nine  times,  with  death  of  one  patient. 
Operation  has  been  refused  to  only  two  patients. 
In  each  case  the  value  for  the  urea  of  the  blood 
stayed  persistently  higher  than  100  mg.  for  each 
100  cc.  One  patient  returned  home  to  lead  a 
catheter  life;  the  other  died  in  the  hospital  of 
renal  insufficiency. 

In  conclusion,  I would  emphasize  that,  when 
preparatory  preparation  is  reserved  for  those 
with  impaired  renal  function  and  severe  infec- 
tion, and  transurethral  resection  is  substituted  for 
prostatectomy,  the  results  in  the  499  cases  I have 
reviewed  would  seem  to  indicate  that  this  newer 
procedure  was  a direct  step  forward  in  the  treat- 
ment of  prostatic  obstruction,  giving  lasting 
functional  results  equal,  if  not  superior,  to  those 
obtained  by  the  more  radical  procedures  formerly 
in  use. 


TRANSURETHRAL  PROSTATIC 
RESECTION* 

Charles  F.  Engels,  M.D. 

TACOMA,  WASH. 

The  history  of  attempts  to  resect  the  bladder 
neck  for  the  relief  of  obstruction  is  long  and  has 
been  recited  too  often  to  be  of  interest  at  this 
time.  Numerous  instruments  have  been  devised 
for  coagulating,  cutting  or  punching  out  the  ob- 
structing tissues.  The  most  recent  of  these 
methods  depends  on  a cutting  loop,  actuated  by  a 
high-frequency  current,  to  slice  off  such  tissues 
as  may  be  desirable,  under  direct  vision  through 
a cystoscope.  These  diathermy  machines  provide 
two  currents,  one  for  high-speed  cutting  and  an- 
other to  coagulate  the  tissue  for  control  of  hem- 
orrhage. 

Since  this  procedure  has  been  perfected,  the 
literature  has  erupted  with  articles  on  the  sub- 
ject, no  less  than  twenty-five  original  papers 
having  been  printed  since  last  June  by  German, 
French,  Canadian,  English  and  American  au- 
thors. Some  laud  this  operation  as  simple,  fool- 
proof, a minor  operation  without  danger,  making 
prostatectomy  obsolete,  while  others  call  attention 
to  the  difficulties  encountered  and  point  out  the 
mortality  reported  as  a warning  not  to  be  dis- 
regarded. Probably  the  truth  is  somewhere  be- 
tween these  extremes. 

In  1928,  I read  a paper  before  the  Washington 
State  Medical  Association,  describing  this  opera- 

•Read  before  a Meeting  of  Pierce  County  Medical 
Society,  Tacoma,  Wash.,  Feb.  28,  1933. 


tion  as  being  devoid  of  danger  and  eminently 
satisfactory  in  selected  cases  of  the  median-bar 
type  (as  distinguished  from  lateral  lobe  hyper- 
trophy) and  giving  as  good  results  as  prostatec- 
tomy. Bumpus  at  the  Mayo  Clinic,  Caulk  in  St. 
Louis,  Collings  in  New  York  and  others  were 
also  doing  conservative  resections  of  the  bladder 
neck  and  achieving  results  that  could  not  be 
denied.  During  this  phase,  there  were  few 
deaths,  and  the  excellent  results  shown,  with 
short  periods  of  hospitalization  and  the  possibili- 
ty of  curing  the  poor  surgical  risk,  forced  the 
attention  of  those  who  had  scoffed  at  anything 
less  than  complete  prostatectomy.  I well  remem- 
ber the  merry  laughter  that  greeted  Caulk’s  state- 
ment at  the  A.M.A.  meeting  in  1929,  when  he 
said  he  was  then  relieving  85  per  cent  of  all 
prostatic  obstructions  by  the  cystoscopic  method. 
Bumpus  had  to  feel  his  way  carefully,  to  guard 
against  the  surgeon’s  criticism  which  he  felt  was 
waiting  to  be  unleashed  at  any  untoward  result. 

But  more  and  more  cases  have  been  done  by 
the  newer  method,  and  now  we  find  only  two 
prostatectomies  at  the  Mayo  Clinic  in  the 
last  third  of  1932.  To  those  who  remember 
Hunt’s  Clinic  of  former  years  there,  largely  de- 
voted to  prostatectomies,  this  must  seem  a de- 
finite change  in  the  treatment  of  prostatism. 
However,  lest  the  enthusiasm  of  operators  with 
limited  experience  bring  criticism  on  one  of  the 
most  satisfactory  operations  evolved  by  urolo- 
gists in  recent  years,  this*  paper  is  presented  in 
the  hope  of  pointing  out  dangers  to  be  avoided 
and  the  safe  road  to  good  results  with  the  mini- 
mum of  risk. 

First,  let  us  review  briefly  the  current  opinion 
of  those  who  may  be  regarded  as  authorities  in 
urology.  All  agree  that  transurethral  resection 
has  a place  in  surgery.  Methods  differ,  but  all 
are  based  on  removal  of  obstructing  tissue.  We 
find  the  one-stage  operation  with  removal  of  as 
much  tissue  as  possible  on  the  one  hand,  and  the 
multiple  stage,  minimal  resection  practiced  by 
others.  Some  have  a favorite  technic  with  one  in- 
strument, some  with  other  apparatus,  while 
still  others  select  the  method  that  seems  best 
adapted  to  the  case  in  hand. 

The  experienced  operators  have  worked  out 
satisfactory  technics,  but  there  seems  to  be  an 
idea  among  less  skilled  men  that  this  is  an  opera- 
tion requiring  no  preparation  nor  training,  so  we 
have,  for  the  moment,  a flood  of  amateur  cystos- 
copists  (urged  on  by  the  manufacturers  of  ap- 
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paratus)  who  lack  the  necessary  judgment  and 
experience.  Thus,  we  find  cases  reported  of 
fatal  peritonitis  following  bladder  puncture  dur- 
ing resection,  others  who  died  of  uremia  caused 
by  retention  from  sloughing  tissue  in  the  bladder 
neck,  and  a number  of  other  casualties,  many  of 
which  might  have  been  avoided. 

One  operator  reports  20  per  cent  mortality  in 
his  first  seventy-five  cases,  but  since  then  only 
4 per  cent.  He  has  evidently  profited  by  the  les- 
sons learned  from  the  first  seventy-five.  Pen- 
nington frankly  recounts  the  difficulties  and  mis- 
haps that  may  be  expected  in  the  making  of  a 
good  resectionist,  difficulties  with  patients  and 
mishaps  with  apparatus.  Bransford  Lewis,  while 
giving  his  unreserved  approval  to  resection  in 
appropriate  cases,  sounds  a warning  to  the  in- 
experienced enthusiast  by  collecting  eight-seven 
fatalities  from  the  literature.  On  the  other  hand. 
Caulk  has  done  a large  series  over  a number  of 
years  with  less  than  1 per  cent  mortality.  Bumpus 
has  had  no  deaths  in  his  last  three  hundred  cases. 
Ryall  reports  sixty-nine  consecutive  benign  cases 
with  no  deaths.  These  men  are  qualified  cystos- 
copists,  yet  they  say  that  meticulous  attention  to 
detail,  familiarity  with  the  anatomy  and  pathology 
of  the  bladder  neck  as  seen  cystoscopically,  and 
a knowledge  of  the  potential  high-frequency  cur- 
rents are  necessary.  Carelessness  and  lack  of 
skill  may  lead  to  disaster. 

With  intelligent  handling,  however,  trans- 
urethral resection  is  the  procedure  of  choice  in  a 
large  number  of  prostatic  obstructions,  as  com- 
pared with  prostatectomy.  McCarthy  of  New 
York  says  in  90  per  cent  of  cases,  though  the 
general  opinion  is  somewhat  more  conservative. 

In  analyzing  the  fatalities  reported  we  find 
hemorrhage  and  sepsis  as  the  most  common 
causes.  The  hemorrhage  may  be  immediate  or 
may  occur  ten  to  fourteen  days  later.  In  prac- 
tically all  prostatic  hypertrophies  there  is  an  ele- 
ment of  infection  present.  I have  frequently 
sliced  through  an  adenomatous  prostate  after 
removal  by  prostatectomy  and  noted  the  oozing 
of  thin  pus  from  the  incised  surfaces,  and  in 
some  cases  pockets  of  degeneration  filled  with 
greenish,  cheesy  masses.  One  may  well  conceive 
an  element  of  hazard  in  slicing  off  sections  of 
such  a prostate  through  the  cystoscope,  with  the 
resultant  opening  up  to  absorption  of  the  infec- 
tious material. 

Regarding  hemorrhage,  remember  that  these 
patients  are  elderly  men,  more  or  less  weakened 


and  degenerated  by  renal  and  cardiac  lesions, 
arteriosclerosis  and  anemia.  The  danger  of 
hemorrhage  is  consequently  of  more  importance 
than  in  younger  and  more  vigorous  persons.  The 
operator  must  be  prepared  to  deal  promptly  with 
immediate  or  delayed  postoperative  bleeding,  if 
it  occurs,  cystostomy,  transfusion  and  other 
methods  being  resources  that  must  be  available 
if  needed. 

The  outstanding  points  are  best  brought  out 
by  considering  diagnosis,  preoperative  prepara- 
tion, the  operation  itself,  postoperative  care  and 
the  results. 

DIAGNOSIS 

This  includes  a thorough  study,  including  a 
cystoscopic  inspection  in  all  cases,  to  determine, 
first,  the  patient’s  general  condition,  and,  second, 
the  nature  of  the  obstruction.  The  preliminary 
examination  of  the  paient  should  include  a blood 
pressure  reading  and  estimation  of  heart  action  to 
determine  the  reserve  power,  renal  function  test 
and  possible  blood  chemistry  to  estimate  the  ac- 
tion of  the  kidneys.  Blood  coagulation  time 
should  be  ascertained,  and  also  an  approximation 
of  the  patient’s  mentality.  The  cystoscope  should 
be  used  to  study  the  size  and  type  of  obstruction, 
whether  median  or  lateral,  benign  or  malignant, 
supplementing  the  rectal  palpation.  Diverticula 
and  bladder  trabeculations  which  may  be  noted 
are  very  good  indicators  of  the  amount  of  back 
pressure  and  bladder  damage.  The  urethra 
should  be  known  to  be  of  sufficient  caliber  to 
admit  the  operating  instrument. 

We  must  remember  that  urethral  strictures, 
due  to  infection  or  injury,  may  produce  the  same 
symptoms  as  prostatic  hypertrophy.  As  a mat- 
ter of  fact,  the  patient  may  have  had  his  prostate 
removed  some  years  before  and  the  obstruction 
at  the  present  time  may  be  an  adenomatous  mass 
or  cicatricial  constriction  of  the  bladder  neck. 
The  obstruction  may  be  an  enlarged  prostate,  but 
the  gland  may  be  inflammatory  or  abscessed  and 
require  treatment  for  these  conditions  before,  or 
instead  of,  resection.  The  operator  who  attempts 
to  resect  an  acute  prostate  such  as  this  is  seek- 
ing unnecessary  trouble.  Rectal  palpation  gives 
us  the  size  of  the  gland,  but  is  not  a criterion  of 
the  amount  of  obstruction,  some  large  hyper- 
trophies causing  little  obstruction,  while  some 
small  prostates  may  cause  infinitely  more,  and  it 
is  the  obstruction  that  causes  the  damage,  not 
the  hypertrophy  per  se. 
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Having  made  a diagnosis  of  benign  hyper- 
trophy, vre  must  next  determine  whether  the  pa- 
tient can  be  resected  at  once,  or  if  it  will  be  pru- 
dent to  put  him  through  a course  of  preparation 
for  eventual  resection.  Herbst  suggests  classify- 
ing them  as : ( 1 ) Those  with  moderate  retention 
without  infection.  These  may  be  resected  with- 
out preliminary  drainage.  (2)  Those  with  reten- 
tion sufficient  to  produce  moderate  renal  impair- 
ment associated  with  some  degree  of  infection. 
These  may  be  prepared  by  catheter  drainage  and 
possibly  bladder  lavage.  (3)  Cases  with  severe 
renal  impairment  associated  with  marked  infec- 
tion. These  should  have  a long  period  of  drain- 
age, even  by  cystostomy,  if  necessary. 

PREOPERATIVE  PREPARATION 

The  information  obtained  in  classifying  the 
case  obviously  indicates  the  preparatory  steps. 
Those  who  present  themselves  with  overdistended 
bladders  should  have  gradual  decompression  in 
bed.  Many  a fine  old  gentleman  has  called  a 
doctor  to  relieve  his  retention,  only  to  have  his 
bladder  completely  drained  of  two  quarts  of 
urine  and  then  develop  anuria  and  die  ten  days 
later  of  uremia.  If  the  patient  has  an  acute  or  sub- 
acute prostatitis,  with  marked  pus-laden  secretion 
capable  of  being  expressed,  or  if  the  gland  is  of 
the  hemorrhagic  type,  a course  of  treatment  is 
indicated  before  operation  is  to  be  considered. 

If  the  renal  function  is  definitely  lowered, 
bladder  drainage  by  indwelling  catheter,  or  even 
by  suprapubic  tube,  should  be  maintained  and 
fluids  forced  until  kidney  function  is  stabilized. 
Bilateral  vasectomy  done  before  using  the  indwell- 
ing catheter  should  prevent  epididymitis.  Ure- 
thral constrictions  can  be  gradually  dilated,  as  it 
is  essential  that  the  operating  cystoscope  may  be 
moved  freely  within  the  canal.  If  the  coagulation 
time  is  unsatisfactory,  an  attempt  may  be  made 
to  improve  this  by  the  administration  of  calcium. 
Pleasant  surroundings  and  cheerful  attendants 
during  this  time  help  to  familiarize  the  patient 
with  hospital  life  and  stimulate  a hopeful  morale. 
However,  the  less  preoperative  work  done  in 
carcinoma  cases  the  better. 

OPERATION 

Sedative  medication  such  as  sodium  amytal, 
given  the  night  before  and  on  the  morning  of  the 
operation,  or  morphine  if  preferred,  tends  to  quiet 
the  patient’s  apprehension.  Low  spinal  anesthesia, 
with  ephedrine  in  low  blood  pressure  cases,  is  the 
anesthetic  of  choice,  the  table  to  be  tilted  to  the 


Trendelenburg  position  immediately  after  the  pro- 
caine is  injected  into  the  spinal  canal.  Unless  the 
patient  objects,  routine  vasectomy  is  done,  if  it 
has  not  been  done  before,  with  ligation  of  the 
proximal  ends  of  the  vasa.  The  operating  instru- 
ment is  then  inserted  in  the  urethra,  and  the  ob- 
structing tissue  is  incised  or  excised  with  the  dia- 
thermy loops  or  knives,  as  the  condition  indicates. 

The  important  thing  to  be  remembered  is  to 
remove  all  obstructions  in  the  medial  line,  so  the 
completed  operation  gives  a view  from  the  veru 
to  the  trigone.  This  is  essential.  The  ability  to 
recognize  the  bladder  neck  and  the  veru  montan- 
um,  necessary  landmarks  for  beginning  operation, 
is  not  easy,  when  tissues  are  changed  and  dis- 
torted hy  inflammation,  infection  and  malforma- 
tion. When  hypertrophy  of  the  prostate  is  marked, 
the  distance  from  the  veru  to  the  bladder  cavity 
is  often  disconcertingly  increased.  A posterior 
urethra,  divided  into  a Y by  a large  median  lobe, 
may  so  alter  the  landmarks  that  the  cystoscopist 
finds  it  extremely  difficult  to  recognize  them. 
Hemorrhage  or  discharge  of  cloudy  urine  from  a 
diverticulum  or  pyonephrosis  may  obscure  vision. 
It  is  under  such  conditions  that  the  inexperienced 
may  cause  more  harm  than  good  in  attempting  to 
use  high-powered  currents. 

Having  provided  a median  channel  of  suffi- 
cient size,  and  controlled  all  hemorrhage,  the 
operator  may  or  may  not  attack  the  lateral  lol:>es. 
^\'hile  an  incision  through  the  prostatic  capsule 
may  be  beneficial  in  promoting  drainage,  removal 
of  any  more  tissue  is  optional  with  the  operator. 
The  more  tissue  resected,  the  greater  danger  of 
hemorrhage.  I think  it  is  better  to  risk  the 
necessity  of  a second  stage  operation  than  to  be 
too  radical  at  the  first  stage.  Many  operators 
seem  to  wish  to  remove  as  much  tissue  as  pos- 
sible, apparently  to  demonstrate  their  skill  as  re- 
sectors. 

Being  again  sure  that  all  bleeding  points  have 
been  controlled,  an  indwelling  catheter  is  passed 
through  the  cystoscope  before  withdrawal,  taped 
in  place,  and  the  patient  returned  to  bed.  The 
catheter  is  essential  to  prevent  closure  of  the 
vesical  neck  by  edema  and  inflammation  during 
the  first  forty-eight  hours  at  least.  At  this  time 
the  patient  is  usually  without  pain  and  cheerful. 

POSTOPER.\TlVE  CARE 

Except  in  malignancy,  there  is  no  postoperative 
pain  unless  the  catheter  is  too  far  in  the  bladder 
or  has  slipped  out  into  the  urethra.  There  is  an 
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absence  of  nausea  and  the  patient  usually  has  re- 
gular meals,  beginning  with  the  next  one  follow- 
ing the  operation.  Fluids  are  continued  in  quan- 
tity until  the  patient  maintains  a moist  tongue 
and  skin.  Habits  of  smoking  are  early  resumed 
and  are  a good  sign.  IMost  of  these  men  are  out 
of  bed  and  the  catheter  removed  in  fort}’-eight 
hours,  and  if  all  has  gone  well,  this  usually  ends 
the  period  of  hospitalization.  If  the  resection  has 
Ijeen  e.xtensive,  they  are  kept  under  observation 
for  two  weeks,  to  guard  against  delayed  bleeding 
or  retention  due  to  sloughing  of  coagulated  tissue. 

RESULTS 

Patients,  who  are  able  to  void  a good  stream 
immediately  after  the  catheter  is  removed,  retain 
that  ability  permanently.  E-xamination  of  the 
prostate  six  months  later  usually  shows  a definite 
decrease  in  size.  The  signs  of  vesical  neck  ir- 
ritability disappear,  with  the  exception  of  getting 
up  to  void  once  at  night.  This  may  be  a habit, 
but  often  it  points  to  a pyelonephritis,  a common 
affection  in  these  men.  Cases  with  long-standing 
overdistention  may  need  catheterizing  for  a week 
or  two  after  operation,  due  to  bladder  atony. 

In  six  years  I have  had  but  one  case  die,  a man 
of  73,  who  had  undergone  a gastroenterostomy 
two  months  previously  and  had  a long  history  of 
urinary  infection  which  finallv  caused  retention. 
He  was  hospitalized  and,  although  he  had  a very 
large,  congested  prostate,  I attempted  to  relieve 
him  b}'  an  excision  of  some  of  the  median  tissue 
at  the  bladder  neck.  The  operation  was  unsuc- 
cessful and  suprapubic  drainage  was  instituted. 
In  spite  of  this  he  died  sixteen  days  later  of 
uremia.  On  the  other  hand,  the  following  case 
histories  will  illustrate  the  satisfactory  results  that 
we  may  hope  to  attain. 

Case  1,  E.  M.,  age  76.  Nocturia  ten  to  twelve  times 
a night,  day  frequency  every  fifteen  minutes,  urgency, 
difficulty  in  starting,  dribbling,  hematuria  at  times. 
Referred  by  general  surgeon  because  he  was  too  poor  a 
surgical  rick  for  prostatectomy.  Examination  revealed 
large  lateral  lobes,  grade  3. 

Resected  11-19-31.  Indwelling  catheter  removed  in 
forty-eight  hours.  Patient  immediately  began  voiding 
normally.  One  month  later  no  symptoms  except  urina- 
tion once  a night.  Sense  of  improved  general  health, 
larger  stream  of  urine,  no  difficulty  in  starting,  no  loss 
of  control.  Hospital  time,  two  days.  One  year  later, 
still  enthusiastic  over  good  result. 

Case  2,  T.  M.,  age  70.  Prostatectomy  five  years  pre- 
viously. Last  two  years,  gradually  increasing  symp- 
toms of  obstruction,  culminating  in  retention.  Doctor 
attempted  to  catheterize  with  soft  rubber  catheter, 
failed.  Overfilled  bladder  easily  palpable  above  pubes. 


This  I drained  by  gradual  decompression.  Cystoscopy 
revealed  constricted  cicatricial  bladder  neck. 

Resected  7-9-31.  Indwelling  catheter  two  days.  Re- 
moved. Unable  to  void,  due  to  atony  of  long  over- 
dilated bladder.  Catheter  used  intermittently  for  twelve 
days.  Began  voiding,  good  stream.  Three  months  later, 
all  symptoms  except  occasional  nocturia  once  a night 
cleared  up.  Physical  and  mental  improvement  marked. 
Hospital  time,  three  days.  Good  results  to  date,  one  and 
one-half  years  later. 

Case  3.  P.  L.,  age  55.  Fell  straddle  of  steel  object. 
Hematuria  and  frequency  immediately.  Next  day  un- 
able to  void,  strained  and  finally  passed  many  large 
clots  of  blood.  Again  next  day.  Continued  for  several 
days,  then  his  physician  did  a suprapubic  cystotomy. 
Later,  wound  burst  under  effort  to  void  and  a perineal 
operation  was  done.  Later,  again,  burst  suprapubic 
wound  in  straining  to  void.  Now  catheterized  himself 
every  four  hours,  unable  to  void  at  all  without  catheter. 

Was  referred  to  me  thirteen  months  after  injury. 
Bladder  a mass  of  trabeculations,  many  diverticula  and 
sacculations.  Irregular  mass  of  cicatricial  tissue  in 
posterior  urethra  and  vesical  neck. 

Resected  at  Tacoma  General  Hospital  2-20-29.  In- 
dwelling catheter  two  days.  Removed.  Patient  voided 
freely.  Discharged  third  day.  Three  months  later  re- 
ported voluntarily.  Voiding  freely,  working,  no  symp- 
toms. Hospital  time,  three  days. 

Case  4.  F.  C,  age  68.  Diabetic.  On  insulin  treatment. 
Usual  signs  of  prostatism  with  diminution  in  size  and 
force  of  urinary  stream. 

Resected  12-4-31.  Twenty-four  hour  catheter  drain- 
age. Second  night,  postoperative,  slept  eight  hours. 
\'oidcd  greatly  increased  stream  on  arising.  Hospital 
time,  twenty-five  hours.  One  year  later,  still  pleased 
with  good  results. 

CONCLUSIONS 

'Pransurethral  resection  is  the  ideal  method  of 
relieving  prostatism  in  a large  percentage  of 
cases. 

Because  little  or  no  general  reaction  follows,  it 
can  be  done  safely  in  cases  which  are  too  poor 
risks  for  open  operation. 

In  experienced  hands  it  is  much  less  danger- 
ous than  prostatectomy ; requires  an  average  of 
forty  days  less  hospital  stay  and  produces  as  good 
and  as  lasting  results. 

There  is  greater  freedom  from  complications 
and  disabling  sequellae. 

Sexual  power  is  not  affected. 

Because  it  requires  no  open  incision,  patients 
can  be  induced  to  submit  to  it  earlier,  before  sec- 
ondary vesical  and  renal  damage  have  become 
marked  and  produced  general  debility. 

Carcinoma  cases  with  permanent  suprapulilic 
drainage  can  be  resected,  and  tbe  suprapubic 
fistula  allowed  to  close. 
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The  subject  of  sinus  surgery  has  had  much 
controversy.  In  the  minds  of  general  practition- 
ers it  is  not  a closed  chapter.  They  have  var- 
iable and  hazy  views  on  it,  dependent  on  their 
training  and  the  influence  of  various  rhinologists. 
Sinus  surgery  needs  to  be  put  on  a more  defin- 
itely established  basis.  There  has  been  progress 
made  in  this  field  as  well  as  in  other  branches  of 
surgery,  although  the  average  physician  does  not 
think  so.  Unless  the  rhinologists  are  critical  of 
their  results  and  are  active  in  pursuing  recent 
literature,  they  may  be  inclined  to  adhere  to  the 
old  practices. 

It  has  been  the  belief  of  some  that,  once  a per- 
son has  a sinus  operation,  he  is  not  made  better, 
but  may  even  have  an  altered  condition  of  his 
other  sinusues  to  the  extent  that  repeated  opera- 
tions are  necessary  and  such  an  unfortunate  per- 
son may  not  expect  a cure.  This  is  certainly  not 
true.  Sinus  disease  is  not  hopeless  and,  if  treated 
correctly,  one  may  expect  good  results.  This 
often  requires  thorough  and  extensive  diagnostic 
procedures.  Any  propaganda  so  willingly  handed 
out  by  those  not  conversant  with  the  situation 
only  retards  the  afflicted  one  from  achieving  a 
cure. 

The  reasons  that  sinus  surgery  is  in  disrepute 
are  numerous.  First,  a person  has  more  than  one 
sinus,  the  antrum,  frontal,  sphenoid,  and  six  to 
ten  ethmoids,  making  a total  of  fourteen  to 
twenty  sinuses.  When  a person  has  one  sinus 
operated  upon,  he  expects  to  be  cured.  How  can 
he  expect  this,  when  there  are  several  others  in 
the  same  condition  or  approximately  so  ? This 
means  that  there  should  be  a more  thorough  ex- 
planation given  to  the  patient  previous  to  the  op- 
eration. Incomplete  diagnosis  often  leads  to  er- 
roneous promises. 

Another  reason  is  that  the  antrum  has  been 
attacked  much  more  frequently  than  the  others. 
It  is  easier  and  is  in  a position  where  it  may.  be 
operated  on  with  less  danger.  Surgery  on  the 
antrum  has  been  well  worked  out.  The  Caldwell- 

•Read  before  a Meeting  of  Puget  Sound  Academy  of 
Ophthalmology  and  Oto-Laryngology,  Seattle,  Wash., 
Nov.  15,  1932. 


Luc  operation  is  by  now  an  established  pro- 
cedure, To  operate  on  an  antrum  and  leave  in- 
fected ethmoidal  cells  will  make  another  disap- 
pointed patient  to  add  to  the  score  who  are  broad- 
casting the  harmful  and  obnoxious  expression, 
“once  a sinus,  always  a sinus.” 

A third  reason  for  poor  results  is  the  incom- 
pleteness of  operative  procedures.  There  have 
been  numerous  sinus  operations  that  are  still 
practiced  and  should  be  in  discard  because  they 
are  not  based  on  a proper  conception  of  the  path- 
ology involved.  To  operate  on  a chronic  sinus 
and  not  eradicate  the  mucous  membrane  with 
its  hyperplastic  glandular  element  will  lead  to 
disappointment. 

Previously  we  relied  on  ventilation  and  drain- 
age to  affect  results.  If  a sinus  does  not  have 
proper  ventilation  and  drainage  it  will  become  in- 
fected. Once  infection  has  become  chronic  in 
the  deeply  imbedded  glands  of  the  mucosa  as  the 
result  of  inflammation  over  a period  of  several 
years,  it  will  not  be  cured  by  ventilation  or  drain- 
age alone.  When  there  is  polypoid  degeneration, 
cystic  changes  or  chronic  infection,  it  is  neces- 
sary to  remove  the  mucous  membrane  to  produce 
a cure.  The  operations  having  their  foundations 
on  this  principle  stand  the  test  of  criticism  much 
better  than  those  merely  establishing  drainage. 
Fenton’^  has  made  an  excellent  resume  of  eth- 
moidal operations.  The  anatomy  of  the  eth- 
moidal labyrinth  has  been  well  described  by 
Mosher^. 

Many  patients  have  thought  they  had  a sinus 
operation,  when  they  merely  had  a submucous  re- 
section, and  this  adds  to  the  misconception  of  the 
situation.  When  sinus  disease  is  not  advanced, 
removal  of  a thick  or  deviated  septum  may  pro- 
duce benefit,  but  in  advanced  cases  it  is  not  ade- 
quate. 

Because  we  were  not  entirely  satisfied  with  re- 
sults achieved  by  the  old  procedures,  we  have 
searched  for  something  that  will  fill  the  above 
named  prerequisites,  that  is,  to  remove  and  erad- 
icate the  infected  glandular  tissue,  create  ade- 
quate drainage  and  not  jeopardize  the  life  of  the 
patient.  When  cases  have  had  an  intranasal  eth- 
moidal operation  or  antrum  window  performed, 
and  return  years  later  with  polyps  projecting 
from  the  opening,  it  makes  one  consider  that 

1.  Fenton,  R.  A.:  Radical  Treatment  of  the  Eth- 
moid; Intranasal.  Ann.  Otol.  Rhin.  & Laryng.  38; 
913-930.  May,  1930. 

2.  Mo.sher,  H.  P.:  Surgical  Anatomy  of  the  Eth- 
moidal Labyrinth.  Ann.  Otol.  Rhin.  & Laryng.  38; 
869-901,  DIec.,  1929. 
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such  surgery  is  not  fundamentally  correct.  It  is 
because  of  the  wide  misunderstanding  of  sinus 
surgery  and  improper  interpretation  thereof  that 
we  are  writing  this  paper. 

For  years  the  Sluder^  technic  has  given  satis- 
factory results  for  the  relief  of  headaches  and 
some  disorders  due  to  ethmoiditis,  but  too  fre- 
quently the  patient  returns  later  without  a cessa- 
tion of  the  discharge  or  total  relief  from  sinus- 
itis. This  is  because  there  are  always  a few  cells 
left  with  an  intranasal  procedure  which  later  be- 
come infected.  The  constant  swallowing  and  as- 
piration of  mucus  and  pus  contribute  to  bronchi- 
tis and  gastrointestinal  disorders.  Partial  pro- 
cedures can  only  expect  partial  results. 

When  an  attempt  is  made  to  review  the  lit- 
erature on  the  ethmoidal  and  sphenoidal  sinuses, 
the  impression  is  gained  that  there  is  a variance 
of  opinion  concerning  the  management  of  this 
condition.  One  is  also  impressed  with  the  paucity 
of  material  on  the  external  operation.  This  has 
met  with  very  satisfactory  results  in  our  hands, 
and  since  only  three  good  descriptions  on  it  are 
available,  we  elected  to  write  this  paper. 

Lynclv*  reported  on  fifteen  cases  of  external 
operations  in  1921.  He  stated  this  operation  met 
with  100  per  cent  of  cures.  He  popularized  it 
as  a frontal  sinus  operation  but  did  not  particu- 
larly advocate  the  external  route  as  an  approach 
to  the  ethmoids.  SewelF  reported  thirty-one 
cases  with  a more  refined  technic.  Simpson  and 
Sanders®  reported  one  hundred  cases  of  external 
ethmoidectomies  with  very  successful  results. 
Smith^  has  been  much  interested  in  the  cure  of 
asthma  when  due  to  sinus  disease.  He  did  much 
to  develop  and  improve  the  external  ethmoidal 
operation.  In  1929  he  reported  on  a large  series 
of  asthmatic  cases,  in  which  it  was  necessary  to 
follow  the  intranasal  operations  by  zinc  ioniza- 
tion and  radium  treatment  to  eradicate  the 
mucous  membrane.  In  a recent  communication 
he  indicates  that  he  has  adopted  the  external 
route  for  such  and  finds  it  entirely  satisfactory. 
His  especially  devised  retractor  is  a great  adjunct 

3.  Sluder,  G.:  Headache  and  Eye  Disorders  of 

Nasal  Origin.  C.  V.  Mosby  Co..  St.  Louis,  1918. 

4.  Lynch,  R.  C.;  Symposium  on  Ethmoidal  Sinusi- 
tis. External  Radical  Approach.  Ann.  Otol.  Rhin.  & 
Laryng.  38:931-939,  Dec.  1929. 

5.  Sewall,  E.  C. : Further  Experience  with  Fronto- 
ethmosp'henoidectomy  under  Local  Anesthesia.  New 
Osteoplastic  Flap.  Tr.  Am.  Laryng.  A.  50:150-162.  1928. 

6.  Simpson,  W.  L.  and  Sanders,  S.  H.:  Interesting 
Observations  in  More  than  100  External  Ethmo- 
frontal  Operations.  Laryngoscope,  41:23-28,  Jan.,  1931. 

7.  Smith,  Ferris:  Three  New  Instruments  for 

Fronto-ethmosphenoid  Operation.  Ann.  of  Otol.  Rhin. 
& Laryng.  40:198-200,  March,  1931. 


to  the  operation.  Simpson  and  Harris®  have 
made  an  excellent  study  of  the  gross  and  micro- 
scopic study  of  the  material  removed  by  the  ex- 
ternal ethmosphenoidal  operation.  Although  there 
is  not  much  available  in  the  literature,  personal 
communication  with  some  of  the  leading  rhin- 
ologists  shows  them  to  be  very  enthusiastic  about 
its  use  where  ethmoidal  surgery  is  indicated. 

In  the  past  eighteen  months  we  have  had  a 
series  of  between  seventy-five  and  one  hundred 
external  ethmoidal  operations.  We  were  lead  to 
do  this  because  some  serious  cases  met  with  such 
gratifying  results  that  we  decided  to  adopt  it  in 
some  of  the  less  serious  cases. 

To  Sluder  we  are  indebted  for  an  abundance 
of  information  concerning  the  posterior  group  of 
sinuses.  As  early  as  1900  he  described  a series 
of  frontal  headaches  apparently  of  ocular  but 
really  of  nasal  origin.  He  named  and  defined 
the  syndrome  of  a neurosis  of  the  sphenopalatine 
ganglion,  calling  attention  to  the  physiologic  re- 
lationship to  the  nasal  muscosa,  its  anatomic  dis- 
tribution, its  variations  and  the  direct  and  reflex 
manner  in  which  it  may  produce  pain  and  head- 
ache both  near  and  remote.  He  realized  the  im- 
portance of  the  sphenoidal  body  which  was  and 
still  is  neglected  as  a factor  in  nasal  pathology. 
We  have  been  able  to  substantiate  Sluder  many 
times  in  his  postulates  advanced  so  early.  Sewell 
has  done  much  to  develop  the  external  ethmoid- 
al operation  and  has  written  some  splendid  arti- 
cles on  this.  His  instruments  devised  for  ligat- 
ing the  anterior  and  posterior  ethmoidal  and 
sphenopalatine  arteries  are  of  benefit.  He  also 
called  attention  to  the  fact  that  the  external  scar 
is  no  contraindication  to  the  operation. 

The  situation  has  been  refined  and  developed 
from  time  to  time  until  it  has  become  the  safe, 
sane  and  logical  method  of  dealing  with  certain 
cases.  Its  foundation  is  of  such  long  standing 
and  it  has  met  with  so  many  minor  alterations 
which  have  not  changed  the  fundamental  prin- 
ciple, that  no  individual  name  can  be  attached  to 
it  and  still  give  due  justice  to  the  others,  so  we 
prefer  to  call  it  external  ethmosphenoidectomy. 
In  so  doing  we  are  considering  the  frontal  as  a 
modified  ethmoidal  cell,  and  such  it  is. 

The  factor  of  entering  the  ethmoids  externally 
probably  has  been  delayed  because  of  cosmetic 

8.  Simpaon,  W.  L.  and  Harri.a.  R. : Gross  and  Micro- 
scopic Pathology  in  Twenty-Three  Consecutive  Ex- 
ternal Frontal  Ethmosphenoid  Operations.  Ann.  Otol. 
Rhin.  & Laryng.  37:452-476,  June,  1928. 


238 


SINUS  SURGKRY GRIRRITH  AND  WARREN 


Vol.  XXXII,  Xo.  6 


reasons.  We  are  able  to  demonstrate  convincing- 
ly that  the  scar  produced  by  the  external  route 
is  so  unobservable  as  to  be  no  contraindication 
at  all  to  the  operation.  Primary  union  is  ob- 
tained readily  and  by  cross  marks  and  care  in 
apposition  of  the  skin  the  cosmetic  result  can  be 
made  excellent.  Simpson®  described  the  indica- 
tions for  external  sinus  surgery. 

SYMPTOMS  AND  DIAGNOSIS 

The  .type  of  case  which  is  acceptable  for  ex- 
ternal ethmoidectomy  is  variable.  Bizarre  and 
unusual  symptoms  often  occurr  with  chronic, 
prolonged  inflammation  of  these  cavities.  An 
attempt  will  be  made  to  sketch  the  usual  type  of 
case.  The  history  of  the  duration  of  sinusitis 
will  not  be  clear.  Most  cases  will  have  had  sin- 
usitis for  years  and  term  it  only  catarrh  or  an 
increased  susceptibility  to  colds.  Others  may  not 
even  know  they  have  sinusitis  and  like  further 
])roof  when  told  this  is  the  origin  of  their  trouble. 

The  majority  have  headaches  with  posterior 
sinus  disease.  This  is  worse  in  the  morning, 
though  it  may  come  at  any  time.  The  headache 
may  be  in  the  occipital  region  or  it  may  he  de- 
scribed as  a stiff  neck  with  pain  along  the  trap- 
ezius and  sternomastoid.  Massage  temporarily 
relieves  this  type  of  pain,  indicating  that  it  may 
be  a reflex  of  the  sympathetics,  producing  an 
ischemia  of  the  muscles.  Others  may  have  pain 
in  the  eye  and  most  of  such  cases  have  frequent- 
ly had  a change  of  refraction  in  search  of  relief. 
It  is  not  uncommon  for  orthophoria  to  be  dem- 
onstrable. Evidently  it  is  much  more  frequent 
in  such  cases  than  those  without  sinusitis. 

Many  of  the  cases  have  a variable  degree  of 
photophobia.  In  two  cases  this  was  intense.  Bi- 
lateral corneal  idcers  were  observed  in  one  case. 

The  focal  and  constitutional  symptoms  in  con- 
nection with  chronic  hyperplastic  posterior  sinus 
diseases  are  numerous.  Aside  from  a general 
tired  feeling,  failure  to  gain  or  maintain  weight, 
there  may  be  more  severe  symptoms  such  as 
osteoarthritis,  neuritis  or  various  rheumatoid 
jiains.  Some  cases  have  exces.sive  expectoration. 
They  complain  of  hawking  down  a large  amount 
of  mucopurulent  material  in  the  morning  and 
a thin  mucoid  secretion  when  exposed  to  the  cold 
wind.  Expectoration  or  excessive  nasal  dis- 
charge is  not  entirely  reliable.  In  some  of  the 
most  virulent  cases  this  is  minimal  or  entirely 
absent.  The  ordinary  case  has  a slight  cold,  as 
he  may  term  it,  most  of  the  winter  months. 

9.  Simp.son,  W.  L. : Indications  for  External  Nasal 
Sinus  Surgery.  Memphis  M.  .1.  Jan.,  1930. 


E'sually  there  is  a thick  or  deviated  septum  or 
hypertrophic  turbinates.  Here  was  the  anato- 
mic origin  of  the  trouble,  but  it  is  too  late  now 
to  think  of  curing  the  sphenoiditis  or  ethmoi- 
ditis  by  a submucous  resection.  Pus  may  be  seen 
in  the  nose  only  if  we  see  the  patient  during  an 
acute  attack.  The  nasal  mucosa  should  be  thor- 
oughly shrunk  with  cocaine  or  ephedrine  to  be 
certain  we  do  not  overlook  polypous  formation. 

Next  we  wish  to  get  a good  roentgenogram. 
There  is  a very  particular  point  as  to  the  man- 
ner of  taking  and  interpreting  the  roentgen 
pictures.  Two  pictures  are  indispensable.  First 
we  need  a film  taken  in  the  Waters-Waldron^® 
position.  This  is  for  the  determination  of  the 
condition  of  the  antra  and  the  size  and  depth  of 
the  frontals.  The  Granger^^  position  is  best  for 
determining  the  status  of  the  mucosa  of  the  sphe- 
noid. Interpretation  is  based  on  the  presence  of 
fuzziness  of  the  “G-line”  which  occurs  when  the 
mucosa  of  the  sphenoid  is  thickened.  It  is  the 
mucosa  in  silhouette.  In  this  radiogram  the  pe- 
trous portion  of  the  temporal  bone  should  be  on 
a line  with  the  orbits.  A lateral  view  gives  us  a 
better  idea  of  the  depth  of  the  sphenoidal  and 
frontal  sinuses.  The  matter  of  preferring  dark- 
ness or  lightness  in  a film  is  a matter  of  individ- 
ual preference.  When  one  is  constantly  inter- 
preting films  of  a certain  density,  it  is  confusing 
to  take  into  account  a variation  from  the  ordin- 
ary density. 

The  Proetz  method  of  lipiodol  instillation  into 
the  sphenoidal  and  ethmoidal  sinuses  has  not  been 
of  sufficient  additional  value  to  adopt  as  a rou- 
tine. In  fact,  should  one  get  partial  fillings  of 
these  cavities  as  often  happens,  the  wrong  in- 
terpretation will  occur. 

The  criterion  of  determining  the  case  to  oper- 
ate upon  often  depends  upon  whether  or  not  there 
is  relief  when  the  sphenopalatine  ganglion  is 
cocainized.  Cocaine  flakes,  carried  on  adrenaline 
saturated  cotton  by  means  of  a very  fine  wire 
applicator,  can  be  placed  with  accuracy  on  the 
ganglion.  In  the  case  of  a ganglion  neurosis, 
relief  of  the  headache  and  eye  pain  will  be  volun- 
teered in  about  five  minutes.  Certain  cases,  one 
of  which  is  in  this  series,  will  not  be  improved 
by  cocainization  and  still  will  have  relief  after 
the  operation.  The  cause  for  this,  as  was  shown 

10.  Rhinehart,  D.  A.:  Roentgenographic  Technique. 
Waters-Waldron  Position,  p.  272.  Lea  & Febiger, 
Philadelphia,  1930. 

11.  Granger,  A.:  Roentgen  Examination  of  Para- 
nasal Sinuses  and  Mastoids.  J.  A.  M.  A.  95:  1332-1335, 
Nov.  1,  1930. 
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bv  Sluder,  is  that  the  neurosis  exists  in  the 
course  of  the  vidian  nerve,  central  to  the  gang- 
lion, where  cocainization  naturally  will  not  re- 
lieve it. 

Some  of  the  cases  may  be  very  dizzy  and  still 
not  complain  of  headache.  Naturally  their  eyes 
have  been  repeatedly  checked  over.  One  may 
suspect  labyrinthine  disease  which  is  not  disclosed 
by  the  Barany  test.  Such  individuals  often  have 
a positive  Romberg.  One  case  was  very  un- 
steadv  and  an  attem]it  was  made  to  diagnosis  a 
brain  tumor  or  syphilis.  All  tests  were  negative 
and  since  the  roentgenogram  showed  a very  in- 
distinct “G-line,”  external  ethmoidectomy  was 
done.  Extensive  pathology  was  found  in  the 
.sphenoid.  Now  he  is  entirely  free  of  the  dizzi- 
ness and  has  a negative  Romberg. 

Retrobulbar  neuritis  is  one  of  the  worst  com- 
plications occurring  from  sphenoidal  sinusitis.  To 
recognize  it  early  is  very  important  because,  af- 
ter atrophic  changes  have  occurred,  less  vision 
can  be  restored.  The  inflammation  of  the  optic 
nerve  back  of  the  orbit  is  due  to  the  immediate 
proximity  to  the  sphenoidal  sinus.  The  first 
complaint  is  reduction  of  vision.  It  usually  pro- 
gresses moderately  rapidly.  In  one  ca.se  vision 
went  from  0.9  to  0.3  in  five  days.  In  another, 
the  history  extended  over  a period  of  two  months. 
Such  cases  have  an  improvement  of  vision  when 
the  sphenopalatine  ganglion  is  cocainized.  How- 
ever, lenses  do  not  improve  their  condition. 

On  opening  the  sphenoid  in  the  cases  of  re- 
trobulbar neuritis  we  realize  we  are  not  in  accord 
with  all  rhinologists.  Nevertheless,  these  cases 
were  improved  or  cured.  The  cases  showing  im- 
provement when  there  was  little  gross  pathologic 
change  in  the  sphenoid  aroused  speculation  as  to 
the  cause  for  improvement. 

On  reviewing  the  anatomy  of  this  region,  it  is 
noted  that  the  sphenopalatine  ganglion  derives 
all  its  sympathetic  fibres  from  the  carotid  plexus 
by  way  of  the  vidian  nerve  which  passes  through 
a thin  viaduct  of  bone  anteriorly,  laterward  and 
inferiorly  to  the  sphenoid.  On  opening  the 
sphenoid  by  the  Sluder  method,  it  is  very  prob- 
able the  vidian  nerve  is  cut  or  injured.  This 
removes  the  sympathetic  influence  from  the  vas- 
cular supply  of  the  optic  nerve. 

E'e  wish,  then,  to  advance  the  hypothesis  that 
the  sphenopalatine  ganglion  exerts  a tonic  effect 
upon  the  optic  nerve  reflexly  through  the  sym- 


pathetic fibres  within  the  vidian  nerve.  Cases 
of  inciiient  multiple  sclerosis  or  conditions  pro- 
ducing retrobulbar  neuritis  may  be  managed  ac- 
cording to  this  reasoning,  that  is,  providing  the 
vision  is  improved  by  cocainization  of  the  sphen- 
opalatine influence  of  the  sphenopalatine  gang- 
line by  alcohol  or  novocaine  injection  of  the 
sphenopalatine  ganglion,  by  a more  intentional 
amputation  of  the  vidian  nerve  or  by  a ganglion- 
ectomy.  This  hypothesis  could  be  verified  by  the 
injection  of  the  lower  cervical  and  upper  thoracic 
ganglia,  as  the  sympathetic  element  to  the  head 
comes  from  the  stellate  and  upper  thoracic  gang- 
lia. 

Nothing  noteworthy  is  to  be  seen  by  the  op- 
thalmoscopic  examination.  Since  the  maculo- 
papillary  bundle  is  the  most  sensitive  and  sus- 
ceptible to  inflammation  and  toxins,  a central 
scotoma  is  observed.  This  is  best  determined 
on  the  tangent  screen.  An  increase  in  the  blind 
spot  to  a relative  or  absolute  central  scotoma 
may  be  seen.  The  return  of  vision  to  normal 
may  be  expected  soon  in  the  acute  case,  usually 
in  from  one  to  two  weeks.  In  a subacute  case 
or  the  chronic  one  with  atrophy,  all  the  vision 
is  not  regained.  However,  it  can  be  benefited 
by  50  to  75  per  cent.  This  occurs  from  a few 
days  to  two  months  postoperatively.  To  wait 
means  to  lose  vision. 

Bronchitis  and  bronchiectasis  are  gradually  be- 
ing recognized  as  practically  always  due  to  sin- 
usitis. The  proof  of  the  superiority  of  the  ex- 
ternal ethmoidal  operation  for  completeness  was 
demonstrated  in  one  case  of  advanced  bronchiect- 
asis of  long  standing  which  had  a previous  com- 
plete intranasal  operation,  but  which  did  not  get 
relief  of  the  chest  symptoms  until  the  external 
operation  was  performed.  The  excellent  work 
of  Meyer  and  Quinn^^  shows  that  when  sleeping 
the  infective  material  from  the  sinuses  drains 
into  the  stomach  and  lungs.  By  instilling  lipiodol 
in  the  sinuses  and  taking  roentgenogram  of  the 
chest  the  next  morning,  this  fact  was  demon- 
strated. The  lipiodol  was  found  in  the  chest. 

OPERATION 

Preoiierative  treatment  is  es.sential.  We  like 
to  have  the  patient  very  drowsy,  thereby  getting 
better  effect  from  the  cocaine.  Sodium  amytal 
is  a great  adjunct.  It  renders  him  in  a dream 
slate  where  no  recollection  exists  of  the  opera- 

12.  Quinn,  U.  H.  and  Moyer.  O.  O. : Relationship  of 
Sinusitis  and  Rronchiectasis.  Arch.  Otolaryng-.  10:152- 
lG."i,  Au.aust,  1029. 
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tion,  and  it  protects  against  cocaine  even  more 
than  other  barbiturates,  as  shown  by  experimen- 
tation by  Martin.  If  hyoscine  is  properly  bal- 
anced with  morphine,  no  excessive  cortical  sti- 
mulation is  manifest  and  the  drugs  act  with 
synergism. 

The  sphenopalatine  ganglion  and  anterior  eth- 
moidal nerves  are  cocainized.  The  infraorbital, 
supraorbital  and  supratrochlear  nerves  are  in- 
filtrated with  novocaine,  adrenaline  solution,  or 
in  cases  sensitive  to  this  drug  nupercaine  1 :1500 
is  used.  An  incision  is  outlined  with  the  back 
of  the  scalpel  midway  between  the  inner  can- 
thus  and  the  bridge  of  the  nose  and  cross  marks 
are  made.  A lacrimal  sac  retractor  is  inserted 
which  helps  with  hemostasis,  and  dissection  of 
the  periosteum  of  the  frontal  lacrimal  and  nasal 
bones  is  carried  lateralward.  The  periorbita, 
with  the  insertion  of  the  superior  oblique  and 
the  lacrimal  sac,  are  displaced  lateralward. 

The  Ferris  Smith  retractor  is  inserted.  This 
is  of  great  help  in  the  operation.  A notch  fits 
around  the  posterior  ethmoidal  artery  and  the 
blades  retract  the  periorbita,  while  the  teeth  fit 
under  the  medial  portion  of  the  periosteum.  It 
is  not  feared  if  the  anterior  ethmoidal  artery  is 
divided,  as  only  a small  amount  of  hemorrhage 
occurs.  A suction  tip  is  used  throughout  the 
operation  as  sponging  is  impossible. 

The  next  step  is  to  remove  the  floor  of  the 
frontal  sinus  and  the  ascending  process  of  the 
superior  maxilla  with  Kerrison  forceps,  giving 
direct  exposure  to  the  anterior  ethmoidal  and 
frontal  sinuses.  The  lacrimal  bone  is  very  thin, 
and  if  one  does  not  try  to  enter  the  ethmoids 
too  far  anteriorly,  it  can  be  done  with  a crush- 
ing movement  with  any  blunt  instrument.  The 
most  anterior  ethmoidal  cells  are  exenterated 
under  direct  vision  liy  Bruenner  or  Langes  for- 
ceps. The  lamina  papyracea  is  next  removed 
with  Luc  or  Bruenner  forceps.  This  may  be 
carried  liack  as  far  as  necessary  for  exposure. 
One-half  or  two-thirds  of  the  way  to  the  optic 
foramen  is  usually  sufficient.  A bulla  frontalis 
cell,  bulging  into  the  floor  of  the  frontal,  often 
exists.  It  is  ne.xt  entered  and  all  of  the  eth- 
moidal cells  removed,  carrying  the  operation  back 
to  the  anterior  sphenoidal  wall.  This  is  entered 
with  a Sluder  hook  and  the  opening  enlarged 
with  a sphenoid  punch  of  the  Kerrison  or  Citelli 
type.  The  lining  of  the  sphenoid  is  removed. 
For  removing  areas  of  muco.sa  the  Kistner  blunt 


end  dissector  is  valuable.  The  entire  cavity  is 
swabbed  with  5 per  cent  picric  acid  in  25  per 
cent  acetone  which  loosens  and  removes  any  rem- 
nant of  mucosa. 

We  do  not  suture  the  stump  of  the  superior 
oblique  back  in  place  as  the  eye  is  kept  covered 
from  four  days  to  a week  and  the  annoyance 
from  diplopia  thus  avoided.  There  is  less  chance 
of  suppuration  if  buried  catgut  is  not  used.  The 
opening  into  the  nose  is  enlarged  with  Freer ’s 
nasofrontal  rasp  or  biting  forceps.  An  8 mm. 
rubber  tube  is  inserted  from  the  nose  into  the 
surgical  cavity  and  sutured  to  the  skin  to  hold 
it  in.  The  skin  is  closed  with  interrupted  dermal 
with  care.  The  eye  is  filled  with  boric  or  Whyte’s 
ointment  and  an  eye  pad  applied.  Ommandin 
is  usually  given  for  one  or  two  doses  postopera- 
tively.  A dressing  is  done  on  the  second  day,  the 
sutures  removed  on  the  fourth  day,  the  rubber 
tube  on  the  sixth  day. 

CASE  REPORTS 

Case  1.  Had  submucous  operation  at  15.  Roentgeno- 
gram shows  cloudy  left  antrum  and  ethmoids.  Diffi- 
culty in  breathing  and  great  deal  of  nasal  discharge. 
3-11-31,  bilateral  intranasal  antral  operation.  6-4-31, 
radical  antral  operation  on  left  side.  1-29-32,  right 
ethmoidal  and  sphenoidal  operations  intranasally. 
Retrobulbar  neuritis.  Vision  down  to  20/200.  3-15-32, 
external  ethmoidal  operation,  right  side.  When  last 
seen  vision  had  markedly  improved  and  discharge  is 
minimal.  Improvement  not  noted  until  after  external 
operation. 

Case  2.  Mrs.  W.  I-'.  N.  1-19-31,  atrophic  rhinitis. 
Inferior  turbinated  practically  atrophied.  Pus  in  both 
nostrils.  Roentgengram  showed  ethmoids  and  antrums 
blocked  out.  1-22-31,  bilateral  intranasal  antral  and 
ethmoidal  operations.  10-23-31,  external  frontal  and 
ethmoidal  operations,  left  side.  4-5-32,  external  eth- 
moidal, right  side.  On  last  observation  patient  states 
she  feels  100  per  cent  better.  Crusts  and  pus  have  dis- 
appeared and  she  has  gained  in  weight  and  appearance. 

Case  3.  Mrs.  W.  J.  B.  Patient  had  previously  been 
diagnosed  a pituitary  case,  drinking  an  abundance  of 
water.  Required  two  hypodermics  of  pituitrin  daily  to 
partially  control  thirst.  Patient  complained  of  severe 
headache,  pain  in  the  eyes  and  deafness.  Has  an  idi- 
opathic perforation  of  the  septum,  pansinusitis  and  is 
very  deaf.  Iritis  both  eyes.  6-30-31,  bilateral  intra- 
nasal ethmoidal  and  sphenoidal  operations.  7-5-31, 
patient  has  a positive  blood  culture.  Double  mostoidec- 
tomy.  7-27-31,  discharged  from  hospital.  Iritis  is  still 
very  severe  in  left  eye.  9-4-31,  secondary  intranasal 
ethmoidal  operation;  1-11-32,  right  external  ethmoidal; 
1-18-32,  left  external  ethmoidal.  The  iritis  subsided 
immediately  after  the  external  ethmoidal  operation. 
Gained  in  weight  from  87  to  123  pounds. 

Case  4.  Mrs.  Ann  S.  12-2-31,  exophthalmos  right 
eye.  Considerable  ciliary  injection  right  eye.  Cornea 
is  steamy.  There  is  blood  in  the  anterior  chamber.  Vi- 
sion reduced  to  light  perception.  Eye  very  painful. 
Great  deal  of  headache.  Condition  has  been  present 
for  past  eight  years.  Frequent  colds  which  aggravate 
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the  above  described  condition.  Advised  to  have  right 
ethmoid  and  antrums  cleaned  out.  12-30-31,  transantral 
ethmoidal  sphenoidal  operation.  Radical  ethmoidal  and 
frontal  done  1-21-32.  Reported  for  observation  on 
4-20-32.  Exophthalmos  has  entirely  disappeared  and 
vision  much  improved. 

Case  5.  Mr.  W.  L.  H.  6-25-32,  no  intranasal  symp- 
toms. Falls  to  left  when  he  closes  C3'es.  Difficulty 
with  mental  concentration.  Wassermann  negative.  7- 
6-32,  right  external  ethmoidal  and  antrum  operations. 
Romberg  gone  in  five  days  following  the  operation. 
Mind  clear. 

Case  6.  Sister  B.  Bronchiectasis.  Thorough  sur- 
gery. Marked  temporary  relief.  Thoracoplasty,  no 
relief  or  improvement.  External  ethmoidal  operation 
marked  improvement.  Has  been  an  invalid  for  twelve 
years  and  was  able  to  work  three  months  after  the 
operation. 

Case  7.  12-2-20,  Miss  Hazel  M.  Submucous  and 

right  ethmoidal  operation.  Vision  blurred  every  cold. 
Complete  recovery  following  operation.  Does  typing. 
\’ision  O.  K.  Was  obliged  to  stop  stenographic  work 
until  after  operation.  Evidently  shows  effect  of  pro- 
longed sinusitis  on  accomodation. 

Case  8.  School  teacher.  Vision  going  for  two  weeks, 
reduced  to  perception  of  light.  Wassermann  4 plus. 
Intranasal  ethmoid  and  sphenoid  opened  by  intranasal 
route.  Recovery  complete. 

Case  9.  Chief  complaint  asthma.  8-3-31,  bilateral  in- 
tranasal ethmoidal  and  antral  operations;  submucous. 
Headaches  gone,  much  improved.  Return  of  asthma. 
8-18-32,  external  ethmoidal.  9-30-32,  feels  much  im- 
proved. Asthma  has  disappeared  and  has  gained  in 
weight. 

Case  10.  Edward  S.  Chronic  corneal  ulcers.  4-18- 
32,  intranasal  antral  and  ethmoidal  operations,  left  side. 

4- 20-32,  intranasal  antral  and  ethmoidal,  right  side. 

5- 14-32,  external  ethmoidal  on  left  (worst)  side.  Last 
seen,  left  eye  O.  K.  Some  ciliary  injection  right  eye. 
Should  have  right  external  ethmoidectomy. 

Case  11.  Mr.  V.  B.  20/200  right  eye.  Vision  has 
been  failing  for  past  month.  Cocainizing  right  spheno- 
palatine ganglion  improved  the  vision  to  20/100.  8-21- 

32,  right  external  ethmoidal  and  antral  operations.  Vi- 
sion improved  to  20/50  minus  2. 

Case  12.  Mr.  J.  E.  Vision  20/150.  Retrobulbar 

neuritis  has  been  present  one  week.  Cocaine  improved 
vision  to  20/30.  Transantral  operation.  Recovery  four 
days.  Roentgenogram  showed  absence  of  frontals  so 
the  transantral  route  was  used  to  open  the  ethmoids 
and  sphenoid  in  this  instance. 

Case  13.  Rheumatism,  left  arm.  Roentgenogram 
shows  marked  change  in  joint.  Carried  arm  in  sling. 
7-20-31,  intranasal  left  ethmoidal  and  sphenoidal  opera- 
tion; left  antrum,  submucous.  Pain  in  elbow  gone  next 
day.  Has  restricted  motion  of  left  elbow  but  it  does 
not  interfere  with  house  work  or  driving  car.  Diag- 
nosis : Subacute  osteoarthritis  and  neuritis  with  focal 
infection  in  the  sinuses. 

Cast  14.  Mrs.  F.  W.  S.  Retrobulbar  neuritis.  Vi- 
sion 20/50.  Improved  by  cocainization.  Recoveiw  in 
two  weeks.  Two  weeks  later,  same  condition  left  ej'e. 
Grew  worse  in  spite  of  treatment.  8-27-32,  left  exter- 
nal ethmoidal  operation.  Recovery. 

COMMENTS 

A method  of  attack  has  been  evoluted  on  the 
ethmoidal  situation,  so  it  no  longer  need  be  term- 


ed “the  ethmoidal  problem.”  No  one  person  has 
been  responsible  for  this.  It  has  been  the  pro- 
cess of  well  founded  principles  enlarged  upon 
and  perfected  for  the  past  four  decades.  Several 
features  make  the  external  ethmoidal  operation 
the  method  of  choice  in  the  management  of  pro- 
tracted inflammation  of  the  posterior  sinus 
group.  An  operation  which  has  the  features  of 
accessibility,  exposure,  direct  approach  and  vision 
of  the  field  meets  the  fundamental  prerequisites 
of  surgery.  This  renders  the  operation  less 
dangerous  and  the  operator  more  certain  of  be- 
ing able  to  remove  the  pathologic  material.  The 
external  approach,  we  are  satisfied,  has  no  cos- 
metic contraindications.  The  scars  are  small, 
unnoticeable,  fit  the  contour  of  the  eye  and  are 
usually  obscured  by  glasses  which  most  of  such 
people  wear.  In  most  of  our  cases  a few  months 
postoperatively  one  must  look  closely  to  detect 
any  scar. 

Some  of  the  intranasal  ethmoidal  operations  are 
dangerous,  while  others  are  not.  They  all  lack 
the  completeness  of  the  external  method.  As 
can  be  seen  from  witnessing  this  operation,  a 
large  amount  of  the  pathology  lies  above  the 
level  of  the  inner  canthus  which  is  considered 
the  upper  limit  of  safety  in  the  intranasal  opera- 
tion. The  fact  that  it  is  almost  impossible  to 
remove  all  the  ethmoidal  capsule  by  an  intranasal 
operation  is  brought  forcefully  to  our  attention 
when  operating  on  such  cases  externally  that  have 
had  a previous  intranasal  ethmoidectomy. 

Acknowledgement  is  made  of  the  value  of  the 
intranasal  procedures.  ]\Iany  people  have  been 
benefited  by  such  operations.  For  opening  the 
sphenoid  the  transantral  route  may  be  used  to 
advantage,  but  for  exenteration  of  ethmoids  this 
operation  is  not  so  valuable.  The  cases  having 
previously  had  a transantral  operation,  that  were 
later  operated  on  hy  the  external  route,  convince 
us  that  only  the  posterior  ethmoidal  cells  can  be 
reached  with  ease  by  the  transantral  method. 

Asthmatic  cases  need  to  lie  classified  as  to 
whether  they  are  mainly  due  to  an  allergic  re- 
action to  foreign  proteins,  to  hypersensitiveness 
or  to  bacteria  infecting  the  sinuses.  After  so 
doing,  the  external  ethmoidal  and  Caldwell-Luc 
operations  afford  them  an  excellent  opportunity 
for  cure.  'I'hc  paramount  advantage  of  this  com- 
bination is  that  the  entire  mucous  membrane  lin- 
ing of  one  .side  can  be  removed  at  one  operation. 

Many  of  the  retrobulbar  neuritis  cases  are  due 
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to  prolonged  inflammation  of  the  sphenoid,  which 
is  often  overlooked.  This  operation  is  the  sine 
que  non  of  treatment  for  such.  Eight  cases  in 
our  series  are  proven  to  be  of  this  class  because 
of  the  postoperative  improvement  of  vision  from 
25  to  80  per  cent.  Sphenopalatine  neurosis 
should  be  more  readily  and  more  often  diagnos- 
ticated. Cocainizing  the  ganglion  is  an  easy 
thing  to  do  and  gives  definite  information. 

Bronchiectasis  is  becoming  more  generally  rec- 
ognized to  be  a complication  of  sinusitis.  Relief 
can  be  expected  by  complete,  not  partial,  opera- 
tive interference.  The  external  operation  has  a 
place  in  tic  douloureux,  disease  of  the  uveal  tract, 
osteoarthritis,  focal  infection,  severe  or  prolonged 
headaches,  and  some  gastrointestinal  disorders, 
bronchiectasis,  asthma  and  some  psychopathic 
conditions. 

CONCLUSIONS 

1.  Sinus  surgery  has  made  progress  as  other 
branches  of  surgery. 

2.  Sinusitis  does  not  need  to  be  considered 
deplorable  and  uncurable.  ..V  cure  can  be  ex- 
pected by  removal  of  the  mucous  membrane  of 
all  the  sinuses.  Partial  procedures  produce  par- 
tial results. 

3.  Previously  sinus  operations  have  been  fail- 
ures because  only  one  or  two  of  the  several  sin- 
uses were  operated  on  and  because  the  types  of 
operations  did  not  take  into  account  that  a 
chronically  infected  sinus  will  not  be  cured  until 
the  mucosa  with  its  infected  glands  is  disposed  of. 

4.  The  external  operation  gives  a safe,  logical 
procedure  for  attacking  the  sphenoidal,  ethmoidal 
and  frontal  sinuses. 

5.  By  a combination  of  the  Caldwell-Luc  or 
Denker  operation  with  an  external  ethmoido- 
sphenoidal  operation  one  may  eradicate  sinus  di- 
sease from  one  side  at  one  operation  and  thus 
expect  a cure. 

6.  The  effect  of  sinusitis  on  general  health  is 
becoming  more  recognized.  It  may  contribute 
to  asthma,  bronchiectasis,  emaciation,  focal  in- 
fection, retrobulbar  neuritis,  headaches,  corneal 
ulcers,  meningitis,  osteoarthritis  and  some  gastro- 
intestinal complaints. 


LIPIODOL  IN  THE  DIAGNOSIS  OF 
MAXILLARY  SINUS  CONDITIONS 
I.  A.  Drues,  M.D. 

TACOMA,  WASH. 

Lipiodol  was  first  introduced  in  1921,  but  was 
not  used  in  the  sinuses  till  1925,  when  Reverchon 
and  Worms  first  injected  it  into  the  maxillary 
sinus.  MacCread}-^  described  its  use  in  the 
diagnosis  of  a maxillary  cyst  and  a chronic  sin- 
'usitis.  In  the  same  year  Goodyear^  described  his 
method  of  using  it  in  the  antrum  and  sphenoid, 
and  Proetz^  originated  the  displacement  method 
of  sinus  diagnosis. 

LobelP  used  the  oil  in  all  the  sinuses,  inject- 
ing it  into  the  sphenoidal  sinus  by  means  of  a long 
needle.  Houser^  used  campiodol,  which  is  40 
per  cent  iodine  in  combination  with  rape  seed  oil. 
As  they  stated,  the  oil  was  used  in  the  5 per  cent 
of  cases  which  were  not  diagnosed  by  the  or- 
dinary routine  methods,  and  although  an  anatomic 
diagnosis  could  almost  always  be  made,  patho- 
logic diagnosis  frequently  depended  on  explora- 
tory surgery  and  tissue  examination. 

Lipiodol  is  40  per  cent  iodine  in  combination 
with  poppy  seed  oil.  It  comes  in  a convenient 
metal  container  holding  20  cc.,  and  can  be 
diluted  with  sterile  olive  oil  or  petrolatum. 

I have  used  it  only  in  those  cases  in  which 
other  diagnostic  agents,  including  roentgen  ray, 
had  failed  to  give  an  exact  diagnosis.  Males  and 
females  were  studied.  The  youngest  was  eleven 
years  old  and  the  oldest  fifty-two. 

The  oil  was  introduced  through  the  trocar  after 
washing  the  sinus.  Roentgenograms  were  taken 
in  the  lateral  and  anteroposterior  views  with  the 
head  in  the  vertical  or  horizontal  position.  Com- 
plete filling  was  used.  Following  are  the  greatly 
abbreviated  case  histories  of  some  of  the  pa- 
tients on  whom  lipiodol  was  employed. 

Figure  1 is  a normal  antrum  for  comparison. 
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Note  how  the  oil  is  in  apposition  to  the  bony 
wall  of  the  sinus,  and  how  smooth  and  rounded 
the  contours  are.  This  happens  to  be  my  own 
antrum. 

Case  1.  A white  male,  engineer  by  profession.  He 
gave  a history  of  having  had  a left  upper  first  molar 
tooth  extracted  several  days  before.  The  jaw  did  not 
seem  to  heal  properly. 

On  examination  a cavity  was  seen  leading  into  the 
socket  of  the  tooth  and  a probe  went  into  it  over  one 
and  one-half  inches. 

Roentgenogram  of  the  sinuses  (fig.  2)  was  negative 
except  for  a mass  in  the  outer  part  of  the  left  antrum. 
On  washing  the  sinus  no  pus  was  obtained,  although 
the  patient  felt  better.  Lipiodol  was  injected  and 
showed  a mass  in  the  lateral  part  of  the  antrum,  cor- 
responding to  the  first  roentgenogram  (fig.  3).  None 
of  the  oil  came  through  the  socket  of  the  tooth.  Ap- 
parently a granuloma  had  formed  around  the  infected 
tooth,  scaling  it  off  from  the  antrum. 

The  next  group  of  cases  had  acute  or  chronic 
antral  infection  which  did  not  clear  up  on  re- 
peated washings.  Lipiodol  study  was  confirmed 
by  Caldwell-Luc  operation.  In  all  these  cases 
thickened  membrane  and  in  some  free  polyps 


were  found.  Only  one  case  will  be  given  in  detail. 

Case  2.  W.  F.  was  a police  scargant  about  35  years 
old.  He  was  seen  Feb.  18,  1929,  complaining  of  pain 
over  the  left  cheek.  The  septum  was  badly  deviated 
and  both  middle  turbinates  were  hypertrophied.  On 
transillumination  the  left  antrum  was  dark.  The  sinus 
was  washed  out  and  considerable  pus  found.  The 
patient  had  several  antral  washings  and  on  April  3, 
left  ethmoidal  operation  was  performed.  The  antrum 
cleared  up  after  a few  more  washings. 

On  August  21  the  patient  had  recurrence  of  pain 
over  the  left  cheek.  Washing  showed  considerable 
obstruction  to  the  flow  of  solution  and  about  2 cc.  of 
pus  was  obtained.  August  23  no  pus  was  obtained  and 
the  next  day  submucous  rejection  was  done. 

On  December  9 the  patient  had  recurrence  of  pain 
over  the  left  cheek.  The  left  antrum  was  irrigated 
and  SO  per  cent  lipiodol  in  olive  oil  was  injected. 
Roentgenograms  (figs.  4,  5)  showed  the  lining  to  be 
greatly  thickened.  After  several  more  washings,  as 
patient  did  not  clear  up,  left  Caldwcll-Luc  operation 
W.1S  done  and  roentgen  findings  verified. 

About  one  year  later,  December  17,  1930,  patient  com- 
plained' of  pain  on  the  opposite  side.  On  washing  right 
antrum,  pus  was  ol)tained.  After  eight  washings  lipi- 
odol study  was  made  which  showed  great  thickening 
of  the  lining  membrane  (figs.  6,  7).  The  patient 
wanted  a Caldwell-Luc  operation,  but  as  there  was 
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evidence  of  an  acute  process,  a nasal  antral  opening 
was  made  first.  On  January  24,  1931,  pus  was  obtained 
under  pressure  and  on  January  26  a Caldwell-Luc  op- 
eration was  performed.  The  mucosa  on  the  nasal  wall 
was  found  to  be  greatly  thickened  and  polypoid  de- 
generation was  present. 

Case  3,  W.  E.  F.  (fig.  8)  had  fourteen  washings  of 
his  right  antrum  without  relief  of  discharge,  when 
this  picture  was  taken.  It  shows  large  filling  defect 
below. 

Case  4.  R.  L.  came  in  with  a history  of  sinus 
trouble.  Transillumination  and  roentgenogram  showed 
an  indefinite  clouding  of  both  antra.  Lipiodol  study 
(fig.  9)  showed  a left  antrum,  the  mucous  membrane 
of  which  was  only  moderately  thickened.  He  might 
have  cleared  up  without  a ’radical  operation,  but  he 
lived  out  of  town  and  preferred  to  have  it  done  than 
come  in  for  treatments. 

Case  5.  E.  L.  C.  had  ten  washings  before  lipiodol 
study  was  made  (fig.  10).  A filling  defect  below  is 
seen. 

Case  6.  T.  1’.  had  eight  washings  before  this  lipi- 
odol study  (fig.  11).  He  did  not  want  an  operation 
performed,  so  we  continued  treatments  with  S.T.  37, 
argyrol  or  metaphen  solution.  After  a total  of  twenty- 
seven  washings,  operation  was  performed. 

Case  7.  G I^.  had  thirteen  washings  before  the 
lipiodol  study  (fig.  12), 


Case  8.  E.  M.  had  fifteen  washings  before  lipiodol 
studly  (fig.  13)  and  operation. 

Case  9.  F.  D.  came  into  clinic  on  accout  of  a 
fistula  above  the  right  upper  molar  teeth.  Every  once 
in  a while  during  the  past  nine  months  there  was  a 
considerable  discharge  from  the  fistula.  Transillum- 
ination and  roentgenogram  of  the  sinuses  showed  the 
right  antrum  very  dark.  Dental  examination  and  roent- 
genogram of  the  tooth  were  negative.  On  washing 
the  right  antrum  the  solution  went  in  with  consider- 
able pressure.  No  pus  came  out.  Lipiodol  was  in- 
jected (fig.  14).  Very  little  oil  stayed  in  the  antrum. 
On  operation  the  mucous  membrane  was  found  to  be 
very  necrotic  as  well  as  thickened. 

The  next  group  consists  of  two  patients  who 
very  evidently  need  radical  surgery  in  their  an- 
trums,  but  who  have  not  had  it  done  due  to  the 
lack  of  time  or  other  reasons. 

Case  10.  J.  H.  came  in  fron.  National  with  pain 
and  tenderness  over  the  right  eye  and  pus  in  the  right 
nose.  Roentgenogram  was  negative  for  the  frontal 
sinus  and  showed  clouding  of  right  antrum.  Two 
washings  of  the  right  antrum  did  not  show  any  pus. 
Lipiodol  was  then  injected  and  showed  the  antrum 
practically  filled  with  thickened  membrane  or  polyps 
(fig.  15),  Just  a few  drops  of  oil  are  seen  in  the 
slide. 
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Case  11.  G.  E.  S.  also  showed  marked  thickening 
of  the  mucous  membrane  of  the  right  antrum  (fig.  16) 
but  patient  was  unable  to  have  the  operation  per- 
formed. 

Next  we  have  a group  of  patients  in  whom,  al- 
though  some  thickening  of  the  mucous  membrane 
was  seen,  yet  they  eventually  healed  up  without 
operation. 

Case  12.  C.  K.  had  eleven  washings  before  the  lipi- 
odol  study  (fig.  17).  Although  considerable  thicken- 
ing was  seen,  no  more  pus  was  obtained  after  two 
more  washings  and  the  patient  was  dismissed.  Six 
months  later  he  returned  and  transillumination  showed 
the  antra  clear. 

Case  13.  G.  H.  had  thirteen  washings  of  both  antra 
before  the  lipiodol  study  (figs.  18,  19).  After  two 
more  washings  no  more  pus  was  obtained.  Patient 
returned  one  month  later  and  transillumination  showed 
antra  clear. 

Case  14.  G.  H.  T.  had^  seven  washings  before  lipi- 
odol study  (fig.  20).  Operation  was  refused  and  after 
eight  more  washings  no  more  pus  was  obtained.  Trans- 
illumination six  weeks  later  was  negative.  A year  later 
pain  and  swelling  of  right  cheek  recurred.  Transil- 
lumination and  roentgenogram  showed  clouding  of 
right  antrum.  Lipiodol  showed  one-fourth  inch  thick- 
ening. After  six  washings  no  pus  was  obtained,  and 
at  the  end  of  a month  the  sinus  was  again  clear  on 
transillumination. 

The  next  division  consists  of  cases  in  which 
the  clinical  findings  led  us  to  believe  that  we 
would  find  considerable  pathology  in  the  sinuses, 
yet  lipiodol  showed  little  filling  defect. 

Case  15.  J.  O.  was  eleven  years  old.  He  showed 
a little  sugar  in  his  urine.  The  left  antrum  showed 
two  tablespoonfuls  of  pus  on  the  first  washing.  After 
seven  washings  the  lipiodol  filled  the  sinus  completely 
(fig.  21).  After  sixteen  more  washings  no  more  pus 
was  obtained  and  on  transillumination  the  sinus  was 
clear. 

Case  16.  L.  S.  Lipiodol  study  (fig.  22)  after  eight- 
een washings  showed  no  filling  defect.  After  three 
more  washings,  when  pus  was  still  found  in  the  an- 
trum, patient  was  advised  to  have  a nasal  window, 
but  she  refused  to  have  this  done,  so  I lost  her. 

Case  17.  This  patient  had  rheumatism  in  his  left 
leg  and  had  had  many  nasal  operations,  including  on 
right  antrum,  before  I saw  him.  He  had  a notion 
that  there  might  .still  be  some  trouble  in  the  antra 
causing  his  rheumatism.  Examination  showed  there 
was  a large  opening  in  the  right  antrum  through  the 
inferior  meatus.  The  left  was  washed  and  no  pus 
was  obtained.  Lipiodol  was  injected  in  both  sinuses 
and  roentgenogram  showed  no  filling  defects  (fig.  23). 
The  outlines  were  smooth  and  regular. 

SUMMARY  AND  CONCEUSION 

A series  of  radiopaque  studies  of  the  maxillary 
sinuses  were  made.  Complete  filling  of  the 
sinus  with  the  oil  was  done. 

The  ordinary  roentgen  equipment  was  used. 
Either  the  horizontal  or  vertical  positions  of  the 
head  was  employed,  the  vertical  being  preferred. 

Radiopaque  fluid  w'as  of  great  help  in  making 
a more  exact  diagnosis  in  maxillary  sinus  condi- 
tions. 


NASAL  AND  ACCESSORY  SINUS 
DISEASE  AS  A MANIFESTATION 
OF  SYSTEMIC  DISORDERS* 

W.  Wells  Baum,  M.D. 

S.A.LEM,  ORE. 

Prior  to  the  past  ten  or  fifteen  years  the 
study  of  diseases  of  the  nose  and  sinuses  was  of 
interest  chiefly  to  the  rhinologist,  and  his  treat- 
ment of  them  was  directed  chiefly  toward  the  re- 
lief of  local  symptoms.  Since  that  time,  how- 
ever, these  diseases  have  come  to  occupy  a rather 
prominent  place  in  medicine  and  have  gained  the 
interest  of  all  practitioners.  This  has  come  about 
through  demonstration  of  the  fact  that  nasal  and 
sinus  diseases  not  only  cause  local  symptoms  for 
which  the  patient  may  seek  relief,  but  are  also 
responsible  for  troubles  which  may  seriously  im- 
pair his  general  health. 

On  this  basis  we  may  think  of  our  cases  of 
sinus  disease  as  falling  roughly  into  two  groups : 
(1)  those  cases  in  which  the  local  symptoms 
predominate  and  (2)  those  in  which  the  local 
symptoms  may  be  of  little  or  no  importance  but 
in  which  the  sinus  disease  causes  more  or  less 
serious  disturbance  of  the  general  health.  The 
treatment  of  the  two  foregoing  groups  will  vary 
accordingly.  In  the  first  group  we  are  content 
to  alleviate  the  local  distress  and  may  consider 
our  goal  reached  when  the  patient  is  made  com- 
fortable, while  in  the  second  we  must  strive  to 
eradicate  every  vestige  of  disease  in  an  effort  to 
eliminate  the  sinus  trouble  which  is  the  cause  of 
the  patient’s  general  ill  health. 

These  two  groups,  however,  do  not  by  any 
means  account  for  all  of  our  cases  of  sinus  dis- 
ease. We  must  recognize  a third  group,  those 
cases  in  which  the  nasal  or  sinus  disease  is  not 
the  cause  but  is  the  result  of  systemic  disorders, 
and  it  is  this  group  of  cases  which  forms  the  basis 
for  this  paper. 

The  treatment,  again,  will  differ  from  that  of 
the  first  two  groups  in  that,  in  addition  to  the 
local  treatment  of  the  nose  and  sinuses,  the 
systemic  disorder  must  be  discovered  and  recti- 
fied. It  is  recognized,  of  course,  that  all  local 
disease  has  a background  which  relates  to  the 
general  body  resistance,  but  it  is  not  this  to  which 
I refer.  It  is  my  conception  that  there  is  a group 
of  cases  in  which  the  nasal  and  accessory  sinus 
disease  is  in  reality  a manifestation  of  some 
systemic  disorder,  and  it  is  the  purpose  of  this 

♦Read  before  the  Fifty-eighth  Annual  Meeting  of 
Oregon  State  Medeal  Society,  Klamath  Falls,  Ore., 
Sept.  22-24,  1932. 
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paper  to  discuss  the  systemic  disorders  which 
are  at  present  recognized  as  being  responsible 
for  sinus  disease  in  this  manner. 

I use  the  expression  “group  of  cases”  only 
for  purposes  of  discussion  and  to  separate  these 
cases  from  the  general  run  of  sinus  disease. 
They  form  a miscellaneous  group  and  arise  from 
a wide  variety  of  systemic  disorders  which  have 
no  common  factor.  The  group,  however,  un- 
doubtedly includes  quite  a respectable  percentage 
of  all  sinus  cases,  and,  although  I have  no  figures 
which  may  be  relied  upon,  observation  in  my  own 
practice  leads  me  to  believe  that  as  many  as 
twenty  or  twenty-five  per  cent  of  the  cases  seen 
by  the  rhinologist  may  be  placed  in  this  class. 
If  local  treatment  alone  is  relied  upon  to  cure 
these  patients,  failure  is  certain,  and  I believe 
it  is  the  employment  of  radical  surgery  in  an  ef- 
fort to  cure  this  type  of  case  that  is  in  large  part 
responsible  for  the  disrepute  in  which  sinus  sur- 
gery is  held  both  by  physicians  and  laity. 

What,  then,  are  some  of  the  systemic  disorders 
which  lead  to  the  development  of  nasal  and  sinus 
disease?  I will  mention,  first,  diets  which  are  de- 
ficient in  vitamins  and  particularly  those  which 
are  lacking  in  vitamin  A.  It  has  been  definitely 
established  that  a lack  of  vitamin  A in  the  diet 
oftentimes  leads  directly  to  the  development  of 
nasal  and  sinus  disease.  About  fifteen  years 
ago,  during  experiments  being  conducted  on  rats 
which  were  fed  a diet  deficient  in  vitamin  it 
was  observed  that  these  animals  developed  puru- 
lent nasal,  sinus  and  mastoid  disease.  Similar 
experiments  have  been  subsequently  repeated 
many  times  and  it  has  been  found  that  this  oc- 
curs almost  without  exception  and  that  there  are 
few  pathologic  changes  in  other  organs. 

Application  of  these  findings  to  the  study  of 
sinus  disease  in  humans  has  been  made  by  Dean, 
Stuck)-,  Shurley  and  others  with  most  gratifying 
results.  It  is  well  known  that  the  effect  of  de- 
ficiency diets  is  more  marked  in  children  than  in 
adults  and  it  is  consequently  in  the  cases  of  sinus 
disease  in  them  that  most  work  has  been  done  in 
this  regard.  Incipient  cases  of  na.sal  and  sinus 
disease  in  children  may  often  be  cured  by  dietary 
treatment  alone.  In  w'ell  established  cases  of 
some  severity  dietary  treatment  alone  is  not  suf- 
ficient, but  this  plus  local  treatment  will  give 
gratifying  results,  where  local  treatment  alone 
will  fail. 

In  the  treatment  of  children  with  sinus  disease 


it  has  been  found  that  supplying  vitamin  A only 
to  the  diet  is  not  always  sufficient,  but  the  addi- 
tion of  vitamin  B is  also  necessary.  Vitamin  B 
apparently  assists  in  the  absorption  and  utiliza- 
tion of  vitamin  A.  Dean^  reports  the  establish- 
ment of  an  infant  ward  in  which  new-born  in- 
fants were  placed  and  kept  for  two  years  on  a 
proper  vitamin-containing  diet.  He  states  that 
during  this  period  none  of  the  infants  developed 
nasal,  sinus  or  ear  infection. 

Observations  have  been  made  by  Stucky 
among  the  mountain  people  of  Kentucky,  where 
the  diet  has  consisted  largely  of  fried  foods, 
coffee  and  pork.  He  found  suppurative  diseases 
of  the  sinuses  and  mastoids  of  children  occurred 
frequently  and  he  was  able  to  eliminate  these 
when  the  children  were  placed  in  a settlement 
school  on  a proper  diet. 

Another  and  more  indirect  way  in  which  de- 
ficiency diet  is  responsible  for  sinus  disease  has 
been  pointed  out  by  Shurley^  who  has  studied 
this  subject  in  relation  to  the  bony  defects  and 
malformations  in  the  head.  He  believes  that  the 
vitamins  A,  C and  D and  the  ratio  of  phosphor- 
us and  calcium  play  a most  important  part  in 
the  development  of  this  portion  of  the  skeletal 
structure.  The  intranasal  and  sinus  deformities 
which  develop  are  in  their  turn  responsible  for 
the  development  of  chronic  infection  in  this  loca- 
tion. 

Another  systemic  disorder  which  I believe  to 
be  the  underlying  etiologic  factor  in  many  cases 
of  sinus  disease  is  that  resulting  from  the  un- 
balanced diet.  A great  deal  has  been  written  up- 
on this  subject  recently,  but  unfortunately  many 
of  the  observations  and  conclusions  serve  only  to 
confuse  the  issue  because  of  an  apparent  lack  of 
understanding  on  the  part  of  the  writers  of  the 
physiologic  action  of  the  different  foods  and  food 
elements.  I refer  particularly  to  the  question  of 
alkaline  and  acid-producing  foods.  This  was  dis- 
cussed in  a recent  paper  by  Ullmann’  who  points 
out  that  there  are  three  ways  of  considering  the 
acid  value  of  a food  : ( 1 ) according  to  the  taste, 
(2)  according  to  the  chemical  reaction  . of  the 
ash,  (3)  according  to  the  biologic  effect.  He  dis- 

1.  Dean,  L.  W. : Relation  of  Deficiency  Diet  to  Dis- 
ease of  Sinuses.  Ann.  Otol.  Rhin.  & Laryng.  38:607- 
611,  Sept.,  1929. 

2.  Shurley,  B.  R,  and  Turner,  R.  G.:  Infection  of 
Accessory  Sinuses  and  Upper  Respiratory  ITract  in 
Vitamin  A Deficiencj'.  J.A.M.A.,  94:  539-543,  Feb.  22, 
1930. 

3.  Ullmann,  E.  V.:  Chronic  Sinus  Diseases.  Their 
Dietetic  Treatment.  Northwest  Med.  31:240-244,  May, 
1932. 
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cusses  the  difficulty  of  evaluating  any  diet  except 
on  this  basis.  He  outlines  a salt-free,  vegetable 
and  fruit  diet  for  the  treatment  of  sinus  disease, 
his  work  corroborating  the  generally  accepted 
idea  that  an  excess  of  acid-producing  foods  in 
the  diet  leads  to  an  unhealthy  condition  of  the 
nasal  mucous  membrane.  This  effect  is  slow  in 
development  and  results  from  an  unbalanced  diet 
continued  over  a long  period  of  time. 

Another  dietary  imbalance  which  causes 
trouble,  particularly  in  children,  is  a lack  of  fat 
in  the  diet.  This  seems  to  have  an  adverse  effect 
upon  the  lymphatic  system,  resulting  in  the  de- 
velopment of  upper  respiratory  infection.  It 
has  also  been  observed  that  a low  fat  intake 
seems  to  be  associated  with  hypertrophy  of  the 
tonsils  and  adenoids. 

Jarvis‘S  has  made  extensive  studies  and  has 
drawn  conclusions  as  to  the  effects  of  diet  in 
different  age  groups.  His  observations  are  that 
in  the  age  group  ten  to  twenty  a low  fat  intake 
leads  to  hypertrophy  of  lymphoid  tissue ; that  in 
the  group  from  twenty  to  thirty  a lack  of  leafy 
vegetables  in  the  diet  leads  to  a catarrhal  dis- 
charge; that  in  the  group  from  thirty  upwards 
a granular  change  in  the  mucous  membrane  oc- 
curs with  an  excess  of  cereals  and  foods  made 
from  flour. 

Another  type  of  systemic  disorder  which  we 
know  to  play  an  imiDortant  part  in  nasal  and 
sinus  disease,  but  concerning  which  we  have  no 
very  accurate  information,  is  that  of  endocrine 
imbalance.  Our  knowledge  of  endocrine  disturb- 
ances is  still  too  vague  to  permit  of  any  definite 
classification  or  rules  of  procedure.  Suffice  it  to 
say  that  investigation  of  the  endocrine  system 
should  not  be  overlooked  in  a study  of  this  type 
of  case  and  that  glandular  therapy  has  at  times 
seemed  to  produce  results. 

An  interesting  work  has  recently  been  done  by 
Lewis®  in  an  effort  to  determine  the  relation  of 
general  body  conditions  to  sinus  disease.  His 
approach  to  the  problem  w'as  by  means  of  a re- 
view of  1500  consecutive  cases  of  sinus  trouble 
in  which  studies  were  made  of  basal  metabolism, 
blood  counts,  body  weight,  blood  pressure  and 
pulse  pressure.  Among  other  items  he  reports 
the  following  which  are  of  interest  in  this  discus- 
sion : ( 1 ) Habitually  low  fluid  intake.  These 

4.  Jarvis,  D.  C.:  Upper  Respiratory  Tract  as  Guide 
to  Nutritional  Disasters.  Ann.  Otol.  Rhin.  & Laryng. 
39:584-592.  June,  1930. 

5.  Lewis,  E.  R. : Etiologic  Factors  in  Sinus  Inflam- 
ations.  Laryngoscope,  40:103-111,  Feb.  1930. 


patients  as  a rule  did  not  take  sufficient  liquids 
because  they  did  not  experience  normal  body 
thirst.  He  differentiates  this  from  secondary 
thirst  due  to  mouth  breathing.  (2)  Low  protein 
and  fat  intake.  This  was  found  to  extend  over 
a period  of  years,  frequently  dating  back  to  child- 
hood. (3)  Low  basal  metabolic  rate.  This  was 
found  in  almost  all  cases  despite  the  fact  that 
normal  and  systolic  and  pulse  pressures  gener- 
ally above  the  average.  (4)  Abnormal  fluid 
movements  in  the  body  tissues  as  indicated  by 
sudden  changes  in  bulk  of  body  areas  and  by 
rapid  changes  in  weight. 

The  next  systemic  disorder  to  be  discussed  as 
a cause  of  nasal  and  sinus  disease  is  allergy. 
Allergy  may  be  defined  as  a state  of  human  hy- 
persensitiveness to  foreign  substances,  usually 
proteins,  which  is  more  or  less  permanent  in 
character.  The  allergic  state  frequently  manifests 
itself  by  more  or  less  marked  changes  in  the 
mucous  membranes  of  the  respiratory  tract  and 
thereby  becomes  responsible  for  nasal  and  sinus 
troubles.  Histopathologic  studies  of  the  mucous 
membranes  of  the  nose,  sinuses  and  bronchi 
prove  that  a variety  of  conditions,  such  as  hay 
fever,  hyperesthetic  rhinitis,  hyperplastic  sinus- 
itis and  asthma  have  a common  etiologic  factor, 
namely,  allergy. 

A wide  variety  of  nasal  conditions  formerly 
considered  to  be  clinical  entities  are  now  known 
to  be  allergy  in  various  stages  of  severity  or 
chronicity.  The  nasal  manifestations  of  allergy 
are  chiefly  sneezing,  nasal  obstruction  and  muc- 
ous discharge,  and  are  seen  in  their  most  typical 
form  in  the  patient  suft’ering  from  hay  fever. 
If  the  patient’s  only  allergic  reactions  are  to  pol- 
lens, his  nasal  mucous  membranes  are  disturbed 
for  only  a short  period  each  year  and  return  to 
normal  in  the  interval  so  that  no  serious 
sequelae  develop. 

In  the  patient,  however,  whose  allergic  state 
is  constant  or  chronic,  permanent  changes  occur 
in  the  mucous  membranes  and  generally  second- 
ary infection  supervenes  so  that  other  and  more 
striking  symptoms  may  mask  the  three  cardinal 
allergic  symptoms  mentioned  above.  Only  by  a 
careful  inquiry  may  one  obtain  the  history  of 
paroxysmal  attacks  of  sneezing,  mucous  dis- 
charge and  nasal  blockage  which  may  have  oc- 
curred years  before  and  which  have  been  for- 
gotten by  the  patient  because  of  the  more  trouble- 
some symptoms  which  have  resulted  from  the 
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development  of  a chronic  sinusitis.  Since  the 
role  of  allergy  in  the  production  of  sinusitis  has 
been  more  generally  recognized  and  the  sinus 
cases  more  carefully  examined  from  this  stand- 
point, we  are  finding  that  a large  number  are  due 
to  allergy.  Baum®  reports  that,  of  700  sinus  cases 
studied  in  his  practice,  27  per  cent  were  found 
to  be  allergic. 

The  various  allergens  responsible  for  nasal 
symptoms  may  be  classified  as:  (1)  inhalants 
(pollens,  animal  emanations,  vegetable  powders, 
dusts,  etc.);  (2)  foods;  (3)  bacteria.  Whether 
or  not  bacteria  really  do  act  to  produce  allergic 
disease  is  a question  not  yet  settled.  Skin  test- 
ing with  bacterial  proteins  has  been  found  to  be 
unreliable  and  misleading  so  that  a decision  in 
this  matter  is  very  difficult.  The  fact  that  a 
supervening  bacterial  infection  in  an  allergic 
state  has  caused  an  increase  in  symptoms  has  led 
many  observers  to  believe  that  the  bacterial  pro- 
tein acted  as  an  allergen. 

The  allergic  nasal  mucous  membrane  appears 
pale  and  pinkish  or  gray.  It  is  swollen  and  boggy 
and  the  surface  moist.  Polypous  formation  is 
common  and  the  pol}  ps  are  more  watery  and  pale 
than  those  which  result  from  infectious  processes. 
The  secretion  from  the  nose  varies  from  watery 
to  thick  mucus  and,  in  the  cases  where  second- 
ary infection  has  taken  place,  will  he  mucopuru- 
lent. The  mucous  membrane  lining  the  sinuses 
undergoes  similar  changes  and  they  will,  there- 
fore, show  increased  density  to  transillumination 
or  roentgen  ray.  After  instillations  of  lipiodol  in- 
to the  sinuses  the  thickened  mucus  membrane  may 
be  demonstrated  with  the  roentgen  ray  and  re- 
peated e.xaminations  liy  this  method  will  often 
show  a wide  variation  in  the  amount  of  thicken- 
ing present  which  may  increase  or  diminish 
markedly  in  the  course  of  a few  hours. 

iMost  of  these  allergic  sinus  cases  do  not  come 
to  the  rhinologist  until  after  the  condition  has 
e.xisted  for  a long  period  and  the  majority  will 
be  found  to  he  complicated  by  secondary  infec- 
tion. The  initial  paroxysmal  allergic  attacks  are 
considered  by  the  patient  to  be  common  colds  and 
do  not  receive  attention.  This  makes  diagnosis 
more  difficult  and  the  typical  allergic  mucous 
membrane  descrilied  above  more  rarelv  seen. 
However,  if  this  condition  is  kept  in  mind,  the 
ajipearance  of  the  mucous  membrane  will  be 

6.  Baum,  H.  L. ; Sig^nificance  of  Allergic  Nasal  and 
Sinus  Disease  in  Relation  to  Asthma.  Ann.  Ot'ol.  Rhin 
& Laryng.  41:143-149.  March,  1932. 


sufficiently  characteristic  to  serve  as  a clue  to  the 
true  condition  and  the  diagnosis  may  be  estab- 
lished by  a careful  history  and  skin  testing.  Ex- 
amination of  the  nasal  secretions  for  eosinophiles 
will  demonstrate  them  to  be  present  in  a con- 
siderable proportion  of  allergic  cases. 

As  stated  at  the  beginning  of  this  paper,  my 
purpose  is  to  establish  the  thought  that  many 
cases  of  nasal  and  sinus  disease  are  in  fact  mani- 
festations of  some  systemic  disorder  and  the 
therapeutic  approach  must  be  from  this  stand- 
point. In  most  of  these  cases  secondary  infec- 
tion will  have  occurred  so  that  surgical  measures 
will  often  be  required  for  relief.  Never  by  sur- 
gical procedures  alone,  however,  will  we  be  able 
to  effect  a cure  in  these  patients.  It  is  only  by 
combining  rhinologic  treatment  with  the  elimina- 
tion of  the  systemic  disorder  which  was  the  pri- 
mary etiologic  factor  that  satisfactory  results  may 
be  obtained. 


IDIOPATHIC  EPILEPSY 

SOME  ETIOLOGIC  FACTORS* 

L.  Dow  IxsKEEP,  M.D. 

MEDFORD,  OREGON 

Osier  defines  epilepsy  as  “an  affection  of  the 
nervous  system  characterized  by  attacks  of  un- 
consciousness with  or  without  convulsions.”  In 
the  light  of  modern  knowledge  this  definition 
may  have  to  be  changed  somewhat,  as  more  and 
more  comes  to  be  known  as  to  the  cause.  In  this 
paper  I will  attempt  to  set  forth  some  interesting 
facts  in  regard  to  cases  which  have  been  hereto- 
fore classed  as  idiopathic  epilepsy. 

Recently  I published  a paper’,  describing  the 
successful  treatment  of  migraine  with  calcium 
gluconate  taken  by  mouth  on  an  empty  stomach. 
The  result  was  checked  by  blood  chemistry  and 
it  was  found  that,  when  the  serum  calcium  level 
( fasting)  reached  11  mg.  per  1(X)  cc.,  migraine 
attacks  ceased  and  remained  quiescent  as  long  as 
that  level  was  maintained.  A thought  then  came 
that,  as  migraine  and  epilepsy  are  presumaiily 
related,  it  would  be  interesting  to  take  a group 
of  epileptics  and  check  over  their  fasting  serum 
calcium. 

Ten  epileptics  were  so  checked-  and  of  these 
eight  were  found  to  have  serum  calciums  vary- 

*Read  before  a Meeting  of  Jackson  County  Medical 
Society,  Medford,  Ore.,  June  21,  1933. 

1.  Inskeep,  D.  D.;  Etiology  and  Treatment  of  Mi- 
graine. Northwest  Med.  32:67-68,  Feb..  1933. 

2.  Kramer,  B.  and  Tisdall,  F.  F. : Simplte  Technique 
for  Determination  of  Calcium  and  Magnesium  in  Small 
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ing  from  7.9  to  9.4  mg.  per  100  cc.  The  other 
two  cases  which  fell  into  a different  classifica- 
tion of  etiologic  factors  had  a fasting  serum  cal- 
cium of  12.2  and  13  mg.  which  are  both  within 
the  normal  range.  The  eight  cases  with  low  cal- 
cium were  all  put  on  from  30  to  60  grains  of  cal- 
cium gluconate  by  mouth  each  day,  and  for  a 
period  of  two  months  or  longer  scrum  calcium 
estimations  were  done  once  a week. 

In  each  case  there  was  some  improvement  in 
symptoms  and  general  feeling  of  well-being,  but, 
while  the  epileptic  seizures  were  diminished  in 
number  and  severity,  they  were  not  eliminated. 
The  cause  of  this  was  that  the  highest  serum  cal- 
cium, obtained  by  oral  administration  on  an 
empty  stomach  of  some  60  grains  a day  of  cal- 
cium gluconate  over  a period  of  more  than  two 
months,  was  only  10  mg.  It  was,  therefore,  de- 
cided that  some  agent  capable  of  increasing  ab- 
sorption of  calcium  was  necessary,  and  the  pa- 
tients were  administered  from  one  to  three  drams 
of  cod-liver  oil  per  day.  Within  a week  to  ten 
days  after  administering  the  cod-liver  oil  the 
fasting  serum  calcium  rose  to  an  average  of  12 
mg.  per  100  cc.,  with  the  resultant  cessation  of 
epileptic  seizures. 

As  an  illustration  of  this,  the  case  of  C.  C.  May  be 
quoted.  The  patient,  a male,  born  November  10,  1911. 
Normal  developmental  history,  essentially  normal 
physical  examination.  His  first  attack,  one  of  petit 
mal,  occurred  in  1925,  near  his  fourteenth  birthday. 
Petit  mal  attacks  increased  in  frequency  until  there 
were  four  or  five  every  day.  These  gradually  became 
more  severe  and  in  January,  1932,  he  began  having  grand 
mal  attacks  every  day. 

December  21,  1932,  serum  calcium  was  8 mg.  At 
this  time  he  was  put  on  one  dram  of  calcium  gluconate 
per  day  by  mouth. 

January  6,  1933,  serum  calcium  was  9.2  mg.  At  this 
time  calcium  gluconate  was  increased  to  two  drams  per 
day. 

February  10,  serum  calcium  was  9.8  mg.  At  this 
time  he  was  placed  on  one  dram  of  cod-liver  oil  per 
day  in  addition  to  two  drams  of  calcium  gluconate. 

February  17,  serum  calcium  was  11  mg.  and  all  at- 
tacks had  ceased. 

March  31,  serum  calcium  was  12  mg  per  100  cc.  No 
attacks  since  February  17. 

April  29,  no  further  attacks  of  epilepsy. 

All  eight  cases  responded  as  favorably  after 
the  fasting  serum  calcium  reached  11  mg.  The 
peculiarity  of  the  low  calcium  epileptics  as  dis- 
tinguished from  the  low  calcium  migraine  cases 
was  that  in  epilepsy  the  serum  calcium  would 
not  reach  a normal  level  of  11  mg.  without  the 
addition  of  cod-liver  oil  to  the  diet,  and  it  could 
not  be  maintained  without  the  continuous  intake 


of  both  cod-liver  oil  and  calcium  gluconate, 
whereas  in  migraine  simple  oral  administration 
of  calcium  gluconate  was  sufficient  to  rapidly 
bring  the  serum  calcium  to  normal,  and  it  was 
maintained  at  a normal  level  for  from  two  to 
twelve  months  after  the  calcium  administration 
by  mouth  was  discontinued.  It  appears  that  the 
low  calcium  epileptic  is  unable  to  absorb  the 
needed  calcium,  or  it  may  be  that  it  is  excreted 
as  rapidly  as  absorbed,  in  this  differing  from 
the  migraine  patient  who  is  able  to  retain  the  ab- 
sorbed amount  of  calcium  for  long  periods  of 
time.  The  action  of  the  calcium  in  epileptics  is 
apparently  that  of  lessening  cell  permeability,  and 
thereby  preventing  transudation  phenomena  in 
the  motor  area  of  the  cortex  of  the  brain,  which 
seems  to  be  the  underlying  pathology  of  one  type 
of  epileptic  seizure. 

As  to  the  other  two  cases,  considerable  puzzle- 
ment over  their  normal  blood  calciums  led  to  the 
doing  of  more  complete  blood  work,  with  the 
result  that  fasting  blood  sugars  were  determined 
with  the  startling  figures  in  one  case  of  55  and 
in  the  other  61  mg.,  indicating  a severe  hypogly- 
cemia. Both  of  these  cases  when  placed  on  the 
high  carbohydrate  diet  did  very  well,  ceasing 
to  have  their  convulsions  as  long  as  this  type  of 
diet  was  followed.  Possibly  in  the  future  both 
will  require  resection  of  a portion  of  the  pan- 
creas, or  there  may  be  an  adenoma  of  the  pan- 
creas which  will  require  removal. 

There  are  probably  other  etiologic  factors 
which  have  not  as  yet  been  discovered,  but  in 
conclusion  we  may  consider  that  idiopathic  epil- 
eptics may  be  divided  into  two  types  which  are 
indistinguishable  clinically,  but  which  may  be  dif- 
ferentiated b y ordinary  routine  laboratory 
methods,  type  1 due  to  hypocalcemia  and  type  2 
due  to  hypoglycemia. 

Nicotine  Poisoning  by  Absorption  Through  the 
Skin.  James  M.  Faulkner,  Boston  {Journal  A.M.A., 
May  27,  1933),  reports  a case  of  nicotine  poisining 
which  resulted  from  accidental  absorption  through  the 
skin  of  a widely  used  insecticide  containing  40  per  cent 
of  free  nicotine.  The  classic  features  were  sweating, 
nausea,  vomiting,  dyspnea,  coma,  convulsive  seizures, 
pin-point  pupils,  a pulse  rate  that  was  at  first  slowed 
and  later  accelerated,  subnormal  temperature,  absence 
of  tendon  reflexes,  polymorphonuclear  leukocytosis,  in- 
creased blood  sugar  with  glycosuria  and  electrocardio- 
graphic signs  suggesting  a toxic  effect  on  the  myocar- 
dium. Nicotine  may  he  demonstrated  in  the  urine.  In 
experiments  with  cats  it  was  found  that  small  amounts 
of  this  substance  applied  to  the  intact  skin  were  really 
absorbed  with  fatal  results. 
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ATTRACTIONS  OF  VANCOUVER 

The  forthcoming  meeting  of  Pacific  Northwest 
j\Iedical  Association  in  Vancouver,  British  Co- 
lumbia, should  be  full  of  interest  and  profit  to 
medical  men.  Programs  have  been  sent  widely 
throughout  all  the  Northwestern  states,  but  it 
might  be  of  interest  to  give  some  details  concern- 
ing the  meeting.  First,  as  regards  the  time,  note 
that  July  4-7  is  the  very  height  of  summer 
weather,  before  the  extreme  heat  has  come  to 
make  life  a burden  in  a crowded  room,  yet  the 
days  at  this  time  of  the  month  are  sunny  and 
practically  certain  to  be  each  one  delightful.  It 
is  the  time  of  year  when  most  men  think  of  holi- 
days and  the  seasliore  with  its  beaches  and  cool 
breezes.  Vancouver  offers  these  in  their  perfec- 
tion. 

Next  the  place.  Can- 
ada is  the  host  this 
year  to  the  Association 
and  no  fairer  spot 
could  have  been  chosen 
than  Vancouver,  which 
resident  in  the  North- 
is  well  known  to  many 
of  the  medical  men 
western  states.  It  can 
be  reached  easily  by 
auto,  boat  or  rail.  The 
roads  are  good,  the 
scenery  delightful  and 
all  these  means  of  trav- 
el insure  comfort  and 
safety  to  the  traveller. 

Vancouver  is  at  its 
best  in  July  with  its 
surroundings  of  sea 
and  mountains.  Trips 
by  boat  among  the  gulf 
islands,  farther  north 


about  Vancouver.  Stanley  Park,  for  instance,  is 
one  of  the  great  parks  of  the  world.  It  is  a huge 
natural  forest  reserve,  with  some  areas  left  wild, 
while  others  have  been  opened  up  to  gardens, 
playing-fields,  animal  houses  and  so  on.  It  is  a 
playground  for  the  whole  population  of  either 
sex  and  of  any  age.  At  its  door  is  English  Bay, 
with  its  fine  beach  and  bath  houses.  As  one  goes 
through  the  park,  one  passes  bowling-greens, 
miniature  golf  courses,  tennis  courts,  cricket 
pitches,  children’s  playgrounds,  a zoo,  and,  en- 
circling it  all,  a driveway  of  some  six  or  seven 
miles,  peirfectly  kept  and  bordered  with  beautiful 
trees.  In  Stanley  Park  will  be  found  the  Hard- 
ing Memorial  which  typifies  so  beautifully  the 
amity  between  the  American  and  Canadian 
peoples. 


Hotel  Vancouver,  Convention  Headquarters 


to  logging  camps,  fisheries,  etc.,  while  bathing, 
sailing  and  mountain  climbing  may  all  be  had  by 
those  who  wish  for  them.  It  is  a good  country  in 
which  to  spend  a holiday  and  to  which  to  bring 
one’s  family  along.  For  those  who  play  golf,  as 
all  right-minded  medical  men  should  do,  there 
are  nine  excellently  equipped  golf  courses,  offer- 
ing a large  variety  of  landscape  and  hazzard.  The 
Canadian  Amateur  Golf  Championship  will  be 
played  at  Shaughnessy  Heights  Golf  Club  in  Jul}’ 
and  this  will  bring  to  Vancouver  the  cream  of  the 
golfing  world. 

There  are  many  other  points  of  interest  in  and 
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Vancouver  General  Hospital 


St.  Paul’s  Hospital 


Then  we  may  journey  out  to  the  University  of 
British  Columbia.  This  is  set  out  in  Point  Grey, 
and  overlooks  the  Golf  of  Georgia.  It  is  still  a 
young  University  but  its  environment  is  superb 
and  it  is  rapidly  becoming  one  of  the  leading  uni- 
versities of  the  Western  world.  Or  we  may  take 
a bus,  and  go  a mile  into  the  air  to  Grouse  Moun- 
tain Chalet,  where  all  through  the  winter  skiing, 
snowshoeing  and  hiking  abound.  It  is  a trip  well 
worthwhile. 

Of  particular  interest  to  medical  men,  let  us 
visit  the  hospitals,  where  a warm  welcome  awaits 


the  visitor.  There  is,  first,  the  Vancouver  Gen- 
eral Hospital,  where  clinics  will  be  held.  This  is 
a large  hospital  of  some  thousand  beds  or  more, 
rated  Class  A by  the  American  College  of  Sur- 
geons. It  has  separate  pavilions  for  maternity 
work  and  private  cases,  and  a separate  Infants’ 
Hospital  in  the  heart  of  the  city.  Here  we  shall 
find  complete  equipment  to  take  care  of  all  man’s 
physical  ills.  Consider  also  St.  Paul’s  Hospital, 
a four  hundred  bed  institution,  located  three 
blocks  from  the  convention  headquarters.  This 
is  also  a Class  A hospital  and,  except  for  size,  is 
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in  no  way  inferior  to  its  larger  cousin.  St.  Paul’s 
has  two  departments  that  are  especially  worth 
visiting,  its  operating  suite  and  its  roentgen  de- 
partment. In  the  former,  special  rooms  are  as- 
signed to  each  of  the  specialties.  Roentgenogra- 
phic  facilities  are,  however,  for  pyelograms  and 
similar  work ; there  are  special  rooms  for  bone 
surgery,  etc.  The  roentgen  ray  department  is  one 
of  the  finest  on  the  continent,  with  special  radium 
and  deep  roentgen  therapy  rooms.  Tons  of  lead 
sheeting  protect  operators  and  patients  from  in- 
jurious radiation. 

Hotel  accommodation  is  ample  and  comfort- 
able. The  Hotel  Vancouver  will  be  headquarters 
for  the  convention  and  has  generously  thrown 
open  all  its  equipment  of  assembly  rooms,  large 
and  small,  to  our  guests,  so  that  we  shall  have 
ample  room  for  meetings,  etc.  Everyone  who  has 
travelled  to  Canada  knows  how  admirably  C.  P. 
R.  hotels  cater  to  the  traveller’s  comfort  and  the 
rates  are  reasonable.  There  are,  too,  other  hotels 
close  by,  which  cannot  be  surpassed  for  conven- 
ience and  comfort. 


English  Bay  Beach 


As  regards  the  program,  for  after  all  this  is 
the  chief  reason  for  urging  medical  men  to  visit 
us  at  this  particular  time,  it  is  undoubtedly  one 
of  the  best  programs  that  has  ever  been  offered 
to  the  members  of  this  Association.  The  speak- 
ers are  all  men  of  eminence  in  Canadian  Univer- 
sities, while  from  Great  Britain  we  have  Dr.  S.  A. 
Kinnier  Wilson  who  is  an  authority  of  interna- 
tional repute  on  diseases  of  the  nervous  system 
and  is  in  addition  a delightful  speaker  and  an  ex- 
cellent teacher.  He  was  here  some  years  ago  and 
all  who  heard  him  then  are  agreed  that  his  lec- 
tures alone  would  be  worth  the  price  of  admis- 
sion.. A perusal  of  the  program,  which  appears 
on  page  5,  shows  its  excellence.  The  sulqect 
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chosen  make  a special  appeal  from  the  practical 
point  of  view  and  cover  a very  wide  field.  Every 
branch  of  practice  will  find  something  to  interest 
it.  The  program  is  so  arranged  as  to  leave  after- 
noons free  except  for  clinics,  and  ample  time  will 
be  given  for  rest  and  enjoyment  of  the  entertain- 
ments provided. 

Full  information  regarding  fees,  registration 
and  other  matters  may  be  obtained  by  correspond- 
ing with  Dr.  C.  W.  Countryman,  Executive  Sec- 
retary, Paulson  Medical  Dental  Building,  Spo- 
kane, Washington,  and  Dr.  L.  H.  Appleby,  Local 
Hon.  Secretary,  925  Georgia  Street  West,  Van- 
couver. We  need  only  mention  here  that  if  fees 
are  paid  in  advance  there  will  be  a reduction  of 
20  per  cent.  To  those  who  cannot  take  in  the 
whole  of  the  meeting,  each  day  may  be  had  as  a 
separate  entity  on  the  payment  of  $5.00  per  day. 
We  would  urge  our  readers  to  notify  the  secretar- 
ies of  their  intention  to  attend  in  order  that  they 
may  be  able  to  make  good  arrangements  with  re- 
gard to  hotels,  etc.  We  all  have  to  have  a holiday, 
let  us  make  the  meeting  of  the  Pacific  Northwest 
IMedical  Association  in  Vancouver  the  center  of 
that  holiday  for  1933. 
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EDITORIAL 


THE  LEPROSY  PROBLEM 

Although  leprosy  is  a comparatively  rare  af- 
fliction in  the  United  States  and  has  been  greatly 
reduced  in  most  European  areas,  in  the  Orient, 
Africa  and  South  America  it  is  an  endemic  dis- 
ease, amounting  in  many  localities  to  a major 
problem.  A recent  issue  of  The  Chinese  Medi- 
cal Journal*  is  devoted  to  the  consideration  of  lep- 
rosy, reporting  a National  Conference  held  in 
Shanghai,  where  papers  were  presented  by  work- 
ers on  this  problem  from  various  parts  of  China, 
the  Philippines  and  London.  There  are  said  to 
be  from  five  to  nine  million  lepers  in  the  world’s 
population,  probably  one  third  of  them  e.xisting 
in  China.  Estimates  of  the  number  of  cases  in 
the  Philippines  vary  from  fourteen  to  seventy 
thousand. 

This  is  one  of  the  most  mysterious  diseases  in 
existence.  From  the  earliest  historical  records  it 
has  continuously  been  considered  one  of  the 
greatest  menaces  to  civilization.  Its  excorporeal 
habitat  can  only  be  surmised,  its  mode  and  port  of 
entry  can  only  be  guessed  at  and  its  process  of 
operation  is  conjectural.  Although  various  micro- 
organisms have  been  discovered  by  various  inves- 
tigators and  different  ones  have  been  ascribed  as 
its  cause,  there  is  no  agreement  among  authorities 
in  research  as  to  its  real  etiologic  factors.  Its 
means  of  communication  are  equally  mysterious, 
since  its  site  of  entrance  into  the  body  has  not 
been  satisfactorily  determined.  Its  varied  clini- 
cal aspects  in  different  sections  of  the  world  help 
further  to  cloud  the  picture.  In  some  localities 
there  is  a preponderance  of  the  dermal  lesions,  in 
others  the  neural  types  prevail,  while  again  there 
may  be  insignificant  external  features  while  the 
disease  is  yet  progressing.  Thus  typical  clinical 
features  for  the  disease  in  all  sections  of  the 
world  cannot  be  established.  Certain  early  symp- 
toms are  emphasized  by  some  investigators  who 
claim  that  suppression  of  the  disease  can  only  be 
expected  when  these  indications  are  recognized, 
it  being  agreed  that  very  advanced  cases  are  hope- 
less. 

*The  Chinese  Medical  Journal,  Shanghai,  March, 


Another  discouraging  feature  is  the  uncer- 
tainty of  permanent  arrest  of  the  disease.  Thus, 
the  writer  from  Manila  reports  that  nearly  fifty 
per  cent  of  the  patients  discharged  as  previously 
cured  returned  bacteriologically  postive,  active 
cases.  The  problem  of  arrest  or  cure  is  difficult 
of  determination  because  a comparatively  few  of 
the  discharged  cases  can  be  followed  up  and  kept 
under  observation,  In  China  and  other  Asiatic 
countries  leprosy  is  a rural  disease.  Patients  are 
concealed  by  friends  through  fear  of  isolation. 
All  writers  are  pessimistic  concerning  its  elimina- 
tion. They  have  no  enthusiasm  for  its  marked 
reduction  within  the  present  generation  and  any 
world-wide  effect  will  be  deferred  to  a long  time 
in  the  future. 

Probably  the  most  vital  question  is  that  of 
treatment.  Compulsory  segregation  has  prevailed 
throughout  the  world.  In  the  United  States  and 
some  European  countries  this  is  believed  to  have 
been  effective.  It  is  said  that  in  Scandinavia  the 
disease  has  practically  been  eliminated.  In  the 
Orient,  however,  this  procedure  has  been  admit- 
edly  a failure.  In  contrast  to  this  plan,  segrega- 
tion settlements  have  been  established  in  the 
Philippines  and  some  sections  of  China,  in  which 
the  lepers  live  in  families,  marry,  cultivate  the 
land  and  are  self-supporting.  In  these  leper  vill- 
ages lepers  enjoy  ordinary  home  life.  Naturally 
a serious  objection  is  raised  concerning  procrea- 
tion and  the  risk  of  infecting  children.  It  is 
claimed,  however,  these  are  less  serious  than  sup- 
posed. A great  majority  of  lepers  are  males  and, 
since  the  testes  are  commonly  affected,  the 
chances  of  fertility  are  greatly  reduced.  Children 
separated  from  infectious  parents  at  an  early  age 
are  not  likely  to  contract  the  disease.  Conse- 
quently the  marriage  risk  is  not  so  great  as  has 
been  commonly  supposed. 

Interest  in  leprosy  from  a medical  viewpoint 
was  greatly  stimulated  a decade  and  a half  ago  by 
the  introduction  of  the  ethyl  esters  of  chaulmoo- 
gra  oil,  whose  curative  effects  have  reduced  to 
some  extent  the  pessimistic  attitude  of  the  medi- 
cal profession.  Reports  of  cure  from  this  treat- 
ment have  been  most  encouraging  from  some  sec- 
tions. On  the  other  hand,  from  some  parts  of 
China  discouraging  reports  are  received  as  to  the 
efficiency  of  this  treatment.  It  is  believed  there 
are  certain  constitutional  states  affecting  the 
character  of  the  disease  and  the  curability  of  the 
patients  which  have  not  yet  been  ascertained  that 
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have  some  bearing  on  this  and  every  other  form 
of  treatment.  In  order  to  deal  with  this  world 
problem  more  effectively,  an  International  Leper 
Association  has  been  established,  under  whose 
auspices  it  is  hoped  that  combined  efforts  of  re- 
search workers  and  bacteriologists  throughout  the 
world  may  unite  in  reaching  certain  conclusions 
regarding  modes  of  infection,  prevention  and 
treatment.  It  is  believed  that  such  action  against 
this  greatly  dreaded  world  malady  may  lead  ef- 
fectively in  time  to  its  control  and  possible  eli- 
mination. 


PACIFIC  NORTHWEST  MEETING  AT 
VANCOUVER 

Pacific  Northwest  Medical  Association  will 
hold  its  annual  meeting  at  Vancouver,  B.  C.,  July 
4-7.  All  who  have  previously  been  privileged 
to  attend  such  a meeting  in  this  city  will  feel  im- 
pelled to  repeat  that  pleasure  from  recollections 
of  the  enjoyable  features  of  such  an  occasion. 
Since  the  program  of  this  meeting  will  include 
only  representatives  from  among  our  Canadian 
and  English  cousins,  an  attractive  feature  of 
novelty  should  be  a powerful  drawing  card  for 
the  profession  south  of  the  line.  The  eight  men 
listed  on  the  program  are  known  throughout  the 
medical  world  for  their  accomplishments.  Bazin 
and  Gordon  of  McGill ; Best,  Fitzgerald  and 
Wishart  of  Toronto;  Boyd  and  Mathers  of  Man- 
itoba and  Wilson  of  London  are  names  familiar 
to  the  medical  profession,  each  distinguished  for 
some  noteworthy  accomplishment. 

The  program  which  appears  on  page  5 pre- 
sents titles  of  the  papers  of  each  of  these 
teachers,  the  perusal  of  which  will  assure  to  any 
one  a forecast  of  the  valuable  information  to  be 
imparted  which  will  compel  his  attendance  at 
this  meeting.  Vancouver  and  its  environs  pre- 
sent attractions  of  a character  that  are  inspiring 
to  those  acquainted  with  them  and  will  present 
a fascination  well  worth  careful  inspection  to 
those  unfamiliar  with  this  section.  The  profes- 
sion of  Vancouver  extends  an  earnest  invitation 
to  physicians  of  the  Pacific  Northwest  to  attend 
this  meeting,  where  they  will  be  assured  a cordial 
reception. 


UNIVERSITY  EXTENSION  LECTURES 
The  University  of  Washington  Extension  De- 
partment will  present  its  medical  lectures,  July 
17-21,  at  Guggenheim  Hall,  Seattle.  Since  there 


is  no  medical  department  connected  with  this  in- 
stitution, these  lectures  represent  the  effort  of 
the  university  to  contact  the  medical  profession  of 
Washington  and  the  Northwest  each  year  in  an 
endeavor  to  bring  to  them  the  latest  developments 
in  the  progress  of  different  branches  of  medical 
science.  During  this  designated  week  lectures 
will  be  delivered  each  day  by  Dr.  L.  A.  Buie  of 
the  Mayo  Clinic  on  Proctology;  Dr.  C.  F.  Fluh- 
man  of  Stanford  University  Medical  School  on 
Obstetrics  and  Gynecology ; Dr.  T.  B.  Futcher  of 
John  Hopkins  University  Medical  School  on  Med- 
icine and  Therapeutics  and  Dr.  A.  C.  Strachauer 
of  University  of  Minnesota  Medical  School  on 
Surgery.  The  details  of  the  program  of  these  lec- 
tures are  presented  in  the  announcement  on  page 
7 of  our  advertising  section.  The  lectures  will 
be  delivered  at  such  morning  and  afternoon  hours 
as  to  interfere  least  with  the  practice  of  those  in 
attendance.  Each  evening  a lecture  will  be  de- 
livered on  nonmedical  topics  by  leading  members 
of  the  University  of  Washington  faculty.  This 
occasion  has  alway^  been  profitable  for  social 
contacts,  bringing  together  for  a period  of  the 
week  medical  friends  from  widely  separated  lo- 
calities. The  management  trusts  that  a good 
attendance  will  be  present  for  this  course  of  lec- 
tures. 


REMEMBER  THE  WASHINGTON 
STATE  MEETING 

A number  of  interesting  medical  meetings  will 
be  held  this  summer  in  the  Pacific  northwest,  but 
remember  that  of  Washington  State  Medical  As- 
sociation, which  will  be  held  at  the  Olympic 
Hotel,  Seattle,  August  28  to  30.  Outside  of  the 
day  of  play  which  will  be  devoted  to  golf  and  the 
annual  golf  tournament  at  the  Broadmoor  Golf 
Club,  there  will  be  an  intensely  interesting  econ- 
omic and  scientific  program.  Outstanding  work 
has  been  done  by  the  many  committees,  some  of 
which  will  be  shown  graphically  at  the  technical 
exhibit.  There  will  be  five  outstanding  economic 
papers  on  such  subjects  as  medical  legislative  ac- 
tions and  policies,  organization  and  coordination 
medical  service  bureaus,  group  hospital  insurance, 
care  of  the  indigent  sick  by  the  county  medical 
society,  health  insurance  applied  to  the  State  of 
Washington. 

Among  the  guest  speakers  will  be  Dr.  E.  L. 
Eliason,  assistant  clinical  professor  of  surgery 
at  the  University  of  Pennsylvania,  whose  Indus- 
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trial  surgery  is  well  known ; Dr.  Herman  L. 
Kretschmer,  the  present  president  of  the  Chicago 
Medical  Society  and  clinical  professor  of  urology 
at  Rush,  who  is  a brilliant  speaker  and  delightful 
toastmaster;  Dr.  Ralph  C.  Brown,  clinical  pro- 
fessor of  medicine  also  at  Rush,  and  one  of  the 
brilliant,  younger  teachers ; and,  lastly.  Dr.  Ralph 
A.  Fenton,  University  of  Oregon,  who  is  one  of 
the  authorities  on  sinus  diseases.  A wide  diver- 
sity of  scientific  papers  has  been  submitted,  so 
that  there  will  be  something  of  interest  for  every- 
one who  attends.  The  ladies’  auxiliary  is  prepar- 
ing an  elaborate  program  to  take  care  of  the  visit- 
ing doctors’  families. 

Some  wet  and  dry  clinics  are  also  in  the  process 
of  development.  All  papers,  except  those  of  the 
guest  speakers,  will  be  limited  strictly  to  fifteen 
minutes,  and  every  effort  will  be  made  to  run 
these  papers  off  on  schedule,  so  as  not  to  tire  the 
audience.  Talk  this  meeting  as  much  as  possible 
among  your  friends  and  make  every  effort  to 
have  this  Seattle  meeting  the  model  at  which 
future  meetings  will  aim.  Every  member  of  the 
Association  should  make  a tremendous  effort  to 
take  in  all  or  part  of  this  meeting.  Further 
notices  will  appear  later. 

The  scientific  exhibit  will  be  an  intimate  and 
instructive  feature  of  the  program.  Ample  pro- 
vision has  been  made  for  exhibits  and  demonstra- 
tions in  the  clinical,  laboratory,  pathologic,  roent- 
genologic and  medical  art  aspects  of  medicine  and 
surgery.  Special  provision  will  be  made  for  those 
requiring  booths.  Hospital  exhibits  will  be  pro- 
vided for.  Those  desiring  to  participate  kindly 
communicate  as  soon  as  possible  with  James  Ed- 
gar, Deaconess  Hospital,  Spokane;  Treacy  Duer- 
feldt.  Medical  Arts  Building,  Tacoma;  Conrad 
Jacobson,  Cobb  Building,  Seattle. 


MEDICAL  NOTES 

OREGON 

Veterans  Hospital  Not  Opened.  The  million  dollar 
soldiers  home  at  Roscburg  has  not  yet  been  opened  and 
the  time  for  making  use  of  it  seems  to  have  been  in- 
definitely postponed.  It  has  a capacity  of  six  hundred 
beds,  while  the  old  soldiers  home,  operated  by  the 
state,  has  a capacity  of  two  hundred  and  twenty  beds. 
The  new  admisintration  order  from  Washington  to 
cease  treating  veterans  with  nonservice  disabilities  has 
produced  such  a decreased  demand  for  veteran  hospi- 
tal beds  that  this  institution  is  at  a standstill. 

New  Hospital  Proposed.  It  is  planned  to  build  a 
$25,000  hospital  at  Hillsboro,  to  be  constructed  on  city 
property  with  capacity  for  twenty  patients.  It  will  be 


a nonprofit  enterprise  to  be  financed  by  selfliquidating 
Multnomah  scrip. 

Examination  of  F orest  Recruits.  Six  Klamath 
County  doctors  who  hold  commissions  in  the  medical 
reserve  corps  have  been  appointed  by  Major  Paul  Hath- 
way,  district  recruiting  officer,  for  the  examination  of 
applicants  for  the  Civilian  Conservation  corps.  These 
will  be  enlisted  for  forest  service  under  the  war  de- 
partment. 

Cancer  Organization.  The  Oregon  branch  of  the 
American  Society  for  the  Control  of  Cancer  was  or- 
ganized last  month  in  Portland.  J.  E.  Else  was  elected 
chairman  of  the  board  of  managers  with  C.  T.  Sears 
secretary-treasurer.  A large  number  of  physicians 
from  Portland  and  other  cities  are  directors  of  the 
Oregon  branch. 

Jackson  County  Medical  Society  held  a meeting  in 
Jacksonville  at  the  home  of  Dr.  and  Mrs.  Harold 
Gillis.  Eight  physicians  from  Ashland  were  present. 
After  dinner  case  reports  were  presented  an  a paper 
was  read  by  J.  C.  Hayes  of  Medford  which  was  gener- 
ally discussed. 

F.  C.  Brosius  has  located  for  practice  at  Richland. 
Formerly  he  practiced  in  Elgin  and  Hood  River, 


WASHINGTON 

State  Industrial  Change  of  Policy.  It  is  well 
known  to  the  profession  of  Washington  that  under  the 
recent  administration  the  surgical  work  of  the  Depart- 
ment of  Labor  and  Industries  for  some  time  was  con- 
fined to  a limited  number  of  physicians  in  different 
cities.  This  produced  widespread  protest  from  the 
profession  at  large,  since  it  was  believed  that  this  prac- 
tice should  be  distributed  equitably  among  capable  prac- 
tioners  instead  of  being  concentrated  under  a favored 
few.  The  new  administration  announces  that  an  effort 
will  be  made  to  make  a satisfactory  division  of  this 
practice  among  qualified  surgeons  in  all  parts  of  the 
state.  The  officers  of  the  Department  especially  ask 
assistance  and  cooperation  from  the  medical  profession 
in  order  that  injured  workmen  may  receive  accurate, 
scientific  treatment,  and  the  rights  of  the  state  may  be 
preserved  so  that  its  resources  will  not  be  dissipated  on 
unworthy  and  deceptive  cases.  The  Department  recog- 
nizes the  anticipated  efficiency  of  the  medical  bureaus 
recently  established  in  several  counties  under  the  aus- 
pices of  the  county  medical  socities.  Since  these  bureaus 
will  seek  contracts,  the  Department  of  Labor  and  In- 
dustries will  doubtless  deal  to  a large  extent  through 
them.  It  is  expected  that  members  working  under  their 
supervision  and  direction  will  render  adequate  and  just 
service  which  should  function  to  the  advantage  of 
patients,  the  state  and  attending  surgeons. 

North  Pacific  Society  of  Internal  Medicine  held 
a meeting  at  Spokane  last  month.  About  thirty  of  the 
fifty  members  were  in  attendance,  representing  the 
leading  cities  of  Oregon  and  Washington.  Papers  were 
read  by  J.  E.  Hunter  of  Seattle,  Blair  Holcomb  of 
Portland,  George  Anderson  of  Spokane,  A.  H.  Ross  of 
Eugene,  C.  E.  Watts  of  Seattle,  F.  R.  Mount  of  Ore- 
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gon  City,  J.  H.  Fitzgibbon  and  H.  P.  Rush  of  Port- 
land. dealing  with  many  imj'/ilant  nedical  diseases. 
The  latest  advances  in  therapeutics  which  pertain  to  the 
matters  under  discussion  were  presented  in  an  interest- 
ing way  and  were  freely  discussed. 

State  Medical  Advisor  Appointed.  H.  Eugene 
Allen  of  Seattle  has  been  appointed  Chief  Medical  Ad- 
visor to  the  Department  of  Labor  and  Industries.  Be- 
side being  a lifelong  democrat,  he  has  had  years  of 
executive  and  practical  experience  in  railway  surgery. 
Tlie  occupant  of  this  position  must  be  a man,  not  only 
of  wide  surgical  experience  but  one  of  keen  judgment 
to  decide  the  many  pressing  questions  arising  in  this 
department.  Dr.  Allen  seems  well  suited  to  meet  the 
requirements  of  this  office. 

Hospital  Under  New  Management.  St.  Luke’s 
Hospital  of  Bellingham,  which  has  been  controlled  by 
St.  Paul’s  Episcopal  church  since  its  establishment  in 
1892,  has  been  reorganized  and  will  hereafter  be  known 
as  St.  Luke’s  General  Hospital.  The  incorporators 
and  officers  are  business  men  of  that  city.  The  insti- 
tution will  serve  in  the  capacity  of  a city-county  hospi- 
tal, neither  of  which  has  hitherto  existed.  Its  medical 
staff  will  comprise  well  known  physicians  of  that  city. 

Hospital  Association  Organized.  An  Eastern 
Washington  Department  of  Washington  Hospital  As- 
sociation has  been  organized  in  Spokane.  About 
twenty-five  hospital  superintendents  and  executives 
were  in  attendance,  representing  hospitals  of  Spokane, 
Yakima,  Wenatchee  and  Leavenworth.  A constitution 
and  bylaws  were  adopted  and  A.  H.  Peacock  of  Seattle 
spoke  on  insurance  for  hospitals  and  patients. 

New  Prison  Physioan.  Elmer  Hill  of  Walla  Walla 
has  been  appointed  physician  to  the  state  penitentiary, 
which  position  has  been  held  for  the  past  thireen  years 
by  J.  S.  Ingram. 

New  Secretary  of  Department  of  health.  Gov. 
Martin  has  appointed  E.  R.  Coffey  of  United  States 
Public  Health  service  as  secretary  of  the  state  depart- 
ment of  health.  Dr.  Coffey  entered  the  U.  S.  P.  H. 
service  from  Missouri  in  1924.  He  has  been  connected 
with  several  state  health  departments  and  is  thoroughly 
familiar  with  this  work.  He  was  appointed  on  a re- 
commendation of  Surgeon  General  H.  S.  Gumming. 

Superintendent  at  Steilacoom.  W.  N.  Keller  of 
Tacoma  has  been  appointed  superintendent  of  Western 
Washington  State  Hospital  at  Steilacoom,  succeeding 
C.  E.  Taylor  resigned.  Dr.  Keller  was  superintendent 
of  the  hospital  from  1914  to  1922. 

Medical  B ureau  Organized.  The  King  County 
Medical  Service  Bureau  was  perfected  early  last 
month,  whose  purpose  is  to  contract  for  the  treatment 
of  low  salaried  wage  earners.  The  participants  must 
be  in  good  standing  of  the  county  medical  society,  al- 
though the  organization  is  not  directed  by  it.  C.  S. 
Leede  was  elected  president  of  the  Bureau,  E.  B. 
Brookbank,  vice-president  and  J.  K.  Martin,  secretary. 

International  Golf  Contest.  Early  last  month  a 
group  of  Seattle  physicians,  in  combination  with  rep- 
resentatives from  Victoria,  held  a golf  match  at  Van- 
couver with  doctors  from  that  city.  Nineteen  Seattle 


players  were  lead  by  D.  H.  Houston.  The  combination 
defeated  the  \^ancouver  defendants  by  a score  of  43 
to  32. 

Elected  President  of  St.vff.  B.  T.  King  of  Seattle 
has  been  elected  president  of  Providence  Hospital 
staff,  with  A.  J.  Ghiglione  vice-president  and  A.  J. 
Bowles  secretary. 

Lincoln  County  Medical  Socety  held  a meeting  at 
Harrington  April  30.  The  following  officers  were 
elected  for  the  ensuing  year : president,  J.  E.  Anderson 
of  Almira;  vice-president,  L.  Bonney  of  Odessa;  secre- 
tary-treasurer, C.  S.  Baumgarner  of  Davenport.  L.  F. 
Wagner  of  Harrington  was  elected  delegate  to  the 
meeting  of  the  State  Medical  Association. 

Cowlitz  County  Medical  Society  held  a meeting  at 
Longview,  May  9.  J.  M.  Bowers  of  Seattle  read  a 
paper  on  “Clinical  Study  of  Gastric  Ulcers  in  Various 
Locations.” 

S.AMSON  Goodglick  has  located  for  practice  in  Se- 
attle. After  graduating  at  the  University  of  Washing- 
ton he  studied  medicine  at  Chicago  and  University  of 
Georgia,  later  serving  his  internship  in  a New  York 
hospital. 

J.  M.  Odell,  who  has  practiced  for  some  time  in 
Portland,  has  located  in  Bend  where  he  will  be  associ- 
ated in  practice  with  R.  W.  Hemingway. 

H.  J.  Holtz  has  located  for  practice  in  West  Seattle, 
after  having  practiced  in  Fairfield  for  the  past  two 
years. 


OBITUARIES 

Dr.  John  Howard  Harter  of  Seattle,  Wash.,  died. 
May  13,  after  several  months  illness,  aged  45  years.  He 
was  born  in  Dante,  Tenn.,  in  1888.  After  graduating 
from  Wittenberg  College  in  Springfield,  Ohio,  in  1913, 
he  entered  the  School  of  Medicine  at  Western  Reserve 
University,  Cleveland,  from  which  he  graduatd  in  1916. 
In  1918  he  located  for  practice  in  Seattle,  following  the 
specialty  of  eye,  ear,  nose  and  throat  practice.  Later 
he  made  a specialty  of  plastic  surgery  in  which  he  at- 
tained notable  success.  He  was  prominent  in  local  and 
state  medical  organizations,  especially  those  of  ophthal- 
mology and  allied  sciences. 

Dr.  James  Francis  Cropp  of  Walla  Walla,  Wash., 
died,  May  9,  aged  79  years.  He  was  born  in  Fredricks- 
burg,  Va.,  in  1854.  At  eighteen  years  of  age  he  went 
west  with  his  parents,  reaching  American  Falls,  Idaho, 
in  1872.  Later  they  proceeded  to  Portland  and  Albany, 
Ore.,  and  still  later  settled  at  Walla  Walla.  For  several 
years  he  engaged  in  farming  and  teaching  school.  In 
1876  he  went  to  San  Francisco  for  the  purpose  of  study- 
ing medicine,  entering  the  University  of  California. 
Later  he  studied  at  Jefferson  Medical  College,  Phila- 
delphia, from  which  he  graduated  in  1878,  when  he  re- 
turned to  Walla  Walla  for  the  practice  of  medicine. 
For  six  years  he  was  surgeon  at  the  state  penitentiary. 
In  1890  he  built  the  Walla  Walla  Hospital  of  that  city. 
He  was  twice  candidate  for  major  and  served  a term 
in  that  office.  He  was  active  in  many  public  affairs 
and  beloved  by  a wide  circle  of  friends  in  consequence 
of  his  years  of  practice. 
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Dr.  John  W.  Bailey  of  Seattle,  Wash.,  died  May  1 
from  pulmonary  embolism,  three  weeks  after  a prosta- 
tic operation,  aged  63  years.  He  was  born  in  Plattsburg, 
New  York,  in  1870.  After  attending  St.  Paul’s  School 
in  New  Hampshire,  he  graduated  from  Carleton  Col- 
lege, Northfield,  Minn.,  in  1891.  He  received  the  degree 
of  M.  D.  from  University  of  Minnesota  in  1894  and 
was  graduated  from  McGill  University  Medical  School 
in  1895.  For  two  years  he  was  on  the  staff  of  the 
Minnesota  State  Hospital  at  Faribault  and  in  1897 
moved  to  Cumberland,  B.  C.,  where  he  practiced  until 
1901,  when  he  settled  in  Seattle.  He  possessed  a very 
genial  and  happy  disposition  which  enabled  him  to  make 
a large  circle  of  friends  wherever  he  was  located.  His 
loss  will  be  felt  by  his  many  medical  conferes  and  de- 
voted patients  who  trusted  him  for  care  during  their 
periods  of  illness. 

Dr.  Richard  Cartwright  of  Salem,  Ore.,  died.  May 
14,  aged  82  years.  He  was  born  in  Hamilton,  Canada, 
in  1851,  coming  to  the  United  States  at  five  years  of 
age.  He  moved  to  Oregon  in  1888.  He  graduated  from 
Willamette  University  Medical  School  in  1889  and  from 
Hahnemann  Medical  College,  Chicago,  in  1905.  In  1899 
he  established  Willamette  Sanatorium,  which  he  oper- 
ated continuously  until  shortly  before  his  death,  when 
he  was  obliged  to  transfer  its  operation  to  others.  He 
had  the  respect  and  admiration  of  his  fellow  physicians, 
while  friends  among  the  laymen  were  legion. 

Dr.  George  W.  Roberts  of  Spokane,  Wash.,  died. 
May  11,  after  a year’s  illness,  aged  64  years.  He  was 
bom  in  Virginia  in  1869.  During  the  Spanish  Ameri- 
can war  he  served  with  a Tennessee  regiment  and  at  its 
close  went  to  the  Phillipines  as  contract  surgeon,  later 
bcoming  commander  there  of  the  Brigade  field  hospital. 
He  located  in  Spokane  about  1910.  In  recent  years  he 
specialized  in  skin  and  genitourinary  diseases. 

Dr.  J.  S.  Newcomb,  formerly  of  Everett,  Wash.,  died 
at  Pawtuckett,  Rhode  Island,  April  14,  aged  72  years. 
He  was  born  in  1862  and  graduated  from  Albany  Medi- 
cal College,  New  York,  in  1888.  He  located  in  Everett 
during  the  early  days  of  that  city  and  for  many  years 
was  associated  in  practice  with  Dr.  W.  C.  Cox,  the 
pioneer  physician  of  that  city.  At  one  time  he  was 
physician  at  the  old  soldiers  home  at  Retsil  and  for 
several  years  was  physician  on  Oriental  liners. 

Dr.  William  Hollis  Stocker  of  Auburn,  Wash., 
died  May  3,  aged  76,  after  several  months  illness.  He 
was  born  in  Vermont  in  1957.  He  graduated  from  Ver- 
mont Medical  College  in  1880  and  located  at  Indiana- 
polis, Ind.,  where  he  practiced  for  several  years.  He 
later  entered  the  drug  business  which  he  continued  for 
twenty  years.  He  moved  to  Washington  in  1907,  locat- 
ing at  Tekoa  where  he  was  in  the  employ  of  the  Mil- 
waukee Railroad  during  its  construction.  Later  he  en- 
gaged in  farming  and  practiced  for  a time  in  Seattle. 
For  the  past  year  he  has  lived  in  Auburn. 

Dr.  Walter  E.  Stallings,  recently  of  Boise,  Idaho, 
died.  May  6,  at  Cincinnati,  Ohio,  aged  37  years.  He  was 
born  in  1896  and  obtained  his  medical  degree  from  Van- 
derbilt University  School  of  Medicine,  Nashville,  Tenn., 
in  1920.  Previous  to  a year  ago  he  was  stationed  at 


U.  S.  Veterans  Hospital  at  Boise  in  charge  of  the  tuber- 
culosis section.  He  was  also  consultant  to  the  Idaho 
State  Tuberculosis  hospital. 


WOMAN'S  AUXILIARY 

OREGON 

Mrs.  Charles  E.  Sears  has  been  appointed  sponsor  for 
the  Oregon  delegation  at  the  annual  convention  of  the 
Woman’s  Auxiliary  to  the  American  Medical  Associa- 
tion. Mrs.  Joseph  Pettit,  who  is  a member  of  the  Na- 
tional Board,  will  also  be  at  the  convention. 

The  Oregon  State  Board  Meeting  was  held  May  18 
at  the  Martha  Washington  Hotel,  10th  and  Montgomery 
Streets,  Portland,  at  11  a.  m.  Luneheon  followed  the 
business  meeting.  Special  guests  included  Mrs.  O.  S. 
Lamson,  President  of  the  Washington  State  Auxiliary 
and  Mrs.  Alison  Wanamaker,  President  of  the  Seattle 
City  and  County  Auxiliary. 

The  March  meeting  of  the  Clatsop-Tillamook  Coun- 
ties Auxiliary  was  held  at  the  home  of  Mrs.  L.  M. 
Spalding.  Mrs.  F.  H.  Vincil  was  hostess  for  the  April 
meeting.  It  was  decided  to  meet  four  times  a year  in- 
stead of  once  a month.  The  dues  were  reduced  from 
two  dollars  to  one  dollar  a year.  Officers  for  the  com- 
ing year  were  elected  as  follows : Mrs.  A.  G.  Allen, 
president;  Mrs.  L.  W.  Hyde,  president-elect;  Mrs. 
L.  M.  Spalding,  first  vice-president ; Mrs.  R.  W.  Kul- 
berg,  second  vice-president;  Mrs.  S.  A.  Klager,  secre- 
tary and  Mrs.  J.  McConnell,  treasurer. 

The  Jackson  County  Auxiliary  announces  that  it  has 
placed  Hygeia  in  twelve  schools.  Mrs.  Barnett  helped 
in  a survey  of  the  blind  in  Lane  County. 

The  Auxiliary  to  Klamath  and  Lake  Counties  held  a 
“stunt  night’’  in  March  at  the  home  of  Mrs.  George  Ad- 
ler. In  April  the  doctor  husbands  were  entertained  at 
a dinner  and  theatre  party.  Dr.  and  Mrs.  Charles  T. 
Sweeney  of  Medford  were  special  guests.  Mrs.  Kelty 
and  Mrs.  E.  L.  Everett  were  hostesses  in  May  at  a 
luncheon  in  Lakeview.  An  interesting  program  fol- 
lowed the  business  meeting. 

A Salem  delegation  attended  the  luncheon  given  Dr. 
Fishbein  in  Portland.  Plans  are  being  made  by  Mrs. 
Stockwell,  Mrs.  Newmyer  and  Mrs.  Bates,  committee 
in  charge,  for  a tea  to  be  held  in  May.  The  April  meet- 
ing was  held  at  the  home  of  Mrs.  R.  M.  Waltz.  Mrs. 
Bellinger  read  a paper  on  tuberculosis  and  Mrs.  Burton 
Myers  gave  a resume  of  the  current  Hygeia. 

The  Portland  City  and  County  Auxiliary  sponsored 
a very  successful  banquet  for  the  benefit  of  the  Student 
Loan  Fund  of  the  University  of  Oregon  Medical  School 
on  April  25.  The  results  of  the  Poster  Contest  spon- 
sored by  the  Hygeia  Committee  were  announced.  This 
contest  was  held  in  the  Multnomah  County  High 
Schools,  and  the  posters  exhibited  at  the  dinner.  Mrs. 
W.  F.  Patrick  and  Mrs.  Roy  Payne  have  arranged  for 
the  posters  to  be  shown  at  the  National  Convention  at 
Milwaukee  and  at  the  Auxiliary  World’s  Fair  booth  in 
Chicago.  Mrs.  Lamson  and  Mrs.  Wanamaker  were 
guests  at  the  executive  board  meeting.  May  19,  at  Mrs. 
Guy  Boyden’s  home.  Dr.  and  Mrs.  Raymond  Watkins 
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were  liost  and  hostess  to  the  Medical  History  Club  on 
Thursday  evening,  May  18. 

Mrs.  E.  G.  Pierce  of  the  Portland  Auxiliary  was 
elected  vice-president  of  the  City  Federation  of  Wo- 
men’s Clubs  and  was  installed  with  the  other  officers 
Saturday,  May  13.  The  auxiliary  was  represented  by 
seven  members  at  the  luncheon.  The  auxiliary  presi- 
dent’s report  was  read  by  Mrs.  Taylor,  standing  dele- 
gate to  the  City  Federation. 

The  Public  Relation  Committee  has  been  placing  the 
study  envelopes  compiled  by  the  A.  M.  A.  for  the  vari- 
ous auxiliaries  in  each  parent-teacher  group  in  the  city. 
These  will  be  used  in  connection  with  the  summer 
round-up  of  school  children.  The  committee  has  placed 
a speaker  who  will  discuss  child  health  in  a great  num- 
ber of  parent-teacher  meetings. 


WASHINGTON 

The  President  of  the  Yakima  County  Auxiliary,  Mrs. 
J.  B.  Blair,  reports  a very  active  season  of  intensive 
study  of  medical  literature  written  for  popular  read- 
ing. They  are  placing  Hygeia  in  all  public  schools  in 
the  county. 

Grays  Harbor  President,  Mrs.  J.  F.  Macdonald,  re- 
ports of  instructive  and  inspiring  meetings  all  through 
the  year.  They  invited  representatives  from  all  wo- 
men’s organizations  to  acquaint  them  with  the  excellent 
content  of  Hygeia  magazine  as  a guide  in  their  health 
and  public  welfare  work. 

A most  inspiring  talk  on  Child  Health  was  given 
over  the  radio  by  the  Pierce  County  President,  Mrs. 

E.  F.  Dodds,  on  May  Day,  Child  Health  Day.  Through- 
out the  state  fitting  meetings  were  held,  radio  talks 
given;  the  Post  Intelligencer  published  an  article  writ- 
ten by  the  State  President. 

Clark  County  Auxiliary  has  used  to  mutual  advant- 
age the  talents  of  its  members.  Papers  on  medical 
subjects  were  read  by  the  following  ladies:  “What 
Education  Tells,”  Mrs.  L.  E.  Hockett;  “Romance  of 
Digitalis,”  Mrs.  L.  E.  Hockett;  “Fifty  Years  of  Medi- 
cal Progress,”  Mrs.  R.  G.  Gale;  “Medical  Practice 
under  State  Supervision  in  Russia,”  Mrs.  R.  G.  Gale. 

Snohomish  Auxiliary  believes  in  health  and  charity 
at  home.  They  have  promoted  annual  health  examina- 
tion for  all  doctors  and  their  families.  Thus  setting 
a good  example  before  the  public. 

Chelan  County  has  placed  Hygeia  in  their  public 
schools  and  libraries,  and  in  the  offices  of  doctors. 

Whatcom  County  Auxiliary  has  specialized  in  cur- 
rent medical  topics  given  by  various  Auxiliary  mem- 
bers, closely  following  the  state  legislative  and  educa- 
tional program. 

King  County  Auxiliary  will  be  on  hand  every  day 
during  the  National  Congress  of  May  22,  giving  out 
sample  copies  of  Hygeia  and  acquainting  visitors  from 
all  states  of  the  Union  with  its  valuable  contents  that 
should  be  used  in  all  Parent  Teacher  meetings.  Mrs. 

F.  S.  Wiltsie,  King  County  Hygeia  Chairman,  and  her 
committee  will  be  in  charge. 

Women’s  Auxiliary  President  of  Wisconsin,  Mrs. 


Fred  Nause,  extends  a most  cordial  invitation  to  all 
doctors’  wives  to  attend  the  Milwaukee  meeting,  be- 
ginning June  12.  Hotel  Pfister  will  be  the  head- 

quarters. Many  very  inspiring  meetings  and  charming 
social  events  are  being  planned  for  our  pleasure. 
Washington  is  entitled  to  five  delegates. 

The  Woman’s  Auxiliary  to  King  County  Medical  So- 
ciety met  May  1 in  the  auditorium  of  Providence  Hos- 
pital, Seattle,  at  2 :30  p.  m.,  in  commemoration  of  Child 
Health  Day.  Mrs.  Phillys  Schneder-Leibly,  M.  D.  spoke 
on  “Physical  Welfare  of  the  Child  of  School  Age.”  Dr. 
Stevenson  Smith  of  the  University  of  Washington,  dis- 
cussed “The  Mental  and  Social  Life  of  the  Child.” 


REPORTS  OF  SOCIETY 
MEETINGS 

OREGON 

SOUTHERN  OREGON  MEDICAL  SOCIETY 
Pres.,  E.  N.  Bywater;  Secty.,  E.  G.  Woods 
Sourthern  Oregon  Medical  Society  held  its  forty- 
second  annual  meeting  at  Grants  Pass,  May  9.  Forty 
doctors  were  present  at  a banquet  at  Cave  Grotto  of 
Redwoods  Hotel. 

The  program  consisted  of  a paper  by  M.  C.  Riddle  of 
Portland  on  “New  Conceptions  of  Anemia,”  the  discus- 
sion of  which  was  opened  by  L.  D.  Inskeep  of  Medford. 
Albert  Holman  of  Portland  read  a paper  on  “Treat- 
ment of  Toxemias  of  Pregnancy.”  F.  G.  Swedenburg 
of  Ashland  opened  the  discussion.  E.  V.  Ullmann  of 
Portland  spoke  on  “Diet  in  Sinus  Disease  and  Colds,” 
the  discussion  being  led  by  R.  W.  Stearns  of  Klamath 
Falls.  W.  K.  Livingston  of  Portland  read  a paper  on 
“Vascular  Disturbances  of  the  Extremities,”  the  discus- 
sion being  led  by  C.  B.  Wade  of  Roseburg.  R.  L. 
Benson  of  Portland  read  a paper  on  “The  New  Con- 
ception of  Asthma.”  Harold  Gillis  of  Medford  led  the 
discussion. 


WASHINGTON 

CHELAN  COUNTY  MEDICAL  SOCIETY 
Pres.,  R.  S.  Mitchell;  Secty.,  C.  R.  Fargher 
Chelan  County  Medical  Society  held  a meeting  at 
Wenatchee  May  5.  This  date  coincided  with  the  an- 
nual apple  blossom  festival  which  is  a feature  of  that 
city.  Albert  Mathieu,  of  University  of  Oregon  Medi- 
cal School  of  Portland,  delivered  an  illustrated  ad- 
dress on  “Diagnosis  in  the  Lower  Abdomen.”  He 
particularly  described  and  emphasized  procedures  not 
ordinarily  carried  out. 

KING  COUNTY  MEDICAL  SOCIETY 
Pres.,  C.  E.  Gray;  Secty.,  V.  W.  Spickard 
A general  meeting  of  King  County  Medical  Society 
was  held  May  1 in  auditorium  of  Medical  Dental 
Building,  Seattle,  8 p.  m.,  president  Gray  presiding, 
Minutes  of  last  general  meeting  were  read  and  ap- 
proved. 

The  following  were  voted  into  membership:  J.  A. 
Mahan,  H.  M.  Shaw  and  F.  A.  Tucker. 

The  following  applications  for  membership  were  re- 
ceived : G.  S.  Carroll,  A.  E.  Friberg,  L.  M.  Gould,  F.  J. 
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Kenny,  R.  J.  LaRue,  E.  J.  Lewis,  W.  M.  Morgan,  N.  G. 
Pershin  and  J.  F.  Ramsey. 

F.  J.  LaRue  reported  a case  of  congenital  heart 
anomaly  which  was  discussed  by  Drs.  Watts  and  Fried- 
man. A male  patient,  nineteen  years  of  age,  had  a con- 
genital pulmonary  stenosis.  Such  patients  rarely  sur- 
vive seven  years  of  age.  Lantern  slides  of  the  chest 
and  electrocardiograms  were  shown. 

F.  J.  Clancy  read  a paper  on  “Neuropsychiatry  as 
Applied  to  Urology.’’  The  ills  of  a large  proportion  of 
patients  are  founded  on  a psychic  basis.  Much  scien- 
tific observation  is  necessary  to  differentiate  between 
organic  and  psychic  conditions.  Psychic  manifesta- 
tions are  present  frequently  in  urologic  patients,  many 
instances  of  which  were  cited.  Many  patients,  most 
anxious  concerning  the  sexual  apparatus,  present  nega- 
tive findings.  These  patients  are  the  ones  needing 
psychic  counsel  and  therapy.  Psychic  treatments  of 
various  complaints  and  neurotic  conditions  may  clear 
up  cases  resistant  to  other  kinds  of  treatment.  The 
paper  was  discussed  by  G.  S.  Peterkin  and  O.  A. 
Nelson. 

C.  I^.  Davidson  read  a paper  on  “Sex  and  Internal 
Secretions.”  Emphasis  was  laid  on  the  hormonal  factor 
in  influencing  sex  development  and  maintenance  of 
sex  characteristics.  Hormones  providing  these  effects 
have  been  isolated  and  their  chemical  constituents  de- 
termined. Factors  involving  development  and  mainten- 
ance of  sex  are  products  of  evolution.  It  is  often  diffi- 
cult to  identify  the  factor  responsible  for  deviation 
from  the  normal;  therefore,  therapy  with  hormones  re- 
mains largely  a matter  of  empiricism.  Satisfactory  re- 
sults con  be  expected  only  when  a definite  deficiency  is 
recognized  and  appropriate  amounts  of  the  proper  hor- 
mones are  supplied. 

PIERCE  COUNTY  MEDICAL  SOCIETY 
Pres.,  J.  A.  La  Gasa;  Secty.,  W.  B.  Penney 

Pierce  County  Medical  Society  held  a meeting  in  Ta- 
coma, May  10,  at  U.  S.  Tacoma  hospital  of  the  Indian 
service.  Members  of  the  society  were  guests  of  John 
N.  Alley,  superintendent  of  the  institution.  He  delivered 
an  address  describing  modern  approved  methods  in  the 
treatment  of  tuberculosis. 

The  following  officers  were  elected  for  the  ensuing 
year;  president,  W.  W.  Pascoe;  vice-president,  V.  E. 
Crowe;  secretary,  W.  B.  Penney;  trustees,  L.  J.  Hunt 
and  C.  C.  Leaverton.  Dr.  Penney  was  chosen  as  dele- 
gate to  the  annual  meeting  of  the  state  medical  asso- 
ciation. I , 

, -1 

SKAGIT  COUNTY  MEDICAL  SOCIETY 
Pres.,  A.  B.  Cook;  Secty.,  Austin  Shaw 

Skagit  Counnty  Medical  Society  held  a meeting  at 
Northern  State  Hospital,  Sedro  Woolley,  April  24,  as 
guests  of  C.  E.  Ruge,  superintendent  of  the  hospital. 
Physicians  were  present  from  Whatcom  and  Snoho- 
mish counties.  J.  T.  Mason  of  Seattle  discussed  “Some 
Problems  of  Cholecystitis.”  L.  H.  Edmunds  of  Seattle 
read  a paper  on  “Fractures  of  the  Lower  Extremities,” 
while  P.  A.  Rohrer  of  Seattle  demonstrated  methods 
of  transurethral  prostatic  operations. 


SNOHOMISH  COUNTY  MEDICAL  SOCIETY 
Pres.,  0.  G.  Kesling;  Secty.,  S.  E.  C.  Turvey. 

Snohomish  County  Medical  Society  held  a meeting  at 
Everett,  May  2.  Thirty  members  were  present.  Min- 
utes of  the  previous  meeting  were  read  and  adopted. 
Dr.  Morley  was  elected  to  membership. 

Dr.  Fiorino  read  a paper  on  “Functional  Uterine 
Bleeding,”  attributing  this  to  an  increase  in  the  hor- 
mone theelin,  due  to  a persistence  of  the  Graafin  foll- 
icle, resulting  in  a lack  of  progestin  because  of  lack  of 
formation  of  the  corpus  luteum. 

Dr.  Trask  read  a paper  on  “Treatment  of  Lesions  of 
the  Cervix.”  He  recommended  that  more  attention  be 
given  to  the  repair  of  the  cervix  at  time  of  labor. 
Treatment  with  a small  cautery  in  the  office  will  work 
wonders.  Dr.  Fiorino  preferred  electracoagulation. 
When  the  President  requested  members  to  outline  medi- 
cal treatments  of  the  cervix  Dr.  Thompson  asserted 
that  he  could  make  new  women  in  three  weeks  with 
magnesium  sulphate  and  glycerin,  but  Dr.  Fulton,  not 
to  be  outdone,  does  it  in  a week  with  silver  nitrate. 

The  committee  recommended  that  emergency  cases 
should  be  referred  from  the  County  doctor,  that  the 
scale  of  fees  should  parrallel  those  of  the  Industrial 
Insurance  schedule,  and  that  the  charges  should  be 
audited  by  a committee  composed,  of  a doctor,  layman 
and  dentist.  It  was  voted  that  this  society  go  on  record 
as  being  willing  to  join  the  State  Medical  Association 
in  an  equiable  arrangement  for  taking  care  of  the  un- 
employed. 

Dr.  Thompson  discussed  the  menace  of  health  insur- 
ance companies,  moved  into  this  community  to  do  health 
and  sickness  business.  It  was  voted  that  members  of  the 
medical  society  be  organized  into  a medical  service  cor- 
poration of  five  trustees  and  then  await  the  further  de- 
velopment of  medical  service  bureaus  in  other  parts  of 
the  country  and  state.  It  was  decided  to  have  a special 
meeting  in  two  weeks  to  consider  these  medical  eco- 
nomics. 


WALLA  WALLA  VALLEY  MEDICAL  SOQETY 
Pres.,  E.  L.  Whitney;  Secty.,  C.  J.  Johannesson 

The  regular  monthly  dinner-meeting  of  Walla  Walla 
Valley  Medical  Society  was  held  May  11  in  joint  ses- 
sion with  Nez  Perce  County  Medical  Society  and  Uma- 
tilla County  Medical  Society  at  Marcus  Whitman  Hotel 
in  Walla  Walla.  Dinner  was  served  at  7 :0O  p.m.  and 
music  was  provided  by  the  Lyons  Qub  Orchestra  under 
direction  of  George  Retzer,  local  pharmacist. 

President  E.  L.  Whitney  presided  over  this  last  meet- 
ing of  the  season.  There  were  sixty  physicians  present, 
including  as  guests  C.  H.  Koentz,  R.  M.  Alley,  E.  L. 
White,  M.  J.  McRae,  R.  T.  Scott,  E.  G.  Braddock,  and 
D.  D.  Christensen  of  Lewiston,  Ida. ; J.  P.  Brennan, 
G.  L.  McBee,  R.  L.  Kessler,  K.  G.  Rew  and  H.  J.  Ka- 
vanaugh  of  Pendleton,  Ore.;  Geo.  Smith  of  Pilot  Rock 
and  A.  McMurdo  from  Heppner,  Ore.  W.  F.  Orr  from 
Cottonwood,  Ida.,  was  given  special  mention  for  having 
come  the  longest  distance  to  attend  the  meeting;  he 
drove  165  miles  in  each  direction  in  order  to  be  present. 
Also  members  from  Pasco,  Kennewick,  Pomeroy  and 
Milton-Frcewater  were  in  attendance. 
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E.  G.  Braddock  of  Lewiston  presented  a paper  on 
“Observation  on  Diagnosis  and  Treatment  of  Ectopic 
Pregnancies,”  based  on  his  own  personal  experiences 
in  a great  number  of  cases.  He  emphasized  especially 
the  importance  of  a careful  history-taking  and  physical 
examination,  with  differential  diagnosis  from  other 
acute  abdominal  conditions,  as  well  as  the  early  sur- 
gery. Discussion  was  lead  by  H.  J.  Kavanaugh  of 
Pendleton. 

E.  L.  White  of  Lewiston  demonstrated  a case  of 
“Abnormal  Cecum  and  Ascending  Colon,’’  illustrated  by 
pictures  and  roentgengrams.  This  was  discussed  by 
J.  P.  Brennan  of  Pendleton. 

R.  T.  Scott  of  Lewiston  read  a paper  on  “Vesical 
Neck  Obstruction,”  giving  a very  thorough  and  con- 
ceised  description  of  the  etiology,  patholo^  and  treat- 
ment of  such  conditions.  This  w'as  one  of  the  most 
interesting  and  scholarly  papers  presented  before  the 
Society  tliis  year.  Illustrations  by  lantern  slides  ac- 
companied the  address.  Discussion  was  conducted  by 
R.  H.  Kessler  of  Pendleton. 

J.  W.  Ingram  of  Walla  Walla  supplemented  the  pro- 
gram by  showing  what  he  believes  to  be  the  first 
natural  color  motion  picture  films  of  goiter  operation 
produced  in  this  country;  this  film  was  taken  from  his 
surgical  w'ork  at  the  state  penitentiary.  It  w'as  an  un- 
usually interesting  film,  demonstrating  fine  technic  in 
both  surgery  and  photography;  the  film  was  carefully 
edited  and  quite  complete  in  every  detail.  General  dis- 
cussion by  members  of  Walla  Walla  Medical  Society 
followed. 

Secretary  C.  J.  Johannesson  was  In  charge  of  the 
arrangements  and  preparations  for  the  meeting.  During 
the  evening  many  comments  about  this  intercity  or  tri- 
state meeting  were  expressed  and  it  was  suggested  such 
meeings  be  established  as  an  annual  event. 


YAKIMA  COUNTY  MEDICAL  SOCIETY 
Pres.,  J.  E.  Bittney.  Secty.,  H.  S.  Atwood 
The  regular  meeting  of  Yakima  County  Medical 
Society  was  held  at  the  Commercial  Hotel,  May  8,  with 
a dinner.  The  meeting  was  very  well  attended.  This 
society  has  a regular  attendance  extending  from  Cle 
Elum  to  Prosser. 

The  scientific  program  consisted  of  papers  by  J.  M. 
Blackford  of  Seattle  on  “Hypertension”  and  P.  V. 
Von  Phul  of  Seattle  on  “Coronary  Thrombosis  and 
Angina  Pectoris.”  These  papers  were  quite  thorough 
and  well  illustrated.  A very  lively  discussion  of  the 
subjects  followed.  The  society,  as  expressed  by  Dr. 
Bittner,  is  deeply  grateful  for  the  privilege  of  hearing 
such  comprehensive  studies. 


IDAHO 

NEZ  PERCE  COUNTY  MEDICAL  SOCIETY 
Pres.,  J.  F.  Gist;  Secty.,  M.  J.  McRae 
Nez  Perce  County  Medical  Society  held  a meeting  at 
Lewiston  April  19  with  fifteen  physicians  in  attend- 
ance, including  several  from  other  cities.  P.  D.  Brink 
of  Pomeroy  read  a paper  on  “Lymphatic  Leukemia,” 
which  was  discussed  by  R.  T.  Scott.  C.  H.  Koentz, 
superintendent  of  Fort  Lapwai  Indian  Sanatorium,  read 


a paper  on  “Primary  Tuberculous  Infection,”  while 
Ralph  Alley  of  the  same  institution  discussed  “X-Ray 
Types  of  Childhood  Tuberculosis.”  The  papers  were 
discussed  by  W.  P.  Habel,  P.  W.  Johnson  and  C.  W. 
Shaff. 


MEDICAL  ECONOMICS 

HEALTH  INSURANCE 
A Bulletin  from  the  Committee  of  Seven 

The  Committee  of  Seven  of  the  Washington  State 
Medical  Association  is  conscious  of  the  anxiety  and 
perplexity  that  prevails  in  the  medical  profession  rela- 
tive to  health  insurance,  and  issues  this  bulletin  for  the 
double  purpose  of  recording  the  trend  of  thinking  that 
has  prevailed  in  the  Committee  and  soliciting  comments 
by  members. 

Insurance  companies  are  active  in  their  struggle  for 
profit  from  health  insurance  business,  some  industrial 
contract  practice  groups  are  muddying  the  waters  by 
extending  their  practice  to  family  insurance,  new  groups 
of  physicians  are  talking  about  organizing  for  health 
insurance  practice,  and  British  Columbia  is  forwarding 
its  plans  for  compulsory  state  health  insurance.  No- 
body seems  to  know  just  what  is  going  on,  fear  has 
entered  the  picture  and  there  is  some  danger  that  the 
health  insurance  bogie  may  cause  the  profession  to  act 
unwisely  through  sheer  panic. 

The  Committee  recognizes  a social  movement  toward 
health  insurance  and  believes  that  a negative  position 
should  not  be  taken  by  the  medical  profession,  but  does 
not  yet  find  a sufficient  crystallization  of  opinion  among 
physicians  regarding  the  extent  of  the  economic  neces- 
sity for  health  insurance  to  justify  the  recommendation 
of  any  plan  of  action.  Unquestionably  there  is  a certain 
percentage  of  our  population  that  must  have  free  med- 
ical care;  there  is  another  percentage  that  cannot  afford 
to  buy  full  medical  care  on  the  strict  business  basis  of 
paying  production  cost  plus  a reasonable  profit;  and 
there  is  a third  large  percentage  that  seeks  some  plan 
for  getting  full  medical  care  for  little  or  no  cost. 

This  social  status  does  not  constitute  an  emergency, 
however,  except  as  the  depression  has  influenced  private 
practice  and  both  insurance  companies  and  certain  con- 
tract groups  are  forcing  the  issue.  Hasty  action  by 
organized  medicine  under  either  one  of  these  urges 
may  jeopardize  our  most  prized  ideals — high  quality 
of  scientific  medical  care,  dignified  professionalism,  the 
individual  as  the  unit  of  service,  free  choice  of  physi- 
cian, and  economic  security.  The  chief  temptation  to 
hasty  action  at  the  moment  is  the  various  insurance 
company  proposals  to  individual  physicians  and  to 
county  medical  societies.  We  do  not  feel,  however,  that 
an  emergency  exists  in  the  necessity  for  each  county 
medical  society  organizing  for  the  intensive  study  of 
health  insurance  and  the  business  side  of  medicine. 

Pierce,  Yakima,  Whatcom,  King  and  Snohomish 
counties,  in  the  order  mentioned,  have  created  business 
corporations  for  the  purpose  of  united  defense  and 
collective  bargaining.  Each  of  these  organizations  is 
now  developing,  by  experimentation,  valuable  conclu- 
sions regarding  its  local  problems  and  the  methods  for 
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meeting  them.  All  single  comities  or  combinations  of 
counties  are  advised  to  organize  on  the  same  basis. 

We  believe  that  the  medical  profession  should  be  able 
to  meet  any  health  insurance  need  that  may  exist,  un- 
aided by  insurance  companies  or  other  third  party  but 
that  this  cannot  be  done  without  unity  of  action.  The 
organization  of  each  county  medical  society  for  unit 
action  and  intelligent  watchful  waiting  during  the  period 
that  will  be  necessary  for  coordination  of  the  exper- 
iences and  conclusions  of  the  component  county  medical 
societies  of  the  state  association  appears  to  be  the  best 
program  for  the  immediate  future. 

The  objects  and  purposes  of  this  type  of  organization 
are  as  follows:  (1)  To  retain  within  the  control  of 

the  profession  the  direction  and  supervision  of  the  prac- 
tice of  medicine  in  the  interest  of  public  health,  indi- 
vidual and  corporate,  and  thereby  preserve  and  insure 
the  steady  advance  that  has  been  made  by  the  profession 
in  the  past;  (2)  to  eliminate,  as  far  as  possible,  the 
business  and  professional  practices  that  have  caused 
dissension  in  the  profession  itself,  and  have  been  detri- 
mental to  a united  effort  to  secure  the  best  in  medicine 
for  all  the  people;  (3)  to  secure  to  low  wage  earners 
and  to  their  families  health  service,  including  the  bene- 
fits of  medical  and  surgical  care  and  treatment,  hos- 
pitilization  and  nursing  of  which  many  of  such  indi- 
viduals and  their  families  heretofore  have  been  deprived. 

H.  J.  Whitacre,  Chairman 
H.  Garner  Wright 
W.  B.  Penney 
H.  J.  Davidson 
Nathan  Thompson 
David  Hall 
J.  K.  Holloway. 

Committee  of  Seven 
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The  Tides  of  Life.  The  Endocrine  Glands  In  Bodily 
Adjustment.  By  R.  G.  Hoskins  Ph.  D.,  M.  D.  Di- 
rector of  Research,  Memorial  Foundation  For  Neuro- 
Endocrine  Research;  Research  Associate  in  Physiology, 
Harvard  Medical  School.  Cloth,  352  pp.  $3.50.  W.  W. 
Norton  & Co.  New  York.  1933. 

This  work  is  written  in  a most  vivid,  picturesque  and 
lucid  style  by  a recognized  authority  on  the  subject. 
The  author  evidently  intends  it  for  the  intelligent  lay- 
man as  well  as  the  medical  man,  as  definitions  of  tech- 
nical terms  are  found  in  the  text,  but  in  so  doing  he 
has  not  lowered  the  scientific  level  of  learned  discus- 
sion. He  is  thoroughly  conservative  and  bases  his 
conclusions  wholly  on  factual  evidence  and  refrains 
from  entering  the  field  of  medical  mythology  in  which 
many  self-styled  endocrinologists  find  a glorious  op- 
portunity for  their  fecund  imaginations.  To  preserve 
this  sane  middle  ground  on  the  one  hand,  and  on  the 
other  to  avoid  marvel  mongering  and  to  present  the 
remarkable  results  of  scientific  research  in  endocrin- 
ology during  the  last  forty  years  is  a creditable  and 
noteworthy  accomplishment. 

The  author  finds  little  conclusive  evidence  of  hor- 
mone production  by  the  thymus  and  describes  thymic 
deaths  as  due  to  mechanical  pressure  on  the  trachea. 
He  thus  makes  light  of  the  teachings  of  Timme  who 
traces  remarkable  physical  and  mental  changes  to  the 


hormone  of  persistent  thymus,  such  as  an  enterop- 
totic  build,  general  asthenia,  lack  of  resistance  to  shock 
and  anesthesia  and  poor  general  vascular  development, 
all  this  leading  to  compensative  stimulation  of  the 
thyroid,  pituitary  and  adrenals  w'hich  subsequently  alter 
the  w’holc  character  and  physique  of  the  subject.  Timme 
attributes  most  thymic  deaths  to  hemorrhage  into  the 
ventricles  of  the  brain  or  adrenals,  or  from  the  coron- 
aies  as  substantiated  by  autopsies. 

Hoskins  illustrates  the  complexity  of  endocrinology 
by  citing  the  probability  of  eight  hormones  of  the  pi- 
tuitary, with  three  functional  states  of  each,  the  total 
number  of  simple  possible  combinations  of  condition 
being  6,561,  each  theoretically  presenting  a different 
clinical  picture. 

Perhaps  the  most  interesting  and  detailed  part  of 
the  w'ork  is  on  endocrine  aspects  of  reproduction.  It 
is  shown  how  coitus  in  the  rabbit  stimulates  hormone 
production  of  the  anterior  pituitary  so  as  immediately 
to  precipitate  escape  of  the  ovum  or  ovulation  in  the  fe- 
male. While  ovulation  in  women  almost  always  occurs 
between  the  twelfth  and  sixteenth  day  following  men- 
struation and  the  last  week  of  the  premenstrual  period 
is  usually  free  from  possibility  of  conception — as  the 
ovum  is  only  capable  of  fertilization  for  a few  days 
after  its  discharge  and  the  sperm  cells  live  but  ten 
days  after  introduction — yet  rarely  ovulation  may  be 
prematurely  incited  by  sexual  intercourse  as  in  the 
rabbit.  The  whole  book  is  exceptionably  readable  and, 
without  going  into  minor  and  controversial  details, 
it  presents  a picture  of  the  salient  points  of  the  subject 
in  the  light  of  most  recent  research. 

Winslow. 

Roentgenographic  Studies  of  the  Urinary  System. 
By  William  E.  Lower,  M.  D.,  F.  A.  C.  S.,  Chief  Depart- 
ment of  Urology,  Cleveland  Clinic,  etc.,  and  Bernard  H. 
Nichols,  M.  D.,  Chief  of  Department  of  Roentgenology, 
Cleveland,  Ohio.  812  illustrations,  812  pp.  $16.00.  C.  V. 
Mosby  Co.,  St.  Louis,  1933. 

It  is  the  purpose  of  the  authors  of  this  volume  to 
combine  the  diagnostic  abilities  of  the  urologists  and 
roentgenologists,  feeling  that  each  could  contribute  very 
materially  to  the  knowledge  of  urology.  The  urologist 
adds  his  clinical  data  to  the  picture,  while  the  roentgen- 
ologist gives  his  differential  knowdedge  of  other  patho- 
logic lesions  which  might  be  mistaken  for  those  of  the 
urinary  tract.  The  latter  naturally  brings  many  extra- 
renal  lesions  to  light  which  are  of  great  value  in  arriv- 
ing at  an  accurate  idea  of  the  general  pathology  of  the 
patient. 

The  first  chapters  are  short,  concise  and  practical. 
They  deal  with  the  latest  methods  in  roentgenographic 
examinations  of  the  urinary  tract,  and  then  the  specific 
technic  of  casting  shadows  of  the  urethra,  bladder, 
ureters  and  the  kidneys.  The  various  common  lesions 
arc  mentioned,  as  calculus,  differentiation  of  their  sha- 
dows due  to  their  composition ; diverticula,  tumors,  cyst- 
oceles,  anomalies,  strictures  and  obstructions;  the  roent- 
genologic appearance  of  hydronephrosis,  perinephri- 
ctic  abscess,  renal  tuberculosis  and  the  various  types  of 
kidney  tumors.  One  chapter  is  devoted  to  the  value, 
indication,  contraindication  and  interpretation  of  intra- 
venous urography.  Other  chapters  are  devoted  to  the 
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differentiation  of  roentgenologic  diagnosis  of  symptoms 
and  lesions  of  the  upper,  right  abdominal  quadrant 
which  is  a most  important  field  in  itself.  The  balance 
of  the  volume  contains  productions  of  roentgenograms 
with  an  explanatory  insert  showing  schematically  the 
pathology  present,  making  a reading  of  the  roentgeno- 
gram much  easier. 

These  illustrations  cover  specific  cases  in  which  the 
roentgenologic  findings  are  given  on  the  opposite  page, 
followed  by  a brief  history,  as  to  complaint,  cystoscopic 
findings  and  diagnosis.  Practically  every  type  of  lesion 
of  the  urinary  tract  is  covered.  The  illustrations  are 
clearly  brought  out,  especially  roentgen  reproductions 
which  are  known  to  be  most  difficult.  There  is  also  a 
subject  index  which  helps  to  locate  those  cases  in  which 
the  reader  is  particularly  interested.  This  is  a valuable 
book  for  the  urologist,  but  even  more  so  for  the  roent- 
genologist to  whom  it  is  particularly  recommended  for 
survey  and  inspection.  Both  of  the  authors  are  so  well 
know  for  their  many  years  of  careful  scientific  practice 
of  medicine  that  they  need  no  introduction.  It  is  a book 
that  should  at  least  be  in  all  the  libraries. 

Peacock. 

Neurology.  Practical  Medicine  Series,  1932.  Edited 
by  Peter  Bassoe,  M.D.,  Qinical  Professor  of  Neurol- 
ogy, Rush  Medical  College.  Psychiatry.  Edited  by 
Franklin  G.  Ebaugh,  M.D.,  Director,  University  of 
Colorado  Psychopathic  Hospital,  etc.  4^  pp.  $2.25.  The 
Year  Book  Publishers,  Inc.,  Chicago. 

This  latest  review  of  the  year’s  neurologic  and 
psychiatric  literature  is  especially  noteworthy,  both 
from  the  excellence  of  the  articles  seltcted  and  from 
the  editor’s  comments. 

In  neurology,  Cushing’s  clinical  descripion  of  baso- 
philic adenoma  of  the  hypophysis  is  outstanding  and  is 
well  reviewed.  In  these  days  of  motor  accidents  and 
industrial  insurance,  the  relation  of  various  neurologic 
conditions  to  trauma  becomes  of  increasing  importance 
and  several  reviews  of  articles  bearing  on  this  ques- 
tion will  be  found.  Also  to  be  noted  are  “Encephalo- 
graphic  Observations  on  Head  Injuries,”  Foster  Ken- 
nedy’s article  on  the  “Evaluation  of  Evidence  in  Head 
Injury  Cases,”  Horax  on  “Head  Injuries  and  Their 
Complications.”  The  neurosurgeons,  as  heretofore,  are 
will  represented  and  it  is  pleasing  to  find  more  thera- 
peutic articles  reviewed  than  is  usually  the  case.  The 
sections  on  the  vegetative  nervous  system  and  the  endo- 
crines  present  abstracts  of  general  as  well  as  special  in- 
terest. 

In  the  section  devoted  to  psychiatry,  there  is  little  or 
nothing  really  new,  but  the  steadily  growing  trend  for 
reform  in  forensic  psychiary  and  in  its  teaching  are 
strongly  emphasized  in  the  articles  reviewed.  No 
neuropsychiatrist  should  be  without  this  valuable,  con- 
densed reference  library  of  the  year’s  publications  in 
neurology  and  psychiatry,  and  the  volume  is  also 
heartily  recommended  to  all  physicians  wishing  to  keep 
in  touch  with  the  best  of  the  latest  literature  on  these 
important  subjects.  Price. 

The  Costs  of  Medical  Care.  A Summary  of  Inves- 
tigations on  the  Economic  Aspects  of  the  Prevention 
and  Care  of  Illness.  By  I.  S.  Falk,  Ph.  D.,  C.  Rufus 
Rorem,  Ph.  D.,  C.  P.  A.,  and  Martha  D.  Ring,  with  a 
foreword  by  Ray  Lyman  Wilbur,  M.  D.,  Chairman  of 
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the  Committee  623  pp.  $4.00  University  of  Chicago 
Press,  Chicago.  1933. 

This  volume  presents  the  final  conclusions  of  the 
Committee  on  the  Costs  of  Medical  Care.  A review 
of  medical  progress  cites  the  advances  of  modern  medi- 
cine during  the  past  fifty  years,  with  the  prolongation 
of  life  and  reduction  of  illness.  Notwithstanding  the 
saving  of  millions  who  formerly  died  in  infancy  and 
childhood,  these  advances  in  science  have  helped  to 
bring  serious  financial  burdens  for  medical  care.  In  this 
volume  chapters  deal  with  the  need  of  medical  care  and 
its  cost  to  the  family.  There  are  reports  of  the  find- 
ings from  community  surveys  with  a discussion  of  eco- 
nomic phases  of  medical  practice.  There  are  cinsidera- 
tions  of  recent  economic  developments  in  the  provision 
of  medical  care  and  methods  of  paying  for  the  same. 
There  is  a description  of  the  group  payment  plan, 
voluntary  sickness  insurance  under  proprietary  agen- 
cies, nonprofit  organizations  of  group  payment  and 
taxation  for  medical  care.  The  possibility  of  reducing 
these  costs,  in  the  estimation  of  this  committee,  lies  in 
organized  group  practice.  It  is  believed  the  overhead 
can  thus  be  decreased  40  per  cent  with  a saving  of  200 
million  dollars  a year.  It  is  stated  that  half  that  sum 
could  be  saved  by  administrative  improvements  in  hos- 
pitals. The  total  saving  in  these  items  would  amount  to 
20  per  cent  of  the  nation’s  annual  sickness  bill.  The 
attitude  of  the  public  to  patent  medicines  is  greatly  de- 
plored as  is  the  patronage  of  cultists  and  irregular 
practitioners.  Results  are  not  anticipated  by  any  quick 
acting  remedy  but  attention  should  be  focused  on  pro- 
viding more  adequate  medical  service  for  more  people. 
Any  one  interested  in  this  problem  will  find  much  food 
for  thought  in  this  volume. 

The  Medical  Secretary.  By  Minnie  Genevieve 
Morse,  Member  Board  of  Registration  Association  of 
Record  Librarians  of  North  America.  162  pp.  $1.50. 
The  Macmillan  Company.  New  York.  1933. 

Difficulties  of  the  nurse  without  secretarial  training 
and  the  secretarial  school  graduate  without  medical  edu- 
cation in  serving  as  assistant  to  a doctor  are  the  reasons 
for  this  booklet  in  dealing  with  the  problem  of  both 
individuals.  In  explaining  the  qualifications  for  such 
an  assistant,  emphasis  is  placed  on  stenography  and 
typewriting,  the  employing  of  correct  English  with 
ability  and  knowledge  of  indexing  and  filing.  The 
term  “gentlewoman”  expresses  the  desirable  personality 
of  such  an  employee.  Possessing  good  manners,  tact 
and  initiative  her  services  will  be  ideal.  Ability  to 
write  a good  letter  with  knowledge  of  proper  phrase- 
ology will  enable  her  to  make  acceptable  histories  and 
medical  reports.  The  necessity  of  correct  medical  ter- 
minology is  dealt  with  at  considerable  length.  This  is 
a useful  publication  in  its  field. 

New  and  Nonofficial  Remedies,  1933.  Containing 
Descriptions  of  the  Articles  Which  Stand  Accepted  by 
the  Council  on  Pharmacy  and  Chemistry  of  the  Ameri- 
can Medical  Association  on  January,  1933.  498  pp. 
$1.50.  American  Medical  Association,  Chicago,  1933. 

This  annual  edition  contains  all  the  facts  that  any 
physician  needs  concerning  the  preparations  accepted 
by  the  Council  on  Pharmacy  and  Chemistry.  An  ap- 
pendix lists  proprietary  and  unofficial  remedies  not  in- 
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eluded  in  N.  N.  R.,  covering  56  pages.  This  list  is  also 
very  convenient  for  ready  reference.  This  volume  in- 
cludes a long  list  of  newly  accepted  preparations  and 
also  enumerated  are  many  articles  which  have  been  re- 
moved from  the  accepted  list.  Thorough  revision  of 
various  articles  is  included.  All  of  the  above  facts  make 
this  a valuable  volume  for  all  physicians  who  desire 
information  concerning  ethical  and  accepted  prepara- 
tions. 

Wheat,  Egg  or  Milk-Free  Diets  with  recipes  and 
food  lists.  By  Ray  M.  Balyeat,  M.A.,  M.D.,  F.A.C.P., 
Associate  Professor  of  Medicine  and  Lecturer  on 
Diseases  due  to  Allergy,  University  of  Oklahoma  Medi- 
cal School,  etc.  Assisted  by  Elmer  M.  Rusten,  M.B., 
M.D.,  Chief  of  Section,  Dermatology,  and  Ralph  Brow- 
en,  B.A.,  M.D.,  'Chief  of  Section,  Pediatrics,  of  Bal- 
yeat Hay  Fever  and  Asthma  Clinic,  Oklahoma  City. 
149  pp,  $2.50.  J.  B.  Lippincott  Co.,  Philadelphia  and 
London,  1933. 

Theire  are  many  needs  in  medicine  for  specific  ther- 
apy. Specificity  of  feeding  in  the  field  of  allergy 
brings  the  reward  of  success  to  the  managing  physi- 
cian. This  book  is  of  great  assistance  in  the  prepara- 
tion of  programs  for  those  found  to  be  specifically 
sensitive  to  wheat,  egg  or  milk.  It  contains  palatable 
diets  from  which  these  factors  may  be  eliminated. 
Methods  for  testing  the  patient  with  respect  to  sen- 
sitivity are  given.  It  is  interestingly  illustrated.  The 
presentation  is  excellent  in  form  and  suitable  for  the 
dietitian,  the  doctor  or  the  patient.  Hofrichter 

Final  Report  of  the  Commission  on  Medical  Edu- 
cation. 560  pp.  Office  of  the  Director  of  Study,  New 
York,  1932. 

The  Commission  on  Medical  Education,  organized  in 
1925,  has  made  an  intensive  study  of  the  problem  in- 
volved in  medical  education  and  licensure.  This  book 
considers  public  aspects  of  medicine,  supply  and  dis- 
tribution of  physicians,  postgraduate  medical  education, 
dealing  with  internship,  medical  course,  premedical  edu- 
cation. Also  the  cost  of  medical  education  is  discussed. 
It  is  evident  that  the  enormous  body  of  knowledge  and 
technical  application  are  far  beyond  the  capacity  of  a 
single  individual  to  master.  It  seems  a truism  to  state 
that  the  greatest  health  problem  is  that  of  making  in- 
stitutional medical  service  available  to  the  entire  popu- 
lation. It  is  stated  that  the  oversupply  of  physicians  in 
this  country  will  probably  be  increased.  As  is  well 
known,  the  solution  of  this  commission  leans  toward 
hospital  centers,  clinics  and  home  nursing  as  a solution 


of  the  problem  of  uneven  distribution  of  physicians.  The 
growth  of  specialization  requires  collective  and  group 
service  to  be  most  effective.  It  is  stated  that  instruc- 
tion in  the  sciences,  augmented  by  numerous  technical 
exercises,  although  of  value  in  securing  knowledge,  has 
little  value  in  training  the  student.  All  true  education 
is  self-education  and  the  student  must  learn  by  actual 
experience.  Wide  familiarity  with  medical  literature 
and  technical  knowledge  will  not  produce  a real  physi- 
cian. Tlie  hope  of  democracy  is  trained  leadership.  The 
medical  profession  is  the  trustee  of  the  essential  knowl- 
ege  and  has  the  personnel  necessary  to  solve  a large 
national  problem. 

The  Law  Against  Abortion.  Its  Perniciousness 
Demonstrated  and  Its  Repeal  Demanded.  By  William 
J.  Robinson,  M.D.,  Editor  of  Critic  and  Guide,  etc. 
123  pp,  $2.00.  The  Eugenics  Publishing  Company,  Inc., 
New  York,  1933. 

The  author  of  this  volume  is  a well  known  pro- 
tagonist for  a number  of  procedures  which  have  been 
subject  to  much  violent  controversy  in  the  past.  The 
energy  and  zeal  which  he  exercised  in  support  of  con- 
traception is  employed  herein,  advocating  the  repeal  of 
laws  against  abortion.  He  states  that  two  hundred 
thousand  abortions  are  performed  annually  in  this 
country,  chiefly  by  professional  abortionists  and  mid- 
wives, resulting  in  great  morbidity  and  mortality.  He 
would  not  permit  indiscriminate  employment  of  this 
measure,  but  would  limit  it  to  certain  conditions  which 
are  considered  necessary.  He  favors  the  Russian  sys- 
tem, where  the  state  performs  the  operation  under 
certain  restrictions,  with  consequent  minimum  mortal- 
ity. probably  the  majority  of  readers  will  disagree 
with  the  author,  but  his  views  are  of  interest  as  well 
as  the  arguments  with  which  he  expresses  them. 

Surgical  Clinics  of  North  America.  (Issued  seri- 
ally one  number  every  other  month.)  Volume  12,  Num- 
ber 2.  (New  York  Number — April  1933).  274  pages 
with  56  illustrations.  Per  Clinic  Year  (February  1933 
to  December  1933).  Paper,  $12.00;  Cloth,  $16.00  net. 
Philadelphia  and  London:  W.  B.  Saunders  Company, 
1933. 

This  number  contains  clinical  reports  by  thirty-nine 
New  York  surgeons.  It  includes  forty-one  papers,  of 
which  twenty-five  deal  with  malignancies.  They  de- 
scribe tumors  of  the  lip,  tongue,  larynx,  esophagus, 
lung,  stomach,  rectum,  bladder,  kidney,  uterus  and 
breast.  Combined  with  other  surgical  conditions  this 
presents  a valuable  and  instructive  volume. 
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TREND  OF  VENEREAL  DISEASES  IN 
OREGON 

Taliaferro  Cl.ark,  M.  D. 

Assistant  Surgeon  General,  U.  S.  Public  Health 
Service 

Lida  J.  Usilton 
Associate  Statistician,  U.  S.  P.  H.  S. 

F.  D.  Stricker,  M.  D. 

Health  Officer  for  Oregon 
PORTLAND,  ORE. 

PURPOSE  AND  CONTENT 

On  July  15,  1927,  a state- wide  one-day  census 
of  cases  of  venereal  disease  under  treatment  or 
observation  in  Oregon  was  made.  The  desir- 
ability of  determining  the  extent  of  a health 
problem  is  a primary  step  in  an  organized  effort 
to  eradicate  an  infectious  disease.  The  results 
of  this  study  gave  a base  line,  from  which  to  de- 
termine the  future  trend  of  these  diseases.  It  is 
of  equal  importance  to  learn  the  success  with 
which  the  measures  set  up  for  the  control  and 
prevention  of  a disease  are  meeting  so  that,  if 
there  are  weaknesses  in  the  defense,  these  can  be 
strengthened,  and  if  there  are  any  efforts  which 
are  more  or  less  ineffective,  these  can  be  dis- 
carded. Therefore,  the  United  States  Public 
Health  Service,  at  the  request  of  the  State 
Health  Department,  resurveyed  Oregon  for  the 
prevalence  of  venereal  disease  after  a three-year 
interim  (October  31,  1930).  Obviously,  this 
second  step  is  one  of  real  significance  for  the 
guidance  of  the  health  officer  and  all  those  con- 
cerned with  the  control  of  syphilis  and  gonor- 


rhea, in  whose  wake  follow  such  disastrous  re- 
sults. 

Although  a prevalence  survey  for  venereal  dis- 
eases has  been  made  in  a number  of  commun- 
ities throughout  the  United  States,  Oregon  is  the 
only  state  which  has  been  surveyed  in  its  en- 
tirety. Even  though  the  population  of  this  state, 
according  to  the  United  States  Census  of  1930, 
is  less  than  one  million,  it  may  be  considered 
quite  representative  of  the  West  Coast  and 
Rocky  Mountain  Division.  Oregon  represents  a 
division  between  rural  and  urban  population  sim- 
ilar to  that  occurring  in  the  United  States  in 
1920.  There  are  only  two  cities  in  the  State 
with  a population  greater  than  25,000,  Portland 
and  Salem.  The  population  of  Portland,  301,815, 
represents  one-third  of  the  total  of  Oregon.  One- 
third  of  the  population  resides  in  unincorporated 
territory.  The  total  population  consists  of  98 
per  cent  white,  two-tenths  of  one  per  cent  negro 
and  the  remainder  are  Indians,  Chinese  and  Jap- 
anese. The  males  in  Oregon  form  52  per  cent 
of  the  population. 

method  op  survey 

In  the  resurvey  of  1930  the  method  used  in 
the  original  survey  of  1927  was  followed  as 
closely  as  possible  so  that  the  results  of  the  two 
might  be  comparable.  All  sources  of  treatment 
of  the  sick  were  sent  a questionnaire,  requesting 
the  number  of  cases  of  syphilis  and  gonorrhea 
under  treatment  or  observation  as  of  the  survey 
date.  These  data  were  given  by  the  stage  of  the 
disease  at  which  the  patient  was  admitted  to 
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of  cases  re- 
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reports 

no  cases 

cases 

cases 

reported 

• ach  source 

Total 

1,319 

806 

513 

38.9 

4,879 

Physicians 

877 

416 

461 

52.6 

4,241 

.9 

Other  Private  Practitioners 

356 

328 

28 

7.9 

92 

1.9 

Clinics,  hospitals  and 

86 

62 

24 

27.9 

546 

11.2 

institutions. 

Table  1.  Source  of  reports 

and  the 

number  of  cases 

of  syphilis 

and  gonorrhea 

under  treatment  or  ob- 

aervation  on  October  31,  1930,  in  Oregon. 


GONORRHEA 


Cases 

Rate 

Cases 

Rate 

Cases 

Rate 

Total 

Acute 

Chronic 

Tennessee  (34  counties) 

5,023 

3.51 

2,660 

1.86 

2,363 

1.65 

Oregon  (resurvey  data  1930) 

2,201 

2.31 

1,410 

1.48 

791 

83 

Mississippi  (16  counties) 

1,977 

3.55 

1,026 

1.84 

951 

1.71 

Virginia  (18  counties) 

3,722 

3.11 

2,214 

1.85 

1,508 

1.26 

New  York  State  (excl.  New  York  City) 

10,738 

1.86 

5,219 

.90 

5,519 

.96 

SYPHILIS 

Tennessee  (34  counties) 

6,323 

4.42 

2,438 

1.70 

3,885 

2.72 

Oregon  (resurvey  data  1930) 

2,678 

2.81 

857 

.90 

1,821 

1.91 

^lississippi  (16  counties) 

2,225 

3.99 

959 

1.72 

1,266 

2.27 

Virginia  (18  counties) 

4,753 

3.97 

1,775 

1.48 

2,978 

2.48 

New  York  State  (excl.  New  York  City) 

15,732 

2.72 

3,791 

.66 

11,941 

2.06 

Table  2.  Rates  per  1,000  population  of  total  cases  of  venereal  disease  under  treatment  or  observation 
in  five  States  of  the  United  States,  by  stage  of  the  disease. 


treatment,  and  the  sex  and  race  of  the  patient. 
In  addition  to  these  prevalence  data,  the  ques- 
tionnaire of  1930  also  sought  information  as  to 
the  incidence  of  venereal  disease,  or  the  number 
of  persons  who  reported  for  treatment  for  the 
first  time  during  the  month  of  September. 

definition  of  TERMS 

“Prevalence”  represents  the  number  of  persons 
under  treatment  or  observation  as  of  the  survey 
date  by  all  authorized  sources  of  treatment  in 
the  State  of  Oregon;  “incidence”,  the  number 
of  persons  who  reported  for  the  lirst  time  for 
the  treatment  of  syphilis  or  gonorrhea  during 
the  month  of  September  1930,  regardless  of 
whether  or  not  the  disease  had  passed  the  early 
or  acute  stage.  “Early”  is  the  term  used  to  des- 
ignate those  cases  of  syphilis  in  which  one  year 
or  less  has  elapsed  since  the  approximate  date 
of  infection  and  “late”  includes  all  cases  in  which 
more  than  one  year  has  elapsed.  “Acute”  cases 
of  gonorrhea  are  those  in  which  six  months  or 
less  have  elapsed  since  the  approximate  date  of 
infection  and  “chronic”  refers  to  those  in  which 
more  than  six  months  have  elapsed. 

DISTRIBUTION  OF  CASES  UNDER  SOURCES  OF 

TREATMENT 

In  Oregon  90  per  cent  of  the  sources  of  treat- 
ment returned  the  questionnaire.  Of  the  1,319 


sources  of  treatment  reporting,  66.5  per  cent 
were  physicians,  27  per  cent  osteopaths,  chiro- 
practors and  other  practitioners,  and  6.5  per  cent 
clinics,  hospitals  and  institutions.  Although  only 
2 per  cent  of  the  patients  reported  sought  treat- 
ment from  the  osteopaths,  chiropractors  or  other 
practitioners,  data  were  assembled  from  these 
sources  in  order  to  make  as  complete  as  possible 
the  prevalence  report.  In  Oregon  39  per  cent 
of  the  total  sources  of  treatment  reporting  stared 
they  had  one  or  more  cases  of  venereal  disease 
under  treatment.  This  percentage  is  slightly 
lower  than  that  found  as  an  average  in  the  total 
surveyed  communities  throughout  the  United 
States. 

From  table  1 it  will  be  noted  that  87  per  cent 
of  the  cases  of  venereal  disease  under  treatment 
or  observation  are  in  the  hands  of  the  private 
practitioner,  as  compared  with  11  per  cent  in 
the  clinics,  hospitals  and  institutions.  The  rate 
for  public  clinics  in  Oregon  is  lower  than  that 
in  the  twenty-five  communities  surveyed 
throughout  the  United  States,  in  which  the  aver- 
age is  33  per  cent  of  the  total  cases,  varying  from 
16  per  cent  in  Iowa  to  73  per  cent  in  Baltimore, 
Maryland^.  However,  the  percentage  of  cases  in 

1.  Clark,  T.  and  Usilton.  L.  J.;  Survey  of  Venereal 
Diseases  in  City  of  Baltimore,  Baltimore  County  and 
the  four  Contiguous  Counties.  Ven.  Dis.  Inf.  12:437- 
456,  Oct  20,  1931. 
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SYPHILIS 


GONORRHEA 


County  in 

Case  rates  per 

1,000 

Per  cent 

of  increase  or  de- 

Case  rates  per 

1,000 

Per  cent 

of  increase  or  de- 

Oregon 

population  in 

1930 

crease,  1930  over 

1927 

population  in 

1930 

crease,  1930  over 

1927 

0 

Total 

Early 

Late 

Total 

Acute 

Chronic 

Total 

Early 

Late 

Total 

Acute 

Chronic 

Bakci- 

.36 

.24 

.12 

-53.8 

(*) 

-84.6 

.36 

.36 

— 

-7.7 

(*) 

-100.0 

Benton 

.48 

.18 

.30 

-20 

200.0 

-30.2 

.60 

.54 

.06 

-20.0 

-3.6 

-68,4 

Qackami.j 

.50 

.15 

.35 

-47.9 

-6.3 

-56.3 

.93 

.61 

.32 

-21.8 

-11.6 

-36.0 

Oatsop 

2.65 

.80 

1.85 

-16.4 

-33.3 

-6.1 

2.56 

.90 

1.66 

-.4 

-2Q.4 

-15.3 

Columbia 

1.65 

.25 

1.40 

61.8 

-30.6 

112.1 

1.55 

1.00 

.55 

158.3 

233.3 

83.3 

Coos 

1.76 

.70 

1.06 

-24,8 

-45.7 

1.0 

1.94 

1.13 

81 

-12.6 

-27.6 

22.7 

Crook 

.30 

- 

.30 

(*) 

(=.) 

(*) 

.90 

— 

.90 

-62.8 

-100.0 

309.1 

Curry 

— 

— 

— 

(*) 

(*) 

(*) 

— 

— 

(*) 

(*) 

(*) 

Deschutes 

.88 

.14 

.74 

-71.9 

-88.8 

-60.6 

1.63 

.88 

.75 

-66.9 

-66.9 

-67.0 

Douglas 

.59 

.04 

.55 

-36.6 

-87.1 

-11.3 

.73 

.46 

.27 

-56.5 

-64.1 

-32.5 

Gilliam 

.58 

.29 

.29 

-38.9 

(*) 

-69.5 

.58 

.58 

— 

-18.3 

141.7 

-100.0 

Grant 

2.19 

1.01 

1.18 

508.3 

(*) 

227.8 

2.69 

2.19 

.50 

13.5 

33.5 

-31.5 

Harney 

.34 

.34 

— 

36.0 

(*) 

-100.0 

.85 

34 

.51 

13.3 

36.0 

2.0 

Heod  River 

.67 

.11 

.56 

13.6 

-8.3 

19.1 

.78 

.67 

.11 

32.2 

42.6 

8.3 

Jackson 

1.18 

.21 

.97 

-29.3 

-57.1 

-17.8 

1.37 

.82 

.55 

-24.3 

-35.4 

1.9 

Jefferson 

— 

— 

— 

(*) 

(*) 

(*) 

— 

— 

— 

(*) 

(*) 

(*) 

Josephine 

2.44 

.87 

1.57 

1085 

123.1 

101.3 

1.74 

1.57 

.17 

-16.7 

-14.2 

-34.6 

Klamath 

4.29 

1.57 

2.72 

-27.9 

-7.1 

36.2 

3.67 

2.47 

1.20 

-29.7 

19.9 

-62.0 

Lake 

.42 

.21 

.21 

68.0 

-16.0 

2.90 

2.28 

.62 

480.0 

356.0 

(♦) 

Lane 

.48 

.15 

.33 

-69.0 

-70  0 

-68.6 

.96 

.72 

.24 

-47.3 

-14.3 

-75.5 

Lincoln 

.30 

.10 

.20 

-61.0 

-67.7 

-56.5 

1.11 

.91 

.20 

-54.9 

-40.9 

-78.3 

Linn 

.24 

— 

.24 

-36.8 

-100.0 

-29.4 

.89 

.61 

.28 

-19.8 

-6.2 

-39.1 

Malheur 

.62 

.35 

.27 

-34.0 

-44.4 

-12,9 

3.20 

2.31 

.89 

93.9 

165.5 

14.1 

Marion 

1.19 

18 

1.01 

-47.6 

-14.3 

-51.0 

1.54 

1.01 

.53 

-11.5 

-8.2 

-17.2 

Morrow 

1.22 

.61 

.61 

.8 

103.3 

-33.0 

.81 

.81 

— 

-11.0 

6.6 

-100.0 

Polk 

.71 

.41 

.30 

407.1 

(*) 

114.3 

.95 

.65 

.30 

131.7 

91.2 

328.6 

Multnomah 

.28 

.14 

.14 

-53.3 

-12.5 

-68.2 

.08 

.05 

.03 

-52.9 

(*) 

-82.4 

(excl.  Port.) 

Portland  City 

6.45 

2.12 

4.33 

42.4 

82.8 

28.5 

4.29 

2.75 

1.54 

8.1 

24.4 

-12.5 

Sherman 

— 

. - 

-100.0 

-100.0 

-100  0 

— 

— 

. — . 

-100.0 

-100.0 

(*) 

Tillamook 

1.52 

.42 

1.10 

322.2 

133.3 

511.1 

.76 

.42 

.34 

-51.6 

-23.6 

-66.7 

Umatilla 

1.52 

.33 

1.19 

39.4 

-28.3 

88.9 

2.34 

1.15 

1.19 

114.7 

667 

197.5 

Union 

1.37 

.11 

1.26 

37.0 

-54.2 

65.8 

1.77 

1.71 

.06 

-14.1 

108.5 

-95.2 

Wallowa 

.64 

— 

.64 

(*) 

(*) 

(*) 

.26 

.13 

.13 

(*) 

(*) 

(*) 

Wasco 

1.50 

.71 

.79 

7.9 

61.4 

-16.8 

237 

1.82 

.55 

70.5 

37.9 

685.7 

W ashington 

.73 

.33 

.40 

461.5 

153.8 

(*) 

.89 

.69 

.20 

-16.0 

20.0 

-100  0 

Wheeler 

.71 

— 

.71 

-57.5 

-100.0 

6.0 

— 

— . 

— 

-100.0 

-100.0 

(*) 

Yamhill 

1.32 

.27 

1.05 

144.4 

50.0 

191.7 

1.91 

.41 

1.50 

21.7 

-38.8 

66.7 

Total 

2.81 

.90 

1.91 

17.6 

38.5 

9.8 

2.31 

1.48 

.83 

-1.7 

11.3 

-18.6 

*No  cases  in  1927  or  none  in  both  1927  and  1930. 

Table  3.  Case  rates  per  1,000  population  in  1930  for  syphilis  and  gonorrhea,  and  the  percentage  increase 
or  decrease  in  these  case  rates,  1930  over  1927,  in  the  counties  of  Oregon. 


public  clinics  in  Oregon  is  nearly  twice  as  high 
in  the  1930  survey  as  it  was  in  1927.  This 
seeking'  of  public  clinic  care  is  undoubtedly  large- 
ly due  to  the  economic  depression. 
case  rates  per  1,000  POPULATION  IN  OREGON 
The  resurvey  of  Oregon  in  1930  gave  a prev- 
alence rate  per  1,000  population  of  2.81  for 
syphilis  and  2.31  for  gonorrhea.  The  rates  for 
syphilis  and  gonorrhea  were  considerably  higher 
for  the  males  than  for  the  females.  However, 
in  either  sex  there  were  fewer  syphilitics  under 
treatment  admitted  with  a diagnosis  of  early 
syphilis  than  of  those  who  had  waited  until 
it  had  shown  late  manifestations.  A much 
higher  percentage  of  gonorrhea  cases  had  come  to 


treatment  while  their  infection  was  in  the  acute 
stage  than  had  come  under  treatment  for  a chron- 
ic condition.  The  case  rates  for  syphilis  and  gon- 
orrhea in  Oregon  are  lower  than  those  found  in 
surveys  of  Tennessee,  Mississippi  or  Virginia, 
where  there  is  a large  colored  population,  but 
closely  approximate  those  found  in  up-state  New 
York  as  shown  in  table  2^. 

In  table  3 the  case  rates  per  1,000  population 
are  given  for  the  individual  counties  of  Oregon 
for  1930  with  the  percentage  increase  or  decrease 
in  the  rates  during  the  three-year  period.  There 
are  several  counties  in  which  there  is  a tremen- 

2.  Stokes,  J.  H.  et  al.:  Cooperative  Clinical  Studies 
in  the  Treatment  of  Syphilis.  Ven.  Dis.  Inf.  13:207, 
June  20,  1932;  253,  July  20,  1932. 
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County 

Per  cent 

received 

1927 

1930 

Baker  

81 

78 

Benton  

100 

100 

Clackamas  

88 

84 

Clatsop  

92 

91 

Columbia  

100 

92 

Coos  

77 

100 

Crook  

100 

100 

Deschutes  

100 

69 

Douglas 

85 

94 

Gilliam 

lOO 

100 

Grant  

71 

75 

Harnev 

100 

67 

Hood  River  

77 

100 

Jackson  

90 

93 

Jefferson  

100 

100 

Josephine 

100 

63 

Klamath 

89 

96 

Lake  

100 

67 

Lane  

87 

85 

1927 

Total 

88 

Table  4.  Percentage  of  questionnaires  returned  b 
counties  of  Oregon. 


duous  increase  in  the  cases  reported  under  treat- 
ment, which  in  some  instances  is  probably  due 
to  failure  to  receive  complete  returns  from  phy- 
sicians. Table  4 gives  the  percentage  of  physi- 
cians in  each  county  reporting  in  both  surveys. 

SIGNIFICANCE  OF  THE  TREND  OF  VENEREAE 
DISEASES  IN  OREGON 

In  1930  the  gonorrhea  case  rate  showed  a de- 
crease of  1.7  per  cent  over  the  1927  reported 
cases.  This  decrease  was  greater  among  males 
than  among  females.  Syphilis  case  rates  showed 
a total  increase  of  17.6  per  cent,  or  584  cases, 
19.1  per  cent  increase  for  males  and  16.4  per 
cent  for  females.  More  interesting  than  the  ac- 
tual increase  or  decrease  in  these  diseases  is  the 
stage  of  the  disease  in  which  the  patients  come 
for  treatment.  Although  there  is  an  increase  in 
the  number  of  patients  coming  to  treatment  in 
both  the  early  and  late  stage  of  syphilis,  the  in- 
crease for  early  was  nearly  four  times  that  for 
the  late.  In  gonorrhea  the  acute  cases  showed 
an  increase  of  11  per  cent,  while  the  chronic 
cases  decreased  nearly  19  per  cent. 

While  the  casual  observer  might  feel  some 
alarm  at  the  increase  in  the  number  of  early 
cases  of  syphilis,  there  are  many  reasons  why 
an  increase  in  this  type  of  case  coming  to  treat- 
ment is  most  encouraging.  In  spite  of  an  ap- 
parent continued  and  definite  increase  in  the 
number  of  persons  infected,  the  control  of  syph- 
ilis is  practically  assurred,  if  all  patients  can  be 
educated  to  the  desirability  of  early  and  adequate 
treatment.  This  feeling  is  engendered  by  the  re- 
sults of  recent  studies  which  have  revealed  the 
large  number  of  individuals  who  either  do  not 


Countv  Per  cent  received 

1927  1930 

Lincoln  85  66 

Linn  95  82 

Malheur  100  11 

Marion  90  82 

Morrow  100  75 

Polk  88  100 

Multnomah  (Excl.  Portland)  100  50 

Portland  City  85  89 

Sherman  100  100 

Tillamook  87  100 

Umatilla  99  77 

Union  92  91 

W allowa  100  100 

Wasco  100  84 

Washington  90  100 

W'heeler  100  100 

Yamhill  77  80 

Curry  100  — 


1930 

88 

y physicians  in  1927  as  compared  with  1930  in  the 


remain  under  treatment  until  the  maximum  bene- 
fits have  been  received,  are  self -treated^,  or 
treated  by  unqualified  persons,  such  as  remedy 
companies,  charlatans  and  the  like,  or  else  remain 
entirely  untreated^. 

Obviously  any  concerted  effort  on  the  part  of 
those  interested  in  the  health  of  the  community, 
either  medically  or  socially,  results  in  an  increased 
number  of  persons  coming  for  treatment.  Thus 
we  feel  that  health  officers  should  be  encouraged 
to  continue  their  attempts  to  disseminate  infor- 
mation whereby  the  rural  physician  may  be  able 
to  diagnose  the  chancre  either  through  the  mor- 
phology of  the  lesion,  or  better  still,  have  his 
suspicion  sufficiently  aroused  to  prompt  him  to 
make  use  of  the  state  laboratory  facilities  to 
definitely  diagnose  syphilis  by  a positive  Wass- 
ermann  reaction.  Of  course,  this  is  true  not  only 
of  the  rural  physician  but  also  of  those  urban 
physicians  who  are  not  equipped  with  modern 
facilities  for  diagnosing  syphilis.  This  point 
cannot  be  too  strongly  stressed,  for  it  is  certain- 
ly these  private  physicians  who  see  the  patient 
with  his  initial  lesion  and,  if  they  promptly  recog- 
nize the  lesion  as  syphilis  and  advise  as  to  its 
proper  treatment,  much  can  be  done  to  check 
the  spread  of  the  disease. 

With  the  seeking  of  early  and  adequate  treat- 
ment there  will  be  a perceptible  drop  in  the  num- 
ber of  cases  with  late  manifestations  of  syphilis 
coming  under  treatment.  This  drop  will  occur 
not  only  in  the  adult  but  also  in  the  congenital 
case  rate.  The  number  of  congenital  syphilitics 


3.  Auerbach,  S.  M.,  Unpublished  data  in  the  files 
of  American  Social  Hygiene  Association. 

4.  Auerbach.  S.  M. : vide  supra. 
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Locality 

Case 

rates  per  1,000  population 

Percentage  of 
in  case  rates 

increase 
per  1,000 

or  decrease 
population, 

Total 

in  1930 
Early 

Late 

1930  over  1927 
Total 

Early 

Late 

Portland,  Oregon 

6.45 

2.12 

4.33 

42.4 

82.8 

28.5 

Oregon  State 

2.81 

.90 

1.91 

17.6 

38.5 

9.8 

Up-State  New  York 

2.72 

(1) 

(1) 

15.7 

(1) 

(1) 

Total  14  communities 

6.54 

2.67 

3.87 

-4.4 

13.1 

-13.4 

Cities  of  14  communities 
Over  75,000  population — 

Peoria,  111. 

6.42 

2.45 

3.97 

-15.2 

137.9 

-39.3 

Huntington,  W.  Va. 

9.67 

6.05 

3.63 

49.5 

177.5 

-15.4 

50,000  to  75,000  population— 

Wheeling,  W.  Va. 

6.20 

2.04 

4.15 

-22.0 

-20.9 

-22.7 

Decatur,  111. 

6.75 

2.30 

4.45 

-18.7 

13.9 

-29.3 

25,000  to  50,000  population — 

Lexington,  Ky 

21.45 

4.13 

17.32 

.8 

-61.3 

63.1 

El  Dorado,  Ark. 

8.65 

5.36 

3.29 

-28.5 

-9.6 

-46.6 

Paducah,  Ky. 

423 

1.85 

2.39 

-26.3 

-9.8 

-35.2 

Texarkana,  Ark. 

4.35 

2.85 

1.50 

-48.8 

-10.4 

-71.8 

Counties  of  14  communities — 

LaSalle  District,  111. 

1.45 

.57 

.88 

72.6 

103.6 

57.1 

Pike  County,  Ky. 

2.29 

1.19 

1.10 

-5.4 

-8.5 

-1.8 

Logan  County,  W.  Va. 

7.07 

3.66 

3.42 

61.1 

137.7 

20.0 

Morgan  County,  111. 

1.61 

.29 

1.31 

-39.7 

-3.3 

-44.7 

Greenbrier  County,  W.  Va. 

.78 

.33 

.45 

41.8 

120.0 

12.5 

Scott  County,  Ky. 

3.26 

2.50 

.76 

-19.5 

111.9 

-73.5 

(1)  Data  not  available. 

Table  5.  Case  rates  per  1,000  population  for  syphilis  under  treatment  in  1930,  showing  the  disease  by 
stage  and  the  percentage  of  increase  or  decrease  in  the  case  rates,  1930  over  1927. 


in  a community  rests  largely  with  the  practice 
of  a routine  Wassermann  in  maternity  clinics 
and  the  availability  of  free  antiluetic  treatment 
for  the  pregnant  women.  In  certain  areas  where 
such  treatment  is  not  available,  as  many  as  26 
per  cent  of  the  individuals  claim  their  syphilis 
is  congenital^.  The  authenticity  of  such  a state- 
ment is  extremely  difficult  to  determine,  yet  such 
a percentage  is  not  unbelievable,  since  21  per 
cent  of  the  population  of  these  localities  show  a 
positive  Wassermann  reaction®. 

COMPARATIVE  trend  OE  VENEREAL  DISEASES  IN 
OTHER  RESURVEYED  COMMUNITIES 

Up-state  New  York  was  resurveyed  for  ven- 
ereal disease  after  a three  year  interval.  Here, 
also,  there  was  an  increase  of  16  per  cent  in 
syphilis,  and  a decrease  of  2 per  cent  for  cases 
of  gonorrhea  under  treatment  in  1930  as  com- 
pared with  1927.  Eight  cities  and  six  counties 
in  four  southern  states  were  resurveyed,  in 
which  the  case  rates  as  a composite  total  showed 
a decrease  for  syphilis  of  4.4  per  cent  and  a de- 
crease for  gonorrhea  of  5.5  per  cent.  However, 
there  was  no  consistency  in  the  trend  for  the  case 
rates  throughout  these  fourteen  communities. 
These  data  are  shown  in  detail  in  tables  5 and  6. 

5.  Clark,  T.:  Control  of  Syphilis  In  Southern  Rural 
Areas.  Published  by  the  Julius  Rosenwald  Fund  in 
1932,  33,  Table  2. 

6.  Clark,  T.:  Control  of  Syphilis  in  Southern  Rural 
Areas.  Published  by  the  Julius  Rosenwald  Fund  in 
1932,  28,  Table  1. 


It  has  been  estimated  that  there  is  a total  of 

624.000  cases  of  syphilis  and  474,000  cases  of 
gonorrhea  constantly  under  treatment  or  ob- 
servation in  the.  United  States^.  Based  on  the  re- 
survey data  in  Oregon,  up-state  New  York  and 
these  fourteen  communities  it  is  estimated  that 
during  the  three  year  period  the  syphilis  patient 
population  day  by  day  has  changed  in  the  United 
States  from  a possible  decrease  of  29,000  to  a 
possible  increase  of  100,000,  whereas  for  gon- 
orrhea there  is  a decrease  of  from  10,000  to 

25.000  cases  constantly  under  treatment. 

The  decrease  in  the  number  of  cases  of  gon- 
orrhea is  viewed  with  much  less  optimism  than 
that  In  the  case  rate  of  a disease  ordinarily 
would  be,  for  it  is  felt  that  those  infected  are 
simply  not  seeking  treatment.  Since  there  is  an 
increase  in  syphilis  there  should  be  a commensur- 
ate increase  in  gonorrhea,  for  these  two  diseases 
are  contracted  in  a similar  manner  and  the  in- 
crease of  one  predicates  the  increase  in  the  other. 

There  are  so  many  factors  responsible  for  the 
fluctuation  in  the  rates  that  they  are  not  assumed 
to  be  a true  index  of  the  total  prevalence  of  these 
diseases  in  the  United  States.  The  best  that  can 
be  said  is  that  they  represent  the  number  of  per- 
sons who,  day  by  day,  are  under  treatment  or 
observation  because  of  gonorrhea  or  syphilis  and 

7.  Usilton,  L.  J.:  Prevalence  of  Venereal  Diseases 
In  the  United  States,  Ven.  Dls.  Inf.  11:542-562,  Dec., 
1930. 
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Percentage  of  increase  or  decrease 
Case  rates  per  1,000  population  in  case  rates  per  1,000  population 
in  1930  1930  over  1927 


Total 

Acute 

Portland,  Oregon 

4.29 

2.75 

Oregon  State 

2.31 

1.48 

Up-State  New  York 

1.86 

(!) 

Total  14  communities 

4.82 

2.92 

Cities  of  14  communities 

Over  75,000  population — 

Peoria,  111. 

6.12 

3.82 

Huntington,  W.  Va. 

2.98 

2.34 

50,000  to  75,000  population — 

Wheeling,  W.  Va. 

3.71 

2.59 

Decatur,  111. 

5.22 

2.90 

25,000  to  50,000  population — 

Lexington,  Ky. 

10.10 

4.24 

Eldorado,  Ark. 

9.80 

6.03 

Paducah,  Ky. 

2.44 

1.58 

Texarkana,  Ark. 

3.69 

2.30 

Counties  of  14  communities — 

La  Salle  District,  111. 

1.57 

.73 

Pike  County,  Ky. 

1.77 

1.34 

Logan  County,  W.  Va. 

11.74 

6.88 

Morgan  County,  111. 

.50 

.35 

Greenbrier  County,  W.  3A. 

1.03 

.75 

Scott  County,  Ky. 

4.37 

3.68 

(1)  Data  not  available. 

Table  6.  Case  rates  per  1,000  population  for  gonon 
stage  and  the  percentage  of  increase  or  decrease  in  the 

its  complications  and  sequelae.  Among  the 
factors  which  influence  the  rates  of  increase  or 
decrease  may  be  mentioned  the  use  made  of  state 
laboratories  for  the  performing  of  diagnostic 
tests,  the  placing  of  educational  measures  in  the 
hands  of  private  practitioners  and  public  clinics, 
the  routine  Wassermanning  not  only  of  expectant 
mothers  but  of  all  hospitalized  patients  and  the 
inclusion  of  nonresident  patients. 

PORTEAND  IN  COMPARISON  WITH  OTHER 
LARGE  CITIES 

It  is  interesting  to  note  the  effect  that  a large 
metropolis  like  Portland  has  on  the  county  case 
rates.  IMultnomah  County,  in  which  Portland  is 
situated,  has  a lower  total  venereal  disease  case 
rate  than  any  other  county  in  Oregon.  Portland 
has  a total  venereal  disease  case  rate  per  1,000 
of  10.74  as  compared  with  a rate  of  8.50  per 
1,000  population  in  1927.  The  case  rates  per 
1,000  population  for  Multnomah  County  (exclu- 
sive of  Portland)  for  both  survey  periods  were 
less  than  1.  In  Portland  the  case  rate  for  syph- 
ilis, 6.45  per  1,000,  was  much  higher  than  that 
for  gonorrhea,  4.29.  This  higher  prevalence  rate 
for  syphilis  is  one  that  has  been  found  to  exist 
in  practically  every  city  surveyed.  However,  it 
does  not  mean  that  there  are  more  fresh  infec- 
tions of  syphilis  than  of  gonorrhea  (in  fact  the 
reverse  of  this  is  true). 


Chronic 

Total 

Acute 

Chronic 

1.54 

8.1 

24.4 

-12.5 

.83 

-1.7 

11.3 

-18.6 

(!) 

-2.1 

(!) 

(1) 

1.90 

-5.5 

14.1 

-25.5 

2.30 

-23.9 

10.1 

-49.6 

.64 

-25.9 

28.6 

-70.9 

1.12 

-34.0 

4.9 

-64.4 

2.31 

-17.7 

-25.5 

-5.7 

5.86 

40.5 

10.1 

74.9 

3.78 

-34.0 

-18.8 

-49.1 

.86 

-52.8 

-40.6 

-65.7 

1.39 

-52.8 

-41.8 

-64.0 

.84 

31.9 

92.1 

5.0 

.43 

-36.3 

5.5 

-71.7 

4.85 

126.2 

118.4 

138.9 

.15 

-67.1 

-52.1 

-81.0 

.28 

255.2 

400.0 

86.7 

.69 

252.4 

371.8 

50.0 

nder  treatment 

ni  1930, 

showing-  the 

disease  by 

case  rates,  1930  over  1927. 

One  of  the  reasons  for  this  condition  is  that 
the  duration  of  treatment  and  observation  is  so 
much  longer  for  syphilis  than  for  gonorrhea  that 
a one-day  census  finds  a greater  accumulated 
load  of  syphilis  cases  under  treatment  than  it 
does  of  gonorrhea.  Among  the  cases  of  syphilis 
the  rate  for  those  applying  for  treatment  after 
the  infection  has  reached  the  late  stage  was  twice 
as  high  as  for  those  who  sought  treatment  early 
in  their  infection.  The  reverse  of  this  is  true 
for  gonorrhea,  the  rate  for  those  with  acute 
gonorrhea  being  2.75  as  compared  with  1.54  for 
those  seeking  treatment  while  the  disease  is  in 
the  chronic  stage.  This  relationship  holds  not 
only  for  males  but  also  for  females. 

When  Portland  is  compared  with  cities  hav- 
ing a population  of  100,000  or  more,  the  case 
rates  are  found  to  be  higher  than  those  for  New 
York  City,  Philadelphia,  Pennsylvania;  Knox- 
ville, Tennessee;  Norfolk  and  Richmond,  Vir- 
ginia. The  Portland  case  rates  for  venereal  dis- 
ease are  lower  than  those  found  in  Cleveland, 
Ohio  ; Detroit,  Michigan ; Saint  Louis,  Missouri ; 
Nashville  and  Memphis,  Tennessee. 

PUBLIC  CLINICS  vs.  PRIVATE  PRACTICE  IN  1930  AS 
COMPARED  WITH  1927 

In  1927  there  were  6.6  per  cent  of  the  venereal 
disease  cases  under  treatment  in  the  public  clinics 
and  during  the  three  year  interval  this  percentage 
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Both  sexes 

Males 

Females 

Early 

Late 

Early 

Late 

Early 

Late 

or 

or 

or 

or 

or 

or 

Total 

acute  chronic 

Total 

acute 

chronic 

Total 

acute 

chronic 

Oregon  State 

Sypliilis  and  gonorrhea  13.1 

8.3 

4.8 

17.0 

11.3 

5.7 

8.9 

5.1 

3.8 

Syphilis  4.2 

1.9 

2.3 

5.3 

2.4 

2.9 

3.1 

1.4 

1.7 

Gonorrhea  8.9 

6.4 

2.5 

11.7 

8.9 

2.8 

5.8 

3.7 

2.1 

Portland 

Syphilis  and  gonorrhea  26.1 

15.3 

10.8 

34.8 

21.2 

13.6 

17.4 

9.4 

8.0 

Syphilis  9.6 

4.2 

5.4 

12.7 

5.5 

7.2 

6.6 

2.9 

3.7 

Gonorrhea  16.5 

11.1 

5.4 

22.1 

15.7 

6.4 

10.8 

6.5 

4.3 

Table  7.  Annual  incidence  rates  per 

1,000 

population  for 

venereal 

diseases  in 

the  State 

of  Oregon  and 

Portland,  Oregon,  1930. 


increased  to  11.2  per  cent.  The  average  number 
of  cases  treated  in  public  clinics  in  the  total  sur- 
veyed territory  in  the  United  States  is  33.0  per 
cent.  The  percentage  for  Oregon  is  lower  than 
that  found  in  any  other  surveyed  community. 
Undoubtedly  this  transference  of  private  prac- 
tice cases  to  public  clinics  is  largely  due  to  the 
present  economic  depression.  Most  of  the  increase 
in  public  clinic  cases  has  been  among  the  patients 
with  syphilis  in  the  late  stages. 

INCIDENCE  OF  venereal  disease  IN  OREGON 

In  table  7 is  given  the  annual  incidence  rates 
per  1,000  population  for  the  State  of  Oregon. 
These  represent  the  number  of  persons  per  1,000 
population  who  seek  treatment  for  venereal  dis- 
ease from  an  authorized  source  for  the  first  time 
during  the  year.  The  percentage  reporting  for 
treatment  while  their  gonorrhea  is  in  the  acute 
stage  is  higher  than  for  those  who  wait  until  it 
has  become  chronic.  This,  however,  is  not  true 
of  either  sex  among  those  suffering  from  a syph- 
ilitic infection. 

Considering  not  only  the  welfare  of  the  in- 
fected individual  but  also  that  of  the  community, 
it  is  most  important  that  all  syphilitics  be  edu- 
cated to  apply  early  for  antiluetic  treatment. 
Recent  studies  have  shown  that,  if  treatment  is 
begun  while  the  disease  is  in  the  early  stage  and 
as  much  as  nine  doses  of  an  arsenical  admin- 
istered, the  chances  for  relapse  are  greatly  re- 
duced, and  if  as  much  as  fifteen  doses  are  ad- 
ministered, the  chances  for  relapse  are  prac- 
tically negligible*.  The  public  health  import  of 
this  is  quite  obvious,  for  undoubtedly  a relapse 
case,  in  his  ignorance  of  the  nature  of  the  in- 
fectiousness of  the  relapse  lesion,  is  a greater 
source  of  danger  to  the  community  than  is  the 
patient  with  an  original  lesion. 

8.  stokes.  J.  H.  et  al.:  Cutaneous  and  Mucosal  Re- 
lapse in  Early  Syphilis  and  its  Differentiation  from 
Reinfection.  Ven.  Dis.  Inf.  12:55-66,  Feb.,  1931. 


ANNUAL  INCIDENCE  OF  VENEREAL  DISEASE 
IN  PORTLAND 

For  Portland,  where  facilities  for  treatment 
of  the  venereal  diseases  are  certainly  more  ade- 
quate than  elsewhere  in  the  state,  the  incidence 
rates  are  shown  separately.  However,  the  same 
relationship  which  existed  throughout  the  state 
also  occurred  in  Portland ; that  is,  a higher  per- 
centage of  syphilitic  patients,  both  male  and  fe- 
male, wait  until  the  disease  has  reached  the  late 
stage  before  applying  for  treatment.  The  gon- 
orrhea annual  incidence  rate  per  1,000  popula- 
tion for  Portland  is  higher  than  that  for  Phila- 
delphia, Pennsylvania,  or  Baltimore,  Maryland. 
However,  in  these  cities  as  in  Portland,  there  are 
more  persons  applying  for  treatment  while  their 
gonorrhea  is  in  the  acute  stage  than  those  who 
wait  until  it  is  chronic.  The  incidence  rate  for 
syphilis  is  practically  the  same  in  Portland  as  in 
Philadelphia  and  is  slightly  lower  than  the  rates 
for  Baltimore.  In  each  of  these  cities  the  in- 
cidence rate  for  those  persons  applying  for  treat- 
ment early  in  the  syphilitic  infection  is  lower  than 
those  who  wait  until  the  disease  has  reached  the 
late  stage.  This  condition  exists  in  spite  of  the 
fact  that  much  of  the  venereal  disease  work  in 
both  Philadelphia®  and  Baltimore  is  done  in 
the  public  clinic.  In  these  cities  the  public  clinics 
treat  from  55  to  72  per  cent  of  the  venereal  dis- 
ease load.  It  would,  therefore,  appear  that  the 
greatest  need  is  the  education  of  the  infected  in- 
dividuals to  seek  early  treatment,  so  as  to  avoid 
the  disastrous  results  both  to  themselves  and  to 
the  community  which  follow  neglect  of  treat- 
ment. 

SUMMARY  AND  CONCLUSIONS 

Eighty-seven  per  cent  of  the  cases  of  venereal 


9.  Edwards,  M.  S.:  A Census  of  Cases  of  Syphilis 
and  Gonorrhea  under  ITreatment  In  Philadelphia.  Ven. 
Dis.  Inf.  11:1-12,  Jan.  'So,  1930. 


272 


Vol.  XXXII,  No.  7 


VENEREAL  DISEASES— STRICKER  et  al 


disease  are  under  treatment  by  the  private  medi- 
cal practitioner  as  compared  with  11  per  cent  in 
clinics,  hospitals  and  institutions,  the  remainder 
being  under  the  treatment  of  other  nonmedical 
private  practitioners.  The  percentage  of  cases 
under  treatment  in  public  clinics  in  Oregon  is 
lower  than  that  in  the  twenty- five  communities 
throughout  the  United  States  which  have  been 
surveyed,  in  which  the  average  is  33  per  cent  of 
the  total  cases.  However,  the  percentage  of  cases 
in  public  clinics  in  Oregon  in  1930  is  nearly  twice 
as  high  as  that  found  in  1927. 

The  resurvey  of  Oregon  in  1930  gave  a prev- 
alence rate  of  1,000  population  of  2.81  for 
syphilis  and  2.31  for  gonorrhea.  The  rates  for 
syphilis  and  gonorrhea  were  considerably  higher 
for  the  males  than  for  the  females.  In  either 
sex  there  were  fewer  syphilitics  under  treatment 
who  were  admitted  with  a diagnosis  of  early 
syphilis  than  of  those  who  had  waited  until 
it  had  shown  late  manifestations.  A high- 
er percentage  of  gonorrhea  patients  come  to 
treatment  while  the  disease  is  in  the  acute  stage 
than  come  under  treatment  after  the  disease  has 
reached  the  chronic  stage. 

The  case  rates  for  syphilis  and  gonorrhea  in 
Oregon  are  lower  than  those  found  in  the  survey 
of  Tennessee,  Mississippi,  or  Virginia,  where 
there  is  a large  colored  population,  but  closely 
approximate  those  found  in  up-state  New  York. 

The  prevalence  case  rates  per  1,000  population 
in  Oregon  showed  a 17.6  per  cent  increase  in 
syphilis  for  1930  over  those  in  1927.  Although 
this  increase  occurred  in  both  the  early  and  late 
stages,  the  increase  for  early  was  nearly  four 
times  that  for  the  late. 

In  gonorrhea  the  acute  cases  showed  an  in- 
crease of  11  per  cent,  while  the  chronic  decreased 
nearly  19  per  cent. 

Up-state  New  York  was  resurveyed  for  ven- 
ereal diseases  after  a three  year  interval  and 
here  also  there  was  an  increase  of  16  per  cent 
in  syphilis  and  a decrease  of  2 per  cent  for  cases 
of  gonorrhea  under  treatment. 

Eight  cities  and  six  counties  in  four  southern 
states  were  resimeyed,  in  which  the  case  rates 
showed  a decrease  for  syphilis  of  4.4  per  cent 
and  for  gonorrhea  5.5  per  cent.  However,  there 
was  no  consistency  in  the  trend  throughout  these 
eight  cities  and  six  counties. 

It  has  been  estimated  that  there  is  a total  of 
624,000  cases  of  syphilis  and  474,000  cases  of 


gonorrhea  constantly  under  treatment  or  ob- 
servation in  the  United  States. 

Based  on  the  resurvey  data  in  Oregon,  up-state 
New  York  and  in  the  eight  cities  and  six  coun- 
ties of  the  four  southern  states  indicated,  it  is 
estimated  that  during  the  three  year  period  the 
number  of  cases  of  syphilis  and  gonorrhea  under 
treatment  or  observation  in  the  United  States  has 
changed  from  a possible  decrease  of  29,000  to  a 
possible  increase  of  100,000,  whereas  for  gon- 
orrhea there  is  an  estimated  decrease  of  from 
10,000  to  25,000  cases. 

There  are  so  many  factors  influencing  the 
rates  that  they  cannot  be  assumed  to  be  a true 
index  of  the  total  prevalence  in  the  United 
States.  The  best  that  can  be  said  is  that  they 
represent  the  number  of  persons  who  day  by 
day  are  under  treatment  or  observation  because 
of  gonorrhea  or  syphilis  or  its  complications  and 
sequelae.  These  rates  represent  the  very  mini- 
mum of  population  infected  with  syphilis  or 
gonorrhea. 

The  incidence  rates  representing  the  number 
of  persons  per  1,000  population  who  seek  treat- 
ment for  their  infection  for  the  first  time  from 
an  authorized  source  during  the  year  is  9.6  for 
syphilis  and  16.5  for  gonorrhea.  The  case  rate 
for  the  syphilis  cases  reporting  with  their  disease 
in  the  early  stage  of  infection  is  lower  than  for 
those  who  wait  until  their  infection  reaches  the 
late  stages.  The  reverse  of  this  is  true  for  gon- 
orrhea, the  rate  for  chronic  being  5.4  per  cent 
while  that  for  acute  is  11.1. 

The  same  relationship  which  existed  through- 
out the  State  also  occurred  in  Portland,  that  is, 
a higher  percentage  of  syphilis  patients  both  male 
and  female  waited  until  the  disease  had  reached 
the  late  stage  before  applying  for  treatment. 

The  incidence  rate  for  syphilis  in  Portland  is 
practically  the  same  as  that  in  Philadelphia,  and 
is  slightly  lower  than  for  Baltimore.  In  each  of 
the  cities  the  incidence  rates  for  those  persons 
applying  for  treatment  early  in  the  syphilitic  in- 
fection is  lower  than  for  those  who  wait  until  the 
infection  has  reached  the  late  stage,  in  spite  of 
the  fact  that  good  public  clinics  are  available.  It 
is,  therefore,  apparent  that  one  of  the  real  needs 
for  the  control  of  the  venereal  diseases  is  the  edu- 
cation of  the  infected  individuals  to  seek  early 
and  adequate  treatment  so  as  to  avoid  the  dis- 
astrous results  of  the  neglect  both  to  themselves 
and  to  the  community. 
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SURGICAL  PROGRESS  IN  1932* 

R.  D.  Forbes,  M.D.,  F.R.C.S.,  Eng. 

SEATTLE,  WASH. 

These  brief  extracts  from  the  surgical  litera- 
ture of  1932  are  intended  to  suggest  the  year’s 
trend  of  thought  in  the  field  of  general  surgery. 

Ersner  and  MendelP  report  two  cases  of  pur- 
ulent meningitis  of  otitic  origin  cured  by  injec- 
tion into  the  carotid  artery.  They  used  a solu- 
tion of  .5  per  cent  acriflavine  and  a colloidal 
solution  of  iodine,  making  the  injections  every 
twelve  hours  for  seven  days.  Although  other 
methods  were  also  used,  they  attribute  the  cure 
entirely  to  the  intracarotid  injections. 

Goldschmidt  and  Hunt^  used  avertin  as  a basal 
anesthetic  three  hundred  and  fourteen  times. 
The  longest  operation  was  six  and  one-half  hours 
and  one  patient  was  anesthetized  four  times.  Sup- 
plemental anesthesia,  inhalation  or  local,  was 
used  in  small  amount.  They  consider  avertin  a 
satisfactory  anesthetic. 

Strasser^  considers  metrazol  a stimulant  of 
choice  for  complications  during  anesthesia.  Its 
action  is  prompt  and  prolonged.. 

Woodbridge^  uses  a carbondioxide  absorption 
technic  for  gas  anesthesia.  A soda-lime  canister, 
in  circuit,  removes  the  carbondioxide.  Oxygen, 
ethylene,  carbondioxide,  ether,  etc.  are  provided 
as  needed.  It  is  simple  and  economical  and 
should  be  widely  adopted. 

Cager  and  Spear^  used  roentgen  irradiation 
for  agranulocytosis.  In  four  of  their  cases  it 
was  the  deciding  factor  for  recovery  and  in  a 
series  of  eighty  cases  the  mortality  was  fifty 
per  cent  as  compared  to  seventy-nine  per  cent  in 
three  hundred  and  forty  treated  by  other  meth- 
ods 

Greer®  administered  fetal  calf  spleen  in  four 
cases  of  agranulocytic  angina;  120  to  180  grams 
daily  produced  an  immediate  rise  in  the  white 
cells. 


*Read  before  a meeting  of  Seattle  Surgical  Society. 
Seattle,  Wash.,  April,  1933. 

1.  Ersner,  M.  S.  and  Mendell,  T.  H.;  Streptococ- 
cic Meningitis  with  Intracarotid  Treatment  and  Re- 
covery; Report  of  2 Cases,  J.A.M.A.  99:1596-1599,  Nov. 
5.  1932. 

2.  Goldschmidt,  E.  P.  and  Hunt,  A.  M. : Tribrometh- 
anolamylenehydrate  (Avertin  fluid):  Report  of  314 
Basal  Anesthesias  Administered  to  225  Patients,  Am. 
J.  Surg.  15:1-11,  Jan.,  1932. 

3.  Strasser,  E.  M.:  Metrazol  as  Stimulant  During 
Surgical  Anesthesia,  Ohio  State  M.  J.  28:123-124,  Feb., 
1932. 

4.  Woodbridge,  P.  D. : Carbon  Dioxide  Absorption 
Method  of  Gas  Anesthesia.  S.  Clin.  North  America. 
12:673-682,  June,  1932. 

5.  Gager,  L.  T.  and  Spear,  A.  J. : Roentgen  Treat- 
ment of  Agranulocytosis:  Report  of  2 Cases  with  Re- 
covery, Am.  J.  Roentgenol.  27:40-45,  Jan.,  1932. 

6.  Greer,  A.  E. : Use  of  Fetal  Spleen  In  Agranu- 
locytosis; Preliminary  Report,  Texas  State  J.  Med. 
28:289-292,  Aug.  1932. 


Connor’^  and  others  report  fourteen  cases 
treated  intravenously  by  leukocytic  extract,  gen- 
tian violet,  acriflavine,  blood  transfusions,  roent- 
gen irradiation,  bone  marrow  extract  and  fetal 
liver.  No  case  recovered  where  the  leukocyte 
count  was  below  one  thousand. 

Allen  and  Camp®,  for  visualization  of  arteries 
of  the  extremities,  used  thorotrast,  injecting  10 
to  20  cc.  into  the  main  artery.  They  consider  it 
the  ideal  medium  for  outlining  the  vessels  in 
such  conditions  as  thromboangiitis  obliterans,  en- 
darteritis obliterans,  aneurism,  etc. 

Eason®  finds  glucose  in  fifty  per  cent  strength 
to  be  an  excellent  styptic  for  oozing  from  var- 
ious surfaces,  such  as  skin  cuts,  epistaxis  and 
bleeding  gums.  For  hematemesis,  one-half  ounce 
is  given  hourly  during  the  day. 

Sheehan^®,  for  the  prevention  of  keloid,  as  in 
operations  about  the  head  and  neck,  has  employed 
radium  emanation.  He  illustrates  one  recurrent 
case,  where  after  excision  a tube  of  radium  em- 
anation was  placed  in  the  wound,  the  edges  be- 
ing pulled  loosely  together.  This  induces  a flow 
of  lympth,  the  retention  of  which,  in  his  opinion, 
is  the  cause  of  keloid  formation. 

White^^  studied  more  than  five  hundred  cases 
of  carbuncle,  one  hundred  of  which  were  treated 
by  nonspecific  protein  therapy.  This  treatment 
surpassed  all  others,  the  pain  with  diminution  of 
toxic  symptoms  being  controlled  in  a few  hours. 
Healing  was  greatly  accelerated.  Aolan  was 
used  in  the  majority, 

Douglas’-^  advocates  a sieve  graft  method 
where  islands  of  skin  1.5  cm.  apart  were  punched 
out.  A whole  thickness  flap  was  then  raised, 
leaving  these  islands  in  place.  This  method  has 
been  used  with  satisfaction  since  his  description 
and  has  merit  in  preference  to  other  methods 
in  certain  types  of  cases.  Sea  sponges  applied 
over  the  dressing  exercise  uniform  and  contin- 
uous pressure.  The  donor  requires  no  skin  graft- 
ing. 

7.  Conner.  H.  M.,  Margolis,  H.  M.  et  al.:  Agranu- 
locytosis and  Hypogranulocytosis,  Arch.  Int.  Med.  49: 
123-150,  Jan.,  1932. 

8.  Allen,  E.  V.  and  Camp,  J.  D. : Roentgenography 
of  Arteries  of  Extremities,  Proc.  Staff  Meet.,  Mayo 
Clin.  7:657-662,  Nov.  6.  1932. 

9.  Eason,  John:  The  Arrest  of  Hemorrhage  by 
Hypertonic  Glucose  Solution.  Lancet  2:1272,  Dec.  10, 
1932. 

10.  Sheehan,  J.  E.:  Clinio  in  Reparative  Surgery. 
Examples  of  Treatment  for  Keloids,  Unilateral  Facial 
Paralysis,  and  of  Various  Applications  of  Skin  Grafts. 
S.  Clin.  North  America,  12:341-356,  April,  1932. 

11.  White,  J.  C. : Progress  in  Surgery  of  Sym- 
pathetic Nervous  System  in  1931,  New  England  J. 
Med.  207:788-795,  Nov.  3.  1932. 

12.  Douglas,  B.:  Sieve  Graft-Stable  Transplant  for 
Covering  Large  Skin  Defects,  Surg.  Gynec.  Obst.  50: 
1018-1023,  June,  1930. 
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Leithaiiser^^  uses  a single  layer  of  gauze  as  a 
dressing  for  Ollier-Thiersch  grafts.  This  encir- 
cles a limb  or  elsewhere,  and  is  held  in  place  by 
adhesive  strapping  along  its  edges.  Dressings 
over  it  may  be  changed  daily,  but  the  gauze  is 
not  removed  for  ten  days  or  more.  It  thus  main- 
tains an  even,  gentle  pressure,  constant  splinting 
and  freedom  from  secretions  and  infection. 

Seeger^^  improved  the  tannic  acid  treatment 
of  burns  by  adding  to  it  a solution  of  sodium 
bicarbonate.  This  alkaline  tannic  acid  solution  is 
less  irritating  and  more  effective. 

Glover^^  removed  the  tannic  acid  coagulum 
when  toxic  symptoms  occurred,  usually  within 
four  to  six  days,  with  Dakin’s  solution.  Early 
skin  grafting  helped  to  prevent  secondary  an- 
emia. 

Blair revived  the  saline  bath  for  certain 
types  of  burns.  When  too  deep  for  tannic  acid 
treatment  or  too  soiled  by  clothing  and  dirt  or 
in  the  fairly  well  patient,  this  bath  of  five  per 
cent  sodium  chloride  was  excellent. 

Klopp^^  discourses  on  the  needless  amputation 
of  breasts  for  chronic  mastitis.  Where  there  is 
no  pain,  discomfort  and  tenderness,  even  though 
glandular  induration  is  noted,  mastitis  is  the  com- 
mon cause.  A lactating  breast  is  never  ampu- 
tated for  cancer  as  its  extreme  malignancy  pre- 
vents cure.  For  function  and  cosmetic  results 
he  advocates  the  transverse  incision  of  Stewart. 

Eggers^*  believes  that  metastases  in  breast 
cancer  can  be  minimized  by  a preliminary  ex- 
cision of  the  growth.  He  condemns  biopsy  when 
only  a section  of  the  tumor  is  removed.  His 
results  have  improved,  since  removal  of  the  tu- 
mor with  a margin  of  a normal  breast  tissue  has 
preceded  the  radical  operation. 

Holman’^®  emphasizes  the  danger  of  manipu- 
lation in  malignant  tumors  of  the  breast.  The 
statistics  in  teaching  hospitals,  where  many  ex- 
aminations are  made,  show  the  poorest  results 

13.  Leithauser,  D.  J.:  Technic  for  Care  of  Ollier- 
Thiersch  Skin  Grafts.  Ann.  Surg.  97:311-313,  Feb. 
1933. 

14.  Seeger,  S.  J.;  Hydrogen-ion  Concentration 
Value  of  Tannic  Acid  Solutions  Used  in  Treatment  of 
Burns.  Surg.  Gynec.  & Obst.  55:455-463,  Oct.,  1932. 

15.  Glover,  D.  M. ; Six  Years  of  Tannic  Acid  Treat- 
ment of  Burns.  Surg.  Gynec.  & Obst.  54:798-805,  May, 
1932. 

16.  Blair,  V.  P.,  et  ah:  Early  Care  of  Burns  and 
Repair  of  Their  Defects.  J.  A.  M.  A.  98:1355-1359, 
April  16,  1932. 

17.  Klopp,  E.  J. : Tumors  of  Breast.  Stewart  In- 
cision for  Radical  Amputation.  S.  Clin.  North  America, 
12:1485-1499,  Dec.,  1932. 

18.  Eggers,  C.:  Radical  Operations  for  Carcinoma 
of  the  Breast.  Ann.  Surg.  96:1098-1102,  Dec.,  1932. 

19.  Holman,  E.:  Cancer:  The  Menace  of  Repeated 
Examinations.  Surg.,  Gynec.  & Obst.  55:667-9,  Nov., 
1932. 


from  operation.  Comparative  statistics  from 
private  clinics  are  impressive. 

Maillefert^o  used  calcium  gluconate  injections 
for  the  prevention  of  postoperative  pulmonary, 
complications.  Its  trial  in  one  hundred  and  forty- 
five  cases  convinced  him  of  its  value.  Injections 
were  begun  the  day  preceding  that  of  operation. 

Narat^^  injected  liver  extract  postoperatively 
in  patients  suffering  from  anemia,  fever  and 
general  weakness.  A remarkable  gain  in  strength, 
increase  in  appetite  and  improvement  in  the 
sense  of  well-being  were  noted. 

Niewiesch^^  studied  the  bacteriology  of  clean 
incisions,  finding  them  sterile  in  only  twenty  per 
cent ; pyogenic  organisms  were  found  in  forty 
per  cent  and  saprophytes  in  forty  per  cent.  The 
subcutaneous  tissue  was  infected  in  eighty  per 
cent,  whereas  the  deeper  layers  were  contam- 
inated in  only  fifty  per  cent.  Thus,  the  skin 
seemed  to  be  the  source  of  infection.  These 
percentages  were  altered  where  the  wound  was 
open  for  more  than  thirty-five  minutes.  Con- 
tamination from  the  air  became  increasingly 
frequent  with  the  length  of  operation.  Clinical 
infection,  however,  was  only  noted  in  three  per 
cent. 

Cunningham^^,  for  excoriation  of  the  abdomin- 
al wall  in  the  presence  of  fecal  fistulae,  applied 
copper-bronze  powder  of  specified  mesh.  At 
times  this  was  incorporated  in  a bronzing  liquid. 
The  results  were  unusually  satisfactory. 

Potter^^,  in  certain  types  of  fecal  fistulae, 
raised  the  patient  two  feet  above  the  bed  on  a 
Bradford  frame.  By  sleeping  face  down  the 
secretions  drained  through  an  opening  in  the 
frame  into  a receptacle.  While  awake  continu- 
ous suction  maintained  by  the  patient  himself 
prevented  skin  digestion.  This  method  was  more 
effective  than  the  local  application  of  remedies. 

Mayer^s  cites  an  experience  of  thirty  years 
and  two  thousand  patients  treated  in  recommen- 

20.  Maillefert,  K. : Calcium  Prophylaxis  of  Post- 
operative Lung  Complications,  Zentralbl.  f.  Chir.  59: 
2163-2165,  Sept.,  3,  1932.  (Abstracted  in  International 
Surgical  Digest,  377,  Dec.,  1932.) 

21.  Narat,  J.  K. : Parenteral  Administration  of  Liver 
Extract  in  Postoperative  Treatment,  Illinois  M.  J.  61: 
498-502,  June,  1932. 

22.  Niewlesch,  H. : Bacteriology  of  Fresh  Operative 
"Wounds  with  Remarks  on  the  Physiologic  Protection 
of  the  "Wound  by  the  Peritoneum.  Beitr.  z.  klin.  Chir. 
156:247-252,  1932.  (Abstracted  in  International  Digest, 
356,  Dec.,  1932.) 

23.  Cunningham,  "W.  F. : Prevention  and  Treatment 
of  Abdominal  "Wall  Excoriation  in  Gastric  and  In- 
testinal Fistulas  by  Copper  Bronzing  Powder.  J.  A. 
M.  A.  98:1643,  May  7,  1932. 

24.  Potter,  E,  B.:  Intestinal  Fistulae;  Method  for 
Preventing  Digestion  of  Skin.  Ann.  Surg.  95:700-703, 
May,  1932. 

25.  Mayer.  I.:  Corrective  Treatment  of  Hernia: 

Observations  from  30  years  of  Experience  in  Injec- 
tion Method.  M.  J.  & Rec.  135:275-278,  March  16,  1932. 
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elation  of  the  injection  method  for  the  cure  of 
inguinal  hernia.  Patients  were  well  selected  and 
treatment  given  over  a period  of  months,  during 
which  time  a truss  was  worn.  He  claims  less 
than  two  per  cent  recurrences. 

Wangensteen-®,  for  large  or  recurrent  inguinal 
herniae,  dissected  a flap  of  fascia  lata  from  the 
thigh,  adjoining  Poupart’s  ligament,  swung  it 
other  the  reconstructed  canal  and  attached  it  to 
the  border  of  the  rectus  sheath.  The  inner  leaf 
of  the  external  oblique  was  then  sutured  over 
this  flap. 

Niessen  and  Potts^',  for  large  recurrent  or 
sliding  herniae,  withdrew  the  testicle  from  the 
scrotum  and  passed  it  from  behind  forwards 
through  an  incision  in  the  internal  oblique  and 
transversalis  muscles  one  inch  above  their  lower 
border  and  close  to  the  rectus.  The  floor  was 
then  repaired,  the  testicle  replaced  in  the  scrotum 
and  the  external  oblique  aponeurosis  closed.  The 
seven  per  cent  of  recurrences  was  explained  by 
its  use  in  difficult  cases  only. 

Baldwin-®  recites  the  many  advantages  of  the 
“ligate  and  drop’’  method  for  appendectomies. 
Fecal  fistulae  are  rare.  Adhesions  have  never 
been  noted  in  subsequent  laparatomies,  and  the 
postoperative  course  is  definitely  smoother.  Dan' 
gers  of  the  purse-string  method  are  enumerated. 

Buerkle^®  comments  on  treatment  of  the  appen- 
dix stump  at  the  Lexer  Clinic  in  thirty-two  hun- 
dred patients.  The  stump  is  ligated  and  a con- 
tinuous peritoneal  suture,  making  a double  row, 
is  placed  to  invert  the  stump.  The  ligature  is 
then  cut  off  just  before  the  suture  is  tightened; 
thus  there  is  no  burying  of  an  infected  stump  or 
ligature. 

Brown®®  and  others  treated  one  hundred  and 
sixteen  duodenal  ulcers  with  gastric  mucin,  thirty- 
seven  being  unimproved  from  previous  ulcer 
therapy.  Relief  was  experienced  quickly  and  im- 
provement noted  in  the  appearance  of  the  ulcer 


26.  Wangensteen,  O.  H.:  A New  Operation  for  the 
Repair  of  Inoperable  or  Recurrent  Inguinal  Hernias. 
Minnesota  Med.  15:448,  June,  1932, 

27.  Niessen  H.  and  Potts,  W.  J. : Results  of  New 
Method  for  Repa'r  of  Inguinal  Hernia.  Am.  J.  Surg. 
17:94-98,  July,  1932. 

28.  Baldwin.  .1.  P. : Prevention  of  Fecal  Fistula 
after  -Appendectomy;  Simple  Ligation  vs.  Precarious 
Purse-string,  Ann.  Surg.  95:704-714,  May,  1932. 

29.  Buerkle-de  la  Camp,  H. : Treatment  of  the  Ap- 
pendi.x  Stump.  Zentralb.  f.Ohir.  59.2082-2086,  August 
27,  1932.  (Abstracted  in  International  Surgical  Digest, 
352,  Dec.  1932.) 

30.  Brown,  E.  F.  G.,  et  al.:  Mucin  Therapy  for  Pep- 
tic Ulcer;  Preliminary  Report  of  Objective  Results  on 
Patients  with  Intractable  Ulcer.  J.  A.  M.  A.  99:98-100, 
July  9,  1932. 


and  the  patient’s  general  condition.  It  was  also 
effective  in  controlling  massive  hemorrhage. 

Bueermann®^  studied  the  pathology  of  ulcers 
of  the  stomach  to  determine  the  relationship  be- 
tween the  benign  and  carcinomatous.  The  be- 
nign ulcer  was  found  to  destroy  the  muscularis, 
whereas  the  malignant  one  invaded  it.  Cancer 
sometimes  developed  primarily  in  the  mucous 
membrane  surrounding  a benign  ulcer.  The 
danger  in  treatment  lies  not  in  the  benign  ulcer 
becoming  malignant  but  that  a malignant  ulcer 
may  be  masking  under  the  picture  of  a benign 
calloused  one. 

Cushing®®  studied  the  relationship  between  in- 
tracranial disease  and  lesions  of  the  upper  gastro- 
intestinal tract.  His  work  indicates  that  the  para- 
sympathetic apparatus  is  affected  by  cortical  or 
psychic  influences.  The  resulting  spasmodic  con- 
traction in  the  stomach  and  duodenum  lead  to 
ischemia  and  ulcer. 

Walters®®  indicates  the  choice  of  surgical  pro- 
cedure for  duodenal  ulcer.  Local  resection,  gas- 
troenterostomy and  partial  gastrectomy  are  eval- 
uated. Where  an  ulcerative  or  hemorrhagic  gas- 
tritis accompanies  duodenal  ulcer,  so  frequently 
noted  in  many  German  clinics,  gastric  resection 
.is  definitely  the  operation  of  choice. 

Robertson®^  and  others  compared  the  five  most 
popular  tests  for  liver  function  and  found  the 
icteric  index  to  be  the  most  valuable.  In  thirty- 
one  patients  who  came  to  operation  the  correct- 
ness of  the  test  was  proved. 

Clute®®  finds  the  urobilinogen  test  for  liver 
function  to  be  reliable,  and  emphasizes  the  im- 
portance of  also  doing  kidney  function  tests.  He 
finds  advantage  in  seriously  jaundiced  patients 
in  doing  a two-stage  operation,  exploring  the 
common  duct  and  relieving  the  obstruction  at  the 
first  stage,  and  removing  the  gallbladder  when 
advisable  at  the  second  stage. 


31.  Bueermann,  W.  H. : Pathologic  Study  of  Criteria 
Differentiating  Chronic  Gastric  Ulcer,  Cancer-on-ulcer 
and  Ulcerating  Carcinoma  of  Stomach,  Northwest  Med. 
31:49-54,  Feb.,  1932. 

32.  Cu.shing,  Harvey:  Peptic  Ulcers  and  Interbrain 
(Balfour  Lecture).  Surg.  Gynec.  & Obst.  55:1-34,  July, 
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33.  Walters,  W. : Choice  of  Surgical  Procedures  for 
Duodenal  Ulcer.  Ann.  Surg.  96:258-268,  Aug.,  1932. 

34.  Robertson,  W,  E,  et  al.:  Functional  Capacity  of 
Liver;  Comparative  Merits  of  6 Most  Popular  Tests. 
J.  A.  M.  A.  99:2071-2078.  Dec.  17,  1932. 

35.  Clute,  H.  M.  and  Veal,  J.  R. : Prediction  of 
Hemorrhage  in  Obstructive  Jaundice  by  Sedimenta- 
tion Rate  in  Obstructive  Jaundice.  S.  Clin.  North 
America,  12:593-598,  June,  1932. 
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Clute  and  VeaP®  investigated  the  sedimenta- 
tion test  of  red  blood  corpuscles  in  cases  of  ob- 
structive jaundice.  Whereas  the  rate  was  af- 
fected by  other  factors,  they  found  it  to  be  a 
valuable  indication  of  the  tendency  to  postopera- 
tive bleeding.  It  is  the  most  reliable  test  with 
which  they  are  acquainted. 

Nygaard®^  tested  the  coagulation  of  the  blood 
plasma  in  ninety  jaundiced  patients.  Comparing 
the  findings  with  two  hundred  and  thirty-eight 
apparently  healthy  persons,  he  found  the  coagu- 
lation rate  a significant  indication  of  the  ten- 
dency to  abnormal  bleeding,  and  believes  it  also 
indicates  to  some  extent  the  degree  of  abnormal 
hepatic  function. 

Whipple^®  also  emphasizes  the  importance  of 
common  duct  exploration  before  removing  the 
gallbladder  in  the  poor-risk  patient.  He  prefers 
to  drain  through  the  stump  of  the  cystic  duct. 
He  values  the  sedimentation  test  and  prefers 
glucose  to  calcium  administered  preoperatively 
for  the  prevention  of  hemorrhage. 

Lahey^^  stresses  the  importance  of  early  diag- 
nosis and  early  operation  in  gallbladder  disease, 
pointing  out  the  hepatic  factor  in  mortality  where 
operation  is  delayed.  He  advises  common  duct 
exploration  in  all  patients  with  jaundice,  a con- 
tracted gallbladder,  a dilated  common  duct  and 
a thickened  head  of  the  pancreas.  Operation 
should  be  avoided  in  infectious  jaundice,  where 
drainage  or  operation  can  be  of  no  value.  Spinal 
anesthesia  is  preferred  in  the  good  risk  patient. 

Sutro  and  Burman^®  injected  mercurochrome 
5 mg.  per  K intravenously  and  produced  ill- 
umination by  fluorescence  of  the  whole  biliary 
system.  A filtered  ultraviolet  radiation  in  a dark 
room  brings  out  the  color.  The  kidney  and  ure- 
ters and  parts  of  the  upper  intestine  are  clearly 
visualized  when  the  dye  has  passed  into  them. 
Its  use  in  abdominal  surgery  is  being  practised  in 
Germany  by  Havlicek. 
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1932. 
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Judd  and  Priestley^  ^ studied  end  results  ot 
gallbladder  operations  done  more  than  twenty- 
two  years  ago.  Cholecystectomy  had  many  ad- 
vantages over  cholecystostomy,  giving  a greater 
symptomatic  relief  and  minimizing  the  necessity 
for  secondary  operations.  Where  stones  were 
removed  from  the  common  duct,  recurrence  was 
not  noted  after  cholecystectomy ; being  necessary, 
however,  in  seven  per  cent  of  gallbladder  drain- 
age cases.  A drained  gallbladder  is  a focus  of 
infection,  fifty  per  cent  forming  calculi  in  the 
gallbladder  or  common  duct,  pancreatitis  and  du- 
odenal ulcer  being  also  noted  as  complications. 
Pain  in  the  upper  abdomen  was  present  in 
thirty-eight  per  cent  after  drainage.  The  better 
ultimate  result  was  experienced  by  the  older 
patients.  The  removal  of  the  appendix  had  no 
effect  on  the  end-result.  Cholecystectomy  was 
equally  effective  whether  stones  were  present  or 
not  in  the  gallbladder.  In  three  hundred  and 
eighty-five  patients  still  living  over  twenty  years, 
cardiovascular  disease  was  present  to  a degree 
far  in  excess  of  the  general  incidence  as  quoted 
by  actuarial  statistics.  Deaths  due  to  cardiovas- 
cular disease  were  more  than  twice  as  common  as 
in  people  of  similar  age. 

Mason  and  Blackford^^  studied  the  histories 
of  six  hundred  patients  in  whom  a diagnosis  of 
chronic  gallbladder  disease  had  been  made.  Where 
cholecystectomy  had  been  done,  eighty-three  per 
cent  had  relief  from  the  symptoms  of  which  they 
complained;  seventy-three  per  cent  had  relief 
from  digestive  disturbances  and  sixty-eight  per 
cent  could  eat  foods  previously  distressing.  Two 
hundred  patients  had  elected  medical  treatment 
and,  after  nine  years  of  observation,  one-third 
were  found  to  be  symptom-free,  one-third  came 
to  operation  in  some  three  to  five  years  and  one- 
third  should  have  come  to  operation  because  of 
the  continuation  of  symptoms.  Results  of  opera- 
tion were  more  satisfactory  where  medical  treat- 
ment had  failed  to  bring  relief.  Risk  of  develop- 
ing surgical  emergencies  under  medical  treat- 
ment were  not  great.  Relief  by  cholecystectomy 
was  less  where  operation  had  been  too  long  de- 
layed. 

Goss'*^  emphasizes  the  close  relationship  be- 
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tween  urticaria  and  disease  of  the  biliary  system, 
which  disease  may  be  latent,  exerting  its  influ- 
ence through  the  defective  functioning  of  a dam- 
aged liver.  Defective  detoxification,  he  believes, 
permits  certain  poisons  to  enter  the  system.  Pa- 
tients with  cirrhosis  of  the  liver,  he  reminds  us, 
have  marked  permeability  of  capillaries,  and  jaun- 
diced patients  are  known  to  bleed  easily.  In  urti- 
caria there  is  a similar  permeability. 

Crohn^^  and  others  discuss  their  experience 
with  regional  ileitis  and  define  it  as  a benign 
thickening  of  the  lower  twelve  inches  of  the 
ileum.  Due  to  an  infection  of  unknown  origin, 
the  disease  may  begin  with  subacute  symptoms 
closely  resembling  those  of  appendicitis.  Often, 
however,  it  has  continued  for  a year  or  more  be- 
fore investigation  has  disclosed  its  nature.  At 
this  time  thickening  and  stenosis  of  the  involved 
bowel  causes  defective  functioning  and  its  en- 
largement with  possible  perforation  and  ad- 
hesions to  other  viscera  suggests  strong  resem- 
blance to  tuberculosis,  syphilis,  actinomycosis  and 
lymphosarcoma.  Vomiting  is  characteristic  of 
the  stenotic  stage  and  there  may  be  cramp-like 
pains  across  the  abdomen.  Slight  fever  with 
loss  of  weight  and  strength,  and  frequent  stools 
may  suggest  the  picture  of  ulcerative  colitis. 
Thus,  we  may  have  the  early  acute  form  resem- 
bling appendicitis,  a later  active  form  resembling 
ulcerative  enteritis  or  colitis,  a chronic  form 
causing  partial  intestinal  obstruction  and  a later 
complicated  type  where  fistulae  have  developed. 
As  medical  treatment  is  of  no  value,  resection, 
which  includes  the  ileocecal  valve,  is  indicated. 
Thirteen  of  fourteen  cases  reported  were  cured. 
With  intractable  fistulae  an  ileotransverse  colos- 
otmy  may  be  advisable. 

Irwin  and  McDonald^®  describe  in  detail  two 
cases  of  phlegmonous  enteritis.  Both  had  died 
within  a few  hours  after  operation  and  the  speci- 
mens were  submitted  to  microscopic  examination. 
Clinically,  the  condition  has  an  acute  onset,  with 
rigors,  and  may  simulate  mesenteric  thrombosis 
or  strangulation  of  the  bowel.  There  is  an  acute 
infection  of  the  whole  bowel  wall  including  the 
peritoneum,  the  length  of  involvement  being 
from  six  to  ten  inches.  At  operation  the  bowel 
is  found  to  be  edematous,  enormously  thickened, 
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acutely  inflamed  and  covered  with  patches  of  ad- 
herent lymph.  In  both  cases  the  short-chain 
streptococcus  was  found  and  it  is  suggested  that 
local  injury  as  by  a fish  bone  may  have  been  a 
cause.  The  authors  were  able  to  collect  from 
the  literature  a few  similar  cases,  most  of  which 
were  of  the  duodenum  or  colon. 

Babcock'*®  has  devised  an  operation,  where  the 
cure  of  multiple  abdominal  fistulae  is  effected 
by  short  circuiting  the  proximal  segment  of  ileum 
into  the  rectum,  the  end  of  the  intestine  being 
pulled  through  an  incision  in  its  anterior  wall. 
Thus  a perineal  ileostomy  is  formed.  The  in- 
evitable skin  irritation  is  controlled  by  lead  water 
and  carbolic  or  by  the  application  of  concentrated 
tincture  of  benzoin  compound.  After  some  weeks 
bowel  absorption  of  water  becomes  adjusted  and 
a formed  stool  results. 

Graves*^  recommends  the  iodine  stain  of  the 
cervix  uteri  for  the  detection  of  epithelioma. 
Schiller  noted  the  fact  that  carcinoma  always 
starts  in  the  squamous  epithelium  near  the  os. 
Lugol’s  solution  stains  healthy  epithelium  a ma- 
hogany brown,  whereas  early  cancer  remains 
white  or  pink  in  contrast.  The  endocervix  and 
certain  cyst  formations,  ulcers  and  erosions,  may 
confuse  for  a positive  test  but  a negative  test 
for  cancer  is  of  the  greatest  value. 

Keene  and  Payne*^  analyzed  the  results  of 
radium  treatment  in  functional  bleeding  of  the 
uterus.  In  three  hundred  and  forty-four  cases 
it  has  been  wholly  satisfactory.  They  now  use 
smaller  doses,  giving  about  600  mg.  hrs,  to 
patients  between  thirty  and  forty  years  of  age. 
They  believe  that  even  400  mg.  hrs.  will  control 
the  bleeding  in  one  hundred  per  cent  of  cases  and 
be  associated  with  fewer  menopausal  symptoms. 
It  may  be  necessary  to  repeat  the  radiation. 

Mayo,  C.  recalls  the  known  importance 

of  the  endocervix  as  a focus  of  infection.  Disease 
more  readily  sets  in  after  subtotal  hysterectomy. 
In  the  last  twenty  years  ninety-nine  patients  were 
seen,  where  cancer  of  the  cervix  developed  fol- 
lowing subtotal  hysterectomy ; more  than  one- 
half  of  these  within  three  years. 
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Cowie  and  I licks®®  administered  bacteriophage 
in  forty-six  patients  with  colon  bacillus  infection 
of  the  urinary  tract.  It  was  given  subcutane- 
ously, intravenously  and  into  the  kidney  pelvis 
with  the  ureteral  catheter.  To  be  effective  it  must 
be  developed  from  the  patient’s  own  organism. 

Cain  and  Oury®^  used  a subcutaneous  injec- 
tion of  pilocarpine  subnitrate,  I cc.  of  one  per 
cent  aqueous  solution,  for  retention  of  urine  of 
reflex  origin.  Micturition  invariably  followed 
from  within  ten  to  thirty  minutes. 

Cabot® 2 warns  against  delay  in  postoperative 
catheterization.  Bladder  infection  only  follows 
where  an  overdistended  bladder  has  been  relieved 
too  suddenly.  He  emphasizes  the  fact  that  a 
healthy  bladder  is  not  infected  by  the  introduc- 
tion of  bacteria  or  by  the  trauma  of  catheteriza- 
tion. Distention  alone  will  not  cause  infection. 
He  advises  catheterization  when  about  three 
hundred  cc.  have  collected  in  the  bladder,  usually 
about  the  twelfth  to  fiftenth  hour  postopera- 
tively. 

Krieg®^  warns  against  injection  of  veins  in  the 
presence  of  thrombophlebitis  migrans.  This  con- 
dition is  best  treated  by  rest,  restricted  diet  and 
calcium.  Leukopenia  and  accelerated  sedimenta- 
tion of  red  blood  cells  are  constant. 

DeTakats®^  explains  the  occasional  severe  in- 
fection following  injection  as  being  due  to  a 
resting  infection  in  varicose  veins.  Routine  cul- 
tures of  fifty-eight  sections  from  such  veins  gave 
a growth  in  fifty  per  cent.  He  believes  that  the 
lack  of  activity  is  due  to  the  fibrous  character  of 
the  venous  tissue  which  constrains  bacterial 
growth. 

Stone®®  recommends  ligation  of  the  saphenous 
vein  just  below  the  femoral  in  cases  of  thrombo- 
phlebitis of  the  legs.  He  cites  four  recent  cases 
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where  a pulmonary  embolus  had  occurred,  two 
of  which  were  fatal.  He  derides  the  present 
passive  attitude  towards  this  condition. 

Shands®®  treated  twenty-three  ulcers  of  the  leg 
by  the  Wright  method  and  feels  that  any  such 
ulcer  can  be  cured  at  the  rate  of  one  square  inch 
per  week.  Pain  is  quickly  relieved,  the  patient 
is  kept  at  work,  and  recurrence  does  not  take 
place.  Any  visible  varicose  vein  above  the  ulcer 
is  injected  and  the  leg  is  wrapped  snugly  with 
an  elastic  adhesive  plaster  bandage.  The  bandage 
is  changed  once  or  twice  weekly. 

Homans®^  warns  against  the  acute  streptococcic 
infection  of  the  legs  in  the  presence  of  epider- 
mophytosis. There  may  be  no  apparent  abrasions 
and  the  cellulitis  may  develop  with  or  without 
lymphangitis.  A powder  containing  twenty  per 
cent  sodium  thiosulphate  in  boric  acid  was  used 
effectively. 

West  ®*,  in  a classic  description  of  the  reticulo- 
endothelial system,  portrays  the  importance  of 
histiocytes  in  combating  infection.  Their  mobili- 
zation and  resulting  phagocytic  activity  was  pro- 
duced by  the  injection  of  sterile  broth.  Strepto- 
coccic and  other  infections,  as  well  as  chronic 
ulcers,  responded  well  to  this  treatment.  Nick- 
son®®  successfully  used  broth  by  local  applications 
for  postoperative  gangrene  of  the  abdominal  wall. 

Tashian®®  used  injections  of  sterile  broth  for 
the  treatment  of  such  conditions  as  puritis  ani,  a 
variety  of  anal  ulcers,  chronic  ulcers  of  heel,  car- 
buncle of  the  neck  and  erysipelas.  He  states  that 
all  of  these  were  cured  in  a remarkably  short 
time.  The  technic  of  injection  is  described. 

Klein®^  cites  five  personal  cases  of  osteomye- 
litis cured  by  the  oral  administration  of  stannoxyl. 
The  response  to  treatment  was  prompt  in  each 
case. 
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MEDICOLEGAL  RACKETEERING* 
Waeter  Keeton,  ]\LD.,  F.A.C.S. 
seattee,  wash. 

Racketeering  possibly  antedated  the  enactment 
of  the  Volstead  law.  But  it  is  certain  that  stimu- 
lation was  given  to  this  form  of  crime  by  virtue 
of  the  establishment  of  that  law.  Any  intelli- 
gent appraisal  of  this  most  modern  crime  must 
include  certain  broad  generalizations.  On  ac- 
count of  the  pervasive  influence  of  the  under- 
world, systematic  blackmailing  of  business  has 
become  so  contagious  that  almost  anything  today 
is  operative  as  a racket. 

Although  it  is  nothing  new  for  false  claims  to 
be  made  for  personal  injury,  the  same  character- 
istic fact  of  increase  is  met  with  in  surveying  this 
phase  of  the  subject.  With  the  widespread  dis- 
semination of  racketeei'ing  in  general,  there  has 
grown  up,  at  first  gradually  but  recently  by  leaps 
and  bounds,  one  of  the  most  vicious  forms  of 
extortion  known  to  the  “science”  of  that  profes- 
sion. The  influence  of  the  depression  has  doubt- 
less added  its  quota,  sociologists  having  estab- 
lished the  relationship  between  income  and  crime. 
The  situation  is  despicable  because  of  the 
confidence  which  the  medical  profession  has 
long  held  in  the  community.  But  corruption  by 
a few,  a certain  type  of  doctor,  in  conjunction 
with  his  counterpart  in  the  law,  will  cause  an 
indictment  of  the  whole  body.  If  no  action  is 
taken,  this  is  but  another  penalty  which  the 
honest  will  pay  for  failure  to  take  interest  in 
government.  We  feel  that  the  increased  inci- 
dence of  this  form  of  crime  is  not  fully  realized 
by  the  average  doctor  who  only  rarely  sees  a 
personal  injur}-  case. 

The  scope  of  this  paper  is  necessarily  limited 
to  a presentation  of  symptoms  and  detailed  cita- 
tions from  illustrative  cases ; treatment  or  reform 
must  be  made  by  the  profession,  the  body  politic. 

It  would  be  obviously  impossible  to  give  any 
accurate  statistics  on  gains  made  through  this 
manner  of  false  claims.  Nevertheless,  we  state 
with  all  assurance  that  hundreds  of  thousands  of 
dollars  in  King  County  are  fraudulently  obtained 
annually,  and  divided  among  plaintiff,  lawyer 
and  doctor.  In  these  cases,  in  order  to  determine 
the  possibility  of  damages,  the  alleged  victim  does 
not  follow  the  routine  course,  the  call  for  medical 
aid.  as  in  a legitimate  injury.  He  first  seeks  a 

♦Read  before  a Meeting-  of  King  County  Medical 
Society,  Seattle  W''ash.,  May  15,  1933. 


lawyer.  Not  infrecpiently  the  lawyer,  hearing  of 
some  accident,  sends  an  emissary  or  goes  in  per- 
son to  those  involved  and  proceeds  to  manufac- 
ture the  case.  The  injured  are  then  sent  to  some- 
one who  knows  little  about  the  condition  in  ques- 
tion, or  else  to  a doctor  who  will  see  things  as 
the  attorney  wishes  them  to  be  seen.  In  either 
event,  the  end-result  is  the  same;  the  evidence 
is  worked  up  and  the  doctor  “falls  into  line.” 
Since  these  spurious  cases  and  false  claims  are 
established  upon  an  unholy  alliance  between  the 
medical  and  the  legal  professions,  and  since 
money  thus  gained  is  fraudulent  and  criminal, 
discredit  and  sad  reflection  are  cast  upon  our 
profession.  Therefore,  it  becomes  our  duty  to 
recognize  the  facts  and  curb  the  practice. 

There  is  no  honorable  escape  on  the  part  of 
those  vested  with  authority  from  a definite  duty 
in  a matter  which  so  jeopardizes  the  good  name 
of  our  order.  Those  who  still  hold  high  ethical 
standards  must  not  be  branded  with  others  whose 
testimony  may  be  purchased.  We  have  a moral 
duty  to  the  community  in  such  a situation,  just 
as  positively  as  we  have  a professional  obligation 
to  society  in  epidemics.  Have  our  ethical  ideals 
been  lowered  to  meet  those  of  unbridled  business, 
the  type  of  conduct  Ruskin  analyzes  in  “The 
Roots  of  Honor?”  Surely  the  honorable  conduct 
of  the  physician,  so  beautifully  portrayed  in  this 
essay,  is  still  the  ideal  of  the  medical  profession. 

Altogether  too  frequently  doctors  affiliated 
with  the  medical  society  are  found  participating 
in  cases  of  questionable  character,  aiding  and 
abetting  the  prosecution  of  false  claims.  Some  of 
these  doctors  are  supposedly  qualified.  Others 
have  no  qualifications  whatsoever  for  offering 
advice  of  value  in  the  average  case  of  personal 
injury.  Yet  their  credentials,  that  is,  the  mere 
title  of  doctoi',  often  offset  the  testimony  of 
those  whose  training  and  wide  experience  qualify 
them  beyond  question  in  this  specific  field  of 
surgery. 

Ydiat  reason  can  be  ascrilied  to  the  attorney 
for  sending  the  reputed  victim  for  diagnosis  to 
a skin  specialist,  obstetrician,  internist  or  goiter 
specialist?  Does  he  hope  to  get  the  actual  path- 
ology? On  the  contrary,  is  not  the  fact  that  the 
specialty  is  so  narrowly  prescribed  suggestive 
that  complete  data  are  not  desired?  No  medical 
man  will  believe  that  a capable  attorney,  with 
vast  experience  in  medicolegal  cases,  could  be  so 
stupid  as  to  expect  the  best  information  from 
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that  source.  But  to  au  unconscientious  one  it 
suffices.  On  the  other  hand,  what  except  the  em- 
olument can  be  the  motive  of  the  specialist  for 
the  performance  of  certain  perfunctory  duties, 
for  giving  opinion  and  advice,  and  later  for  plac- 
ing himself  on  the  witness  stand  before  court 
and  jury  on  equal  footing  with  one  whose  work 
is,  perchance,  practically  confined  to  personal  in- 
jury cases?  When  a patient  is  sent  to  the  goiter 
specialist,  for  example,  why  should  he  not  sug- 
gest that  someone  of  recognized  training  in  the 
important  field  of  traumatic  surgery  be  con- 
sulted ? 

Perhaps  the  society  is  astounded  that  occur- 
rences commonly  inflicted  upon  our  courts  cause 
the  above  questions  to  be  asked.  These  reflec- 
tions but  show  the  trend  of  medical  justice.  Men 
whose  qualifications  and  opinions  cannot  be  ques- 
tioned on  conditions  of  traumatic  origin  fre- 
quently find  themselves  opposed  in  court  by 
others  lacking  in  capacity,  yet  playing  the  dom- 
inant role  in  the  successful  outcome  of  the  trial. 
It  is  not  the  writer’s  intention  to  impugn  the  in- 
tegrity of  men  who  differ  upon  a given  case,  but 
it  is  proposed  to  show  beyond  question  that  mem- 
bers of  the  medical  society  have  taken  unlawful 
advantage  of,  and  abused  their  prerogative  of 
prognosticating  cases. 

So  flagrant  have  been  these  abuses  that  the 
situation  has  provoked  serious  discussion  among 
our  Superior  Court  judges,  some  of  whom  have 
with  emphasis  given  voice  to  what  they  have 
characterized  openly  as  false  and  perjured  testi- 
mony. In  one  case,  for  example,  the  judge  stated 
that  he  was  so  sure  the  doctor  was  lying  that  it 
would  have  given  him  great  joy  “to  crack  him 
over  the  head  with  his  gavel.”  Another  com- 
menting upon  some  of  the  other  cases,  below 
listed  and  tried  in  his  court,  characterized  them 
as  the  most  flagrant  in  his  experience  on  the 
bench.  It  has  come  to  the  writer’s  knowledge 
that  some  attorneys  are  listing  as  “dependable” 
those  doctors  who  can  be  counted  on  to  give  the 
desired  testimony.  Under  this  classification,  in 
contradistinction  to  those  truly  reliable,  will  be 
found  the  recreants  of  the  following  studies,  only 
a few  outstanding  cases  being  listed. 

Case  1.  Mrs.  S.  P.  was  taken  to  a so-called  emer- 
gency hospital  after  an  automobile  accident  in  August, 
1929.  It  has  been  proved  in  court  that  the  doctor  in 
charge  has  practiced  in  other  states  under  other  aliases. 
The  patient  was  later  transferred  to  another  institution, 
where  an  operaticn  was  performed  by  an  outstanding 


member  of  our  profession.  It  must  be  made  a matter 
of  record  that  the  latter  is  absolved  from  any  complic- 
ity in  the  ensuing  episodes. 

Although  the  woman  had  been  severely  injured  with 
ruptured  colon  and  severe  abdominal  hemorrhage,  there 
was  no  need  for  hospitalization  of  approximately  six 
months  with  day  and  night  nurses  in  constant  attend- 
ance. While  technically  confined  to  the  hospital,  dur- 
ing more  than  half  of  this  period  she  attended  picture 
shows,  accepted  dinner  invitations,  and  even  made  visits 
of  two  and  three  days’  duration  in  an  adjoining  city. 
The  writer  was  informed  by  the  floor  nurse  that  the 
woman  had  objected  to  her  hospitalization  and  to  the 
two  special  nurses,  and  that  she  had  asked  her  dis- 
charge so  that  she  could  return  to  her  home  in  another 
state.  Furthermore,  the  nurse  declared  that  the  doctor 
in  charge  had  paid  occasional  and  only  very  casual  visits 
during  the  latter  months,  but  had,  nevertheless,  left 
instructions  for  his  name  to  be  placed  on  the  chart  as 
having  visited  the  patient  at  least  once  and  sometimes 
twice  a day.  The  two  special  nurses  came  to  the  office 
of  the  writer  and  protested  being  held  on  a case  where 
they  were  not  needed.  The  day  nurse  stated  that  she 
spent  very  little  time  with  the  patient,  and  then  at  her 
own  convenience ; the  night  nurse  slept  most  of  her 
time  on  duty.  They  had  each  been  promised  a bonus 
of  a hundred  and  fifty  dollars  for  remaining  on  the 
case  and  testifying  for  the  doctor,  to  compensate  for  the 
delayed  pajmcnt  of  salary. 

When  the  doctor  insisted,  the  patient  positively  re- 
fused to  be  carried  into  court  on  a stretcher  and  even 
declined  the  use  of  a wheelchair.  She  did,  however, 
compromise  on  the  doctor’s  suggestion  of  liberal  use 
of  cosmetics  to  make  her  appear  as  pale  and  ill  as  pos- 
sible. The  three  nurses  gave  valuable  information  in 
support  of  the  outrageous  claims  made,  and  we  pre- 
sume received  their  bonus.  That  these  nurses  were 
on  call  for  regular  work  at  this  hospital,  which  also 
depended  on  the  successful  outcome  of  the  trial  for  its 
compensation,  may  explain  their  change  of  front.  The 
judge  sensed  the  fraudulent  aspects  of  the  case  and 
reduced  the  $28,000  verdict  something  over  $13,000. 
To  avoid  an  appeal  the  case  was  settled  out  of  court 
for  $12,500. 

Cases  2 and  3.  The  Foster  cases  are  considered  con- 
jointly because  the  same  persons  are  involved  in  the 
alleged  accidents,  and  in  each  instance  criminality  has 
already  been  proved.  Mr.  and  Mrs.  W.  L.  and  Mr. 
and  Mrs.  Lloyd  Foster  et  al.  are  now  under  sentence 
to  the  penitentiary.  Before  being  convicted,  the  W.  L. 
Fosters  received  $6,100  in  a personal  injury  suit.  They 
had  plied  their  racket  in  other  counties  and  states,  but 
were  finally  caught  and  confessed  to  staging  crashes 
with  no  one  in  the  machine.  After  they  inflicted  super- 
ficial injuries  on  each  other,  claim  would  be  made  for 
such  vague  and  uncertain  conditions  as  intornal  in- 
juries, back  injuries  and  sacroiliac  lesions. 

Case  4.  Miss  V.  D.  H.,  aged  thirteen  years,  tripped 
and  fell  as  she  alighted  from  a street  car,  and  then  was 
knocked  down  by  a passing  automobile  as  she  ran 
across  the  street  into  its  path.  Skiagrams  taken  at  the 
hospital  revealed  no  bone  or  other  pathology,  but  when 
the  case  came  to  trial  it  was  contended  that  the  knee 
was  literally  “chopped  to  pieces,”  plus  a tibial  fracture 
extending  into  the  knee  joint.  Such  statements  were 
made  in  face  of  the  fact  that  the  child  had  remained 
only  a few  days  at  the  hospital,  that  no  cast  had  been 
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applied,  and  that  her  performance  of  gymnastics  on 
examination  two  months  later  equaled  that  of  the  aver- 
age child.  Suit  was  brought  for  $10,000,  but  verdict 
was  given  in  favor  of  the  city. 

We  may  be  pardoned  the  digression,  if  we 
pause  to  comment  on  the  cost  to  the  taxpayer,  not 
only  of  this  trial  which  amotmted  to  a hundred 
and  fifty  dollars  per  day,  but  of  all  legal  action 
where  deception  has  been  practised  by  one  of 
our  profession.  No  one  knows  better  than  the 
doctor  the  economic  status  of  the  populace. 

Cases  5 and  6.  Mr.  A.  K.  and  Miss  L.  D.,  both  aged 
twenty  years,  are  considered  together,  since  they  claim 
injuries  resulting  on  the  same  occasion.  The  details 
of  the  accident  and  the  court  proceeding  constitute  an 
amazing  story.  From  their  own  account,  while  driving 
about  thirty  miles  per  hour,  they  were  struck  from  the 
rear  by  a car  going  forty  or  fifty  miles  an  hour.  Fol- 
lowing the  impact,  the  girl  walked  over  to  the  curb 
and  waited  while  her  companion  went  about  obtaining 
names  of  witnesses.  After  attending  to  his  regular 
work  for  a couple  of  days,  the  young  man  was  inter- 
viewed by  an  attorney  who  had  become  aware  of  the 
episode.  The  next  day  the  young  woman  was  brought 
to  see  the  law’yer,  who  directed  them  to  a goiter  special- 
ist, by  whom  they  were  sent  to  a roentgenologist. 

The  report  on  the  young  man  indicated  a sacroiliac 
subluxation,  an  Abrams’  treatment  expert  making  the 
same  discovery  on  the  girl.  This  couple  remained  up 
and  about,  and  no  treatment  of  any  t3'pe  was  instituted 
for  such  a disability.  On  examination  twenty  days 
later,  all  gymnastics  were  executed  by  the  young  man 
with  far  greater  facility  than  the  average.  The  palms 
of  the  hands  were  placed  flat  on  the  floor  without  bend- 
ing the  knees;  squatting  and  twisting  of  the  spine 
W’ere  accomplished  without  complaint  of  pain;  straight 
leg  raising  caused  no  discomfort;  in  fact,  he  could 
kick  higher  than  my  head  with  either  foot.  Although 
the  girl  was  not  so  supple,  she  executed  all  movements 
freely.  Suit  W'as  brought  for  $20,000,  and  our  already 
overcrowded  court  calendar  was  filled  for  a week  with 
business  not  actually  legitimate. 

At  the  trial  expert  testimony  included  a goiter  spe- 
cialist, an  Abrams’  treatment  representative,  a roentgen- 
ologist, an  orthopedic  surgeon,  a former  psychiatrist, 
now  a bond  salesman,  and  a former  medical-missionary- 
chiropractor-sanipractor.  Testimony  w'as  given  by  this 
conglomerate  aggregation  to  the  effect  that  there  w'ere 
three  dislocated  cervical  vertebrae ; the  bond  salesman 
also  found  fractures  of  the  transverse  and  spinous 
processes  of  several  vertebrae.  It  was  asserted  by  some 
of  the  others  that  this  W'oman  could  never  bear  a 
child,  except  a very  small  one,  her  condition  indicating 
cesarean  section,  if  she  ever  came  to  childbirth.  This 
in  spite  of  the  fact  that  skiagrams  showed  a pelvis  ex- 
ceptionally well  developed  and  ideal  for  child  bearing. 
\ three- fourth  inch  shortening  of  one  leg  was  claimed 
as  a result  of  the  pelvic  deformitj'. 

In  his  address  to  the  jury  the  attorney  for  the  plain- 
tiffs stressed  the  fact  that  five  or  six  doctors,  recog- 
nized before  the  court,  had  testified  on  each  side,  and 
intimated  several  times  that  they  had  testified  as  paid. 
The  jury  was  requested,  if  in  dioubt,  to  disregard  all 
medical  testimony.  Five  hundred  dollars  for  expenses 
incurred  was  awarded  to  each,  the  liability  being  ad- 
mitted. 


This  is  the  most  flagrant  case  the  writer  has 
seen.  It  dramatizes  every  element  of  medico- 
illegal  practice.  Attention  should  be  called  to  a 
striking  irrelevancy  in  the  history  of  the  young 
woman,  for  no  recognized  step  to  correct  this 
crippling  disability  was  taken  by  any  one  of  the 
motley  crew  who  saw  her.  Now  we  all  know 
that  a sacroiliac  subluxation,  if  it  occurs  at  all, 
is  a rare  injury,  and  can  occur  only  when  some 
great  stress  and  strain  are  placed  upon  this  re- 
gion, such  as  might  result  from  falling  from  a 
height  with  the  legs  spread  wide  apart.  But  in 
this  case  the  car  was  only  shot  forward  a little 
faster  than  it  was  already  travelling.  The  laws  of 
physics  tell  us  that  the  effect  of  this  would  be  to 
throw  the  occupants  1)ack  a little  miore  firmly 
against  the  cushioned  seat  'of  the  automobile. 
Moreover,  authorities  agree  that  an  acknow- 
ledged symptom  is  an  immediate  and  intense 
pain,  which  prostrates  the  patient  and  inhibits  any 
walking  about  as  both  these  young  people  did. 

Case  7.  Mrs.  H.  D.  L.  Alleged  injury  on  December 
19,  1931,  when,  she  states,  a street  car  started  with  a 
lurch  as  she  boarded  it  and  she  was  thrown  to  her 
knees.  She  proceeded  to  her  home,  a doctor  rvas  called, 
skiagrams  were  made  and  were  negative,  but  one  leg 
was  put  up  on  a wire  splint.  When  examined  on  Jan- 
uary 1,  1932,  her  leg  was  in  a posterior  wire  splint  and 
she  was  reclining  on  the  davenport  in  the  living  room. 
She  complained  of  pain  in  her  back,  pain  in  her  right 
leg  and  headache.  The  only  external  evidence  of  any 
injury  was  a superficial  skin  abrasion  on  the  left  knee 
about  the  size  of  the  thumb  nail,  and  one  about  the 
size  of  a dime  on  the  right  knee. 

She  carried  insurance  and  settled  her  claim  with  the 
insurance  company  on  a basis  of  three  months’  disabil- 
ity, the  insurance  company  considering  that  they  had 
been  exceedingly  liberal  in  the  settlement.  Yet  this 
woman  brought  suit  for  $10,000  against  the  City  of 
Seattle,  alleging  tremendous  nervous  shock  (or  trauma- 
tic neurosis),  wrenching  and  twisting  of  body  and  back, 
severe  prolonged  pain  in  the  legs  and  knees,  nervous- 
ness and  sleeplessness.  The  trial  lasted  about  two  days 
at  an  expense  to  the  city  of  approximately  $150  per 
day.  The  plaintiff  was  awarded  $1000. 

During  the  trial  the  attorneys  tried  to  be- 
fuddle the  minds  of  the  jury  and  to  make  them 
believe  there  was  a sacroiliac  subluxation  in 
spite  of  the  absence  of  both  physical  and  roent- 
gen evidence,  stating  that  there  could  be  a sacro- 
iliac subluxation  without  roentgen  or  even  posi- 
tive physical  findings.  The  tremendous  shock  sus- 
tained by  this  poor  woman  in  this  simple  little 
fall  was  compared  to  shell  shock  and  dramatized 
to  the  maximum  as  comparable  to  this  condition. 
This  is  a very  recent  case  and  a very  flagrant 
one,  made  more  so  and  particularly  reprehensihle 
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because  of  the  former  connections  of  pne  of  the 
attorneys  in  defending  the  city  against  just  such 
glaringly  ill  founded  claims. 

CONCLUSIONS 

The  above  case  studies  represent  a sample  of 
the  medicolegal  racketeering  industry.  It  is  im- 
possible to  revievc  these  cases  without  reaching 
the  conclusion  that  they  have  been  padded  and 
worked  up  in  order  to  obtain  damages.  In  literal- 
ly hundreds  of  suits  accidents  are  magnified  by 
attorneys,  many  times  with  the  aid  of  doctors. 
But  a consideration  still  more  serious  is  that  the 
sin  is  committed  by  a small  group,  who  are  re- 
peatedly found  fostering  cases  of  this  character. 

Another  not  uncommon  situation  is  that  men 
of  accredited  standing  are  to  be  found  sand- 
wiched between  Abrams’  treatment  advocates, 
sanipractors,  chiropractors  and  the  like.  As  to  the 
recognized  expert,  whose  sin  may  be  intellectual 
as  well  as  moral,  he  should  not  offer  testimony 
on  injuries  far  removed  from  a limited  scope  of 
practice. 

We  admit  that  justice  strays  in  many  circum- 
stances merely  because  of  plain  ineptitude,  but 
it  is  time  the  medical  profession  is  aroused  to  the 
disgraceful  conduct  it  is  now  overlooking.  Have 
we  been  only  prating  about  a zeal  for  truth,  the 
basis  of  real  scientific  work? 

RECOM.MENDATIONS 

1.  It  is  recommended  that  King  County 
Medical  Society  adopt  a certain  definite  standard 
of  rules  and  regulations  to  govern  its  members 
who  offer  themselves  for  expert  testimony,  such 
rules  and  regulations  to  be  worked  out  by  a care- 
fully selected  committee. 

2.  The  Bar  Association,  through  legislative 
action,  has  recently  taken  steps  to  curb  vicious 
practices  within  its  corps.  It  is,  therefore,  re- 
commended that  the  aforementioned  committee 
confer  and  cooperate  with  the  Seattle  Bar  As- 
sociation in  all  medicolegal  matters. 

3.  It  is  time  to  put  an  end  to  an  outworn, 
thoroughly  discredited,  and  archaic  system  of  ob- 
taining so-called  medical  expert  testimony.  It  is, 
therefore,  recommended  that  this  Society  sponsor 
a bill  before  the  next  legislature  somewhat  after 
the  fashion  of  California’s  bill.  Cal.  Sec.  1871, 
which  reads  in  part  as  follows : “Whenever  it 
shall  be  made  to  appear  to  any  court  . . . that 
expert  evidence  is  or  will  be  required  . . . such 
court  . . . may  on  motion  of  any  party,  or  on 
motion  of  said  court  . . . appoint  one  or  more 


experts  to  investigate  and  testify  at  the  trial  of 
such  action.’’ 

4.  Where  hospitals  are  found  participating  in 
these  fraudulent  claims  or  obstructing  justice  for 
their  own  financial  welfare,  as  in  one  of  the 
above  cases,  it  is  recommended  that  the  hospital 
so  participating  shall  be  blacklisted  and  boycotted 
by  the  decent  element  of  the  profession ; and 
that,  although  only  a perfunctory  step,  the 
American  College  of  Surgeons  be  advised  of  the 
case  so  that,  if  there  should  ever  come  a time 
when  there  would  be  actual  adherence  to,  instead 
of  mere  paper  declarations  of,  the  principles  ad- 
vocated by  that  organization,  such  hospital  would 
be  instantly  removed  from  the  list  of  standard- 
ized institutions. 


CHANGING  CONCEPTIONS  IN  THERA- 
PEUTIC DIETS* 

Leila  Wall  PIunt,  B.  S.,  M.  A. 

PULLMAN,  WASH. 

One  is  sometimes  considerably  disturbed  at  the 
controversies  that  arise  in  science.  We  are  all 
familiar  with  such  controversies.  We  think  that 
if  scientists  differ  there  is  no  reason  why  other 
people  should  agree.  There  is  probably  no  sub- 
ject in  the  world  on  which  people  differ  so  much 
as  on  that  of  diet. 

Many  fadists  in  nutrition  would  like  us  to  be- 
lieve that  man  should  eat  only  this  or  that  class 
of  foods,  or  that  he  should  carefully  eschew  some 
particular  foods.  The  argument  is  usually  based 
upon  some  personal  experience  or  narrow  obser- 
vation. 

There  are  five  main  divisions  under  which  we 
may  consider  the  development  of  nutrition  dur- 
ing the  twentieth  century:  (1)  the  study  of 
energy  relations,  (2)  the  study  of  proteins  and 
their  individual  amino  acids,  (3)  the  mineral  ele- 
ments in  foods  and  their  function  in  nutrition, 
(4)  the  nature  and  nutritional  significance  of 
the  vitamins  and  (."i)  the  interrelation  between 
these  different  factors  in  the  process  of  nutri- 
tion. Before  taking  up  the  discussion  of  some 
of  these  diA'isions,  may  I call  your  attention  to 
some  important  developments  in  the  digestion  of 
food,  for  no  matter  how  fine  in  quality  or  quan- 
tity our  food  may  be,  if  we  cannot  digest  and 
assimilate  it,  all  goes  for  naught. 

♦Read  before  the  Agrricultural  and  Experiment  Sta- 
tion Staff,  State  College  of  AVashington,  Pullman, 
W''ash. 
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You  no  doubt  remember  Beaumont’s  classic, 
“Experiments  and  Observations  on  the  Gastric 
Juice  and  the  Physiology  of  Digestion,”  published 
in  1833,  in  which  he  anticipated  a question  that 
is  frequently  being  asked  at  the  present  time. 
I have  reference  to  what  is  the  effect  of  exer- 
cise on  the  gastric  secretion  of  man?  Is  com- 
plete rest  after  meals  desirable  in  the  interest  of 
good  digestion?  From  his  observation  on  Alexis 
St.  Martin,  the  man  with  the  lid  on  his  stomach, 
he  concluded  that  “gentle  exercise  facilitates  the 
digestion  of  food.’ 

Since  that  time  we  have  learned  that  certain 
emotional  factors  effect  digestion  unfavorably, 
and  that  exhaustive  muscular  exercise,  whether 
it  precedes  or  follows  a meal,  is  associated  with 
a diminution  of  gastric  acidity  to  a level  below 
normal.  This  muscular  exercise  brings  about  a 
splanchnic  vasoconstriction  which  diverts  the 
blood  away  from  the  visceral  area  to  the  active 
skeletal  muscles  and  skin,  producing  a diminu- 
tion in  the  oxygen  supply  to  the  stomach.  This 
may  contribute  to  the  production  of  the  gastric 
hypoacidity  associated  with  exhaustive  muscular 
exertion.  However,  it  is  to  be  noted  that  light 
exercise  improves  the  circulation  and  has  a stimu- 
lating effect  on  the  organism  as  a whole. 

As  a result  of  many  carefully  planned  and  exe- 
cuted experiments,  the  past  decade  has  seen  the 
dietetic  treatment  in  a number  of  metabolic  dis- 
turbances shifting  from  a character  more  or  less 
empiric  to  a sound  basis  of  physiologic  law. 
Though  studies  of  the  chemistry  of  digestion 
have  not  been  lacking,  there  have  been  relatively 
few  in  which  the  object  of  the  investigation  has 
been  the  effect  of  food  on  the  gastrointestinal 
tract.  Some  medical  wag  once  remarked  that, 
when  doctors  were  consulted  but  could  not  deter- 
mine the  cause  of  the  patient’s  illness,  one  re- 
marked : “Thank  God,  we  can  still  treat  the 
bowel.”  We  are  glad  that  this  is  not  the  attitude 
of  our  well-trained  physicians  today.  In  the  re- 
cent literature  we  have  observed  some  very  inter- 
esting reports  of  some  findings  on  the  laxation 
question. 

Alvarez^  speaks  of  the  great  harm  that  he  has 
found  in  many  of  his  patients  who  have  indulged 
in  too  large  amount  of  roughage,  especially  bran. 
He  says  that,  unless  one  is  sure  that  the  patient 

1.  Alvarez.  W.  C. : The  Mechanics  of  the  Digestive 
Tract.  P.  13.  lloehor.  Inc.,  New  York,  1928. 


has  the  “digestion  of  an  ostrich,”  bran,  dried  sea- 
weed, vegetable  fibers,  seeds,  etc.  should  not  be 
dumped  into  the  digestive  tract  and  expect  him 
to  handle  it  without  distress.  The  bugaboo  of 
autointoxication  and  colonic  absorption  still 
haunts  too  many  people  and  leads  to  the  needless 
use  of  cathartics,  and  therefore  to  the  beginning 
of  various  gastrointestinal  diseases.  A reason- 
able amount  of  exercise,  plus  a reasonable  amount 
of  fluid  and  bulk  in  the  diet,  plus  abstinence 
from  cathartics,  if  persisted  in,  is  usually  all  that 
is  necessary. 

Alvarezes  and  his  associaties  made  a study  on 
intestinal  absorption.  Both  sweet  and  sour  milk 
were  digested  when  given  in  large  amounts ; 
however,  the  sour  milk  was  more  completely  di- 
gested than  the  sweet  as  shown  by  the  residues. 
Raw  egg  albumin  was  practically  undigested. 
Soft  boiled  and  hard  boiled  eggs  digested  better, 
soft  boiled  eggs  leaving  the  smallest  residue. 
When  raw  egg  was  added  to  raw  starch,  the  di- 
gestion of  the  egg  was  improved,  the  residue  of 
the  mixed  food  being  considerably  less  than  that 
from  either  food  alone.  Bread  residues  which 
were  large  were  lessened  when  milk  or  coffee  was 
given  with  the  bread. 

Cooked  vegetables  and  fruits,  such  as  potatoes, 
tomatoes,  bananas,  prunes,  corn  and  peas,  gave 
large  residues  indicating  poor  digestion.  Rice 
was  almost  perfectly  digested.  Relatively  large 
residues  were  the  result  of  feeding  fruit  juices, 
accounted  for  by  the  rapid  passage  through  the 
bowel. 

The  authors  believe  that  these  studies  show 
there  is  an  increased  digestibility  in  combinations 
of  food,  neither  of  which  is  well  digested  alone. 
It  further  revealed  the  fact  that  enough  food 
taken  at  the  three  regular  meals  is  better  utilized 
than  when  taken  in  several  fractions  at  intervals. 
Frequent  feeding  stimulated  peristalsis,  causing 
the  food  to  pass  too  rapidly.  The  study  further 
showed  that  purgatives  interfered  with  digestion 
by  speeding  up  the  passage  of  the  food  through 
the  digestive  tract.  The  addition  of  lemon  juice 
to  food  also  hurried  the  process  of  the  residue 
through  the  bowel  and  interfered  somewhat  with 

2.  Hosoi.  K.,  Alvarez,  W.  C.  and  Mann,  F.  C. : In- 
testinal Absorption:  Search  for  Low  Residue  Diet. 
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the  completeness  of  digestion.  They  confirmed 
previous  reports  that  anxiety  and  excitement  in- 
terfered with  digestion. 

Energy.  The  food  materials  which  are  used 
for  energy  in  the  body  and  for  its  nutritional 
functions,  the  amount  which  these  substances 
yield  and  the  approximate  energy  needed  by  the 
body  at  different  ages  and  under  different  condi- 
tions have  been  known  for  some  time.  Recent 
research  is  constantly  adding  precision  to  our 
knowledge  of  the  energy  needs  in  normal  nutri- 
tion. It  is  also  showing  more  definitely  what 
departures  are  to  be  expected  under  different 
conditions  and  in  the  different  types  and  degree 
of  disease,  and  is  adding  to  our  knowledge  of  the 
substances  and  reactions  involved. 

Many  years  ago,  before  we  realized  that  the 
energy  in  food  must  be  in  proportion  to  the 
body’s  expenditure,  it  was  the  custom  to  feed 
people  who  were  ill  on  beef  tea  and  other  broths 
with  little  fuel  value.  No  matter  how  much  at 
rest  they  were  in  bed,  the  internal  work  of  the 
body  was  going  on,  which  means  that  energy  was 
being  used.  On  this  diet  the  energy  would  not 
come  from  the  food,  but  must  come  from  the 
body  itself.  It  is  clearly  understood  now  that  a 
man,  lying  quietly  in  bed  throughout  the  twenty- 
four  hours  of  the  day,  uses  at  least  twelve  cal- 
ories for  every  pound  of  body  weight.  This 
means  from  1600  to  1800  calories  for  the  average 
man  per  day.  Care  is  taken  to  see  that  the  energy- 
supply  comes  from  the  food,  as  far  as  conditions 
allow,  rather  than  that  the  body  be  permitted  to 
consume  itself.  The  old  idea  of  a general  starva- 
tion diet  for  those  who  are  sick  is  as  obsolete  as 
that  of  “bleeding.” 

As  an  example,  let  us  consider  the  question  of 
fevers.  The  energy  output  in  fever  is  higher 
than  when  the  body  is  free  from  fever,  and  in- 
creases with  each  degree  of  rise  in  temperature. 
Hence  the  higher  the  temperature  the  greater  the 
need  for  food.  To  an  energy  allowance  suitable 
for  a healthy  person  lying  in  bed,  there  must  be 
added  allowance  for  the  rise  in  temperature, 
restlessness  and  perhaps  also  for  a special  toxic 
stimulation  of  energy  expenditure  due  to  the  in- 
fection. As  a result,  the  total  energy  require- 
ment in  fever  may  be  30  or  50  per  cent  higher 
than  normal.  In  calculating  dietaries  we  add  7 
per  cent  for  each  degree  Fahrenheit  of  increase 
above  normal  or  13  per  cent  for  each  degree 


Centigrade.  So  a bedridden  person,  requiring 
1800  calories  in  health,  would  require  as  much 
with  fever  as  if  he  were  doing  fairly  active  work. 
This  might  increase  his  requirement  to  2800  or 
3000  calories  per  day.  In  certain  instances  even 
this  liberal  amount  of  calories  may  not  be  suffi- 
cient to  keep  the  body  from  great  loss  of  nitro- 
gen. Such  loss  cannot  be  prevented  by  increasing 
the  protein  of  the  diet,  however,  and  this  can 
only  be  accomplished  by  raising  the  caloric  in- 
take to  perhaps  4000  or  5000  calories  a day. 

It  must  be  definitely  understood  that  we  real- 
ize the  administration  of  food  in  fever  calls  lor 
the  exercise  of  skill  and  good  judgment  in  decid- 
ing how  closely  the  person’s  energy  needs  can  be 
met.  The  alimentary  tract  is  very  sensitive,  and 
indigestion  may  be  worse  than  underfeeding,  so 
it  is  very  important  to  select  the  food  which  can 
be  taken  most  successfully. 

Overivcight . When  we  are  discussing  energy 
exchange,  we  are  confronted  with  the  problem 
of  overweight.  In  people  past  thirty-five  years 
of  age  this  is  a common  condition.  Life  insurance 
mortality  tables  show  that  for  every  pound  of 
excess  weight  there  is  a notable  increase  in  mor- 
tality. It  is  sometimes  referred  to  as  “excess 
baggage.”  Obesity  is  dependent  on  the  condi- 
tion that  the  energy  intake  is  greater  than  the 
energy  output  of  the  individual.  Obesity  is  largely 
a problem  of  appetite  and  expenditure  of  energy 
by  physical  exertion  (conscious  or  unconscious). 

Experience  has  shown  that  exercise  increases 
the  appetite  inordinately  in  the  overweight  indi- 
viduals and  should  be  used  with  caution.  A well- 
known  clinic  has  decreased  the  exercise  of  their 
overweight  patients  for  the  reason  that  appetite 
was  increased  so  materially  that  they  were  found 
to  be  adding  to  their  food  intake  as  a result  of 
the  increased  exercise.  A low  caloric  diet  with  a 
large  amount  of  green  vegetables,  and  preferably 
the  person  at  rest  and  away  from  temptations,  is 
the  best  procedure.  After  a loss  of  ten  to  fifteen 
pounds  a normal  diet  should  be  followed  for  a 
period,  with  exercise  gradually  increased.  Then 
a recurrence  to  the  restricted  diet  if  necessary. 

Minerals.  Among  the  mineral  elements,  copper 
and  manganese  have  now  been  added  to  the  list 
of  those  generally  regarded  as  nutritionally  essen- 
tial. It  was  through  the  study  of  iron  that 
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these  were  discovered.  Copper  was  found  to  be 
involved  along  with  iron  in  the  blood  building 
process.  These  elements  are  here  interrelated 
but  in  no  wise  interchangeable.  An  interesting 
fact  about  copper  is  that  like  iron  it  is  accumu- 
lated in  the  liver  of  the  young  at  birth.  This  sur- 
plus constitutes  a store  which  is  utilized  during 
growth. 

On  the  other  hand,  while  the  human  body  is 
born  iron-rich,  it  is  also  born  calcium-poor.  In 
other  words,  the  human  being  possesses  more 
iron  at  birth  as  a reserve  store  than  perhaps  he 
will  possess  again  during  a life  time,  while  there 
is  a lower  percentage  of  calcium.  This  is  in  the 
nature  of  things,  but  is  not  to  be  dismissed  with- 
out consideration  of  its  important  bearing  upon 
practical  problems  of  nutrition  during  growth. 
This  calcium-poor  condition  of  the  body  at  birth 
is  therefore  natural,  but  is  not  advantageous  ex- 
cept as  facilitating  the  birth  itself.  Once  the 
danger  of  birth  is  safely  past,  the  young  organ- 
ism should  recover  from  the  handicap  of  its  low- 
calcium  condition  as  rapidly  as  possible.  Hence 
the  extreme  importance  of  liberal  calcium  intake 
for  the  growing  child. 

Let  us  now  pass  to  a consideration  of  some 
interrelations  of  nutritional  factors  and  the  sig- 
nificance of  some  of  these  in  the  prevention  or 
cure  of  disease  and  the  promotion  of  positive 
health.  Probably  each  of  the  vitamins.  A,  C 
and  D,  bears  an  important  relation  to  the  metabo- 
lism of  calcium  and  phosphorus  in  the  develop- 
ment of  bones  and  teeth.  Especially  as  regards 
the  relationship  between  vitamin  D and  calcium 
there  is  now*  a wealth  of  evidence,  much  of  which 
is  very  recent. 

Vitamin  D undoubtedly  plays  a significant  part 
in  promoting  the  orderly  development  of  the 
bones  and  teeth,  but  the  evidence  is  conflicting 
as  to  how  far  it  may  be  only  a calcium  and  phos- 
phorus mobilizing  factor.  It  seems  that  vitamin 
D^,  obtained  either  from  cod  liver  oil  or  ultra- 
j violet  rays  of  direct  sunlight  or  of  the  mercury- 
vapor  quartz  lamp,  exerts  its  antirachitic  effects 
through  enabling  the  body  to  effect  a better  mobi- 
lization of  its  calcium  and  phosphorus  supplies. 
In  the  enthusiasm  of  the  past  few  years  there  has 
probably  been  a tendency  to  expect  too  much  of 
vitamin  D.  Quite  recently,  however,  two  of  the 
most  active  and  thoroughgoing  groups  of  workers 
i»  this  field,  the  Wisconsin  group  on  the  one  hand 


and  ShohE  and  his  coworkers  on  the  other,  have 
pointed  out  with  emphasis  and  cogency  that 
neither  irradiation  nor  the  ingestion  of  vitamin 
D is  a panacea  for  the  problems  of  the  calcium 
requirement.  Also  they  have  pointed  out  that, 
while  the  vitamin  influences  the  intermediary 
metabolism  of  calcium,  supplying  of  the  body’s 
quantitative  needs  must  depend  on  the  calcium 
content  of  the  intake. 

There  are  also  other  nutritional  factors  which 
have  an  interrelationship®.  Let  us  cite  the  strik- 
ing situation  between  energy  and  protein  metab- 
olism. Glutathione,  a regular  constituent  of  the 
cell,  aids  in  the  oxidation  process.  Thyroxin 
and  adrenalin  in  some  way  speed  up  the  process, 
insulin  in  some  way  prepares  material  for  it  and 
the  typical  hydrolytic  enzymes  bring  the  organic 
foodstuffs  into  forms  upon  which  these  can  act. 
They  all  now  appear  to  be  derivatives  of  the  am- 
ino acids  which  result  from  the  digestion  of  the 
food  proteins. 

McCarrison®  made  extensive  studies  on  the 
effect  of  vitamin  B deficiency  in  monkeys.  He 
found  impaired  production  of  the  digestive  juices, 
congestion  of  the  lining  membranes,  resulting  in 
chronic  gastrointestinal  catarrh  and  marked  im- 
pairment of  the  neuromuscular  control  of  the 
intestines  among  the  many  conditions  detrimental 
to  nutrition  which  develop  when  vitamin  Bj  is 
fed  in  insufficient  quantities.  He  produced  le- 
sions of  the  colon  by  deficient  and  unbalanced 
diets  and  he  attributed  these  changes  especially  to 
vitamin  B^  deprivation.  He  says  that  the  motor 
disturbances  of  the  bowel  are  associated  especial- 
ly with  vitamin  B,  deficiency. 

The  influence  of  diet  on  the  motor  function  of 
the  digestive  tract  has  been  shown  by  Fletcher" 
and  his  coworkers.  They  observed  that  patients 
with  chronic  arthritis  were  suffering  from  col- 
onic atony  to  an  extreme  degree.  Partial  or  com- 
plete restoration  of  tone  was  brought  about  by 
diets  high  in  vitamin  B^  and  low  in  carbohydrate. 
This  led  to  a laboratory  investigation  of  the 
factors  inducing  changes  in  the  tone  of  the  colon. 
By  administering  dried  yeasts  in  amounts  between 
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3 and  5 per  cent  the  tone  of  the  colon  was  at  its 
best.  Although  a lack  of  vitamin  is  thought 
to  be  the  principal  factor  in  decreasing  the  tone 
of  the  colon,  an  insufficiency  of  B2  and  an  ex- 
cess of  carbohydrates  are  both  thought  to  increase 
still  further  the  loss  of  tone. 

Rose®  also  states  that  a diet  containing  too  little 
vitamin  B^  makes  the  intestine  less  capable  in 
protecting  itself  against  bacterial  infection  and 
causes  a derangement  of  the  functions  of  diges- 
tion and  assimilation.  It  causes  degenerative 
changes  in  certain  organs,  such  as  heart,  liver, 
kidney,  and  such  glands  as  the  pancreas,  thyroid 
and  especially  the  adrenals. 

Let  it  be  made  clear,  however,  that  vitamin 
B2  is  a comple.x  composed  of  two  (or  more) 
dietary  essentials,  one  the  deficiency  of  which 
produces  pellagra-like  symptoms  in  the  rat,  and 
another,  the  deficiency  of  which  results  in  a de- 
cline in  growth.  Work  is  still  in  the  experimental 
stage.  In  fact,  vitamin  B seems  to  be  a fountain 
of  vitamins  as  is  evidenced  by  the  work  of  Wil- 
liams® and  Waterman,  Hunt,  Reader,  and  Carter 
et  al. 

A recent  study  has  been  made  by  Morgan  and 
Barr)’’^®  at  the  University  of  California  on  the  in- 
creased growth  of  children  through  the  use  of 
wheat  germ  which  is  known  to  be  rich  in  vitamin 
Bj.  This  study  was  made  on  underweight  jun- 
ior high  school  children.  The  children  were 
divided  into  two  groups  and  all  were  given  their 
freedom  in  selecting  their  noonday  luncheon  with 
the  exception  that  one  group  had  to  take  white 
rolls  and  the  second  group  wheat  germ  rolls. 
The  weight  increases  in  the  wheat  germ  group 
were  about  three  times  as  great  as  in  the  control 
group.  The  height  increases  were  also  greater 
than  in  the  corresponding  controls. 

Relative  antirachitic  actiznty  of  cod  liver  oil 
and  viostcrol.  A determination  was  made  by 
Holmes  and  Piggott^^  of  the  antirachitic  activity 
of  six  samples,  representing  five  brands  of  vios- 
terol.  100  D,  showing  that  these  samples  did  not 
possess  uniform  antirachitic  value.  It  obviously 
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follows  that,  if  various  samples  of  viosterol,  1(X) 
D,  do  not  possess  uniform  potency,  they  would 
not  have  uniformly  100  D times  the  antirachitic 
value  of  a standard  cod  liver  oil.  The  viosterol, 
100  D,  possessing  the  highest  antirachitic  activity 
of  those  tested,  has  less  than  sixty  times  the  anti- 
rachitic activity  of  the  best  cod  liver  oil  tested. 
However,  when  comparing  the  therapeutic  value 
of  cod  liver  oils  and  viosterol,  it  must  be  recog- 
nized that  viosterol  has  only  an  antirachitic  func- 
tion, whereas  cod  liver  oil  possesses  this  function 
and  is  rich  in  vitamin  A as  well. 

Another  study^^  Y^^as  made  on  cod  liver  oils, 
in  which  a vitamin  assay  of  128  commercial 
medicinal  cod  liver  oil  products  was  made.  These 
products  included  42  cod  liver  oils,  29  tablets,  7 
concentrates,  5 emulsions  and  10  miscellaneous 
products.  The  results  were  as  follows : 

Cod  liver  oils : Some  contained  fully  six  times  as 
much  vitamin  A as  others. 

Tablets : All  were  low  in  both  vitamin  A and  D. 

Capsules ; Most  of  them  tested  were  low  in  vitamin 
A and  D. 

Emulsions : Were  very  poor  in  both  vitamins. 

Concentrates ; Contained  some  vitamins,  but  not 
enough  to  be  called  concentrates. 

Another  new  and  important  contribution  has 
to  do  with  the  consideration  of  milk.  We  have 
almost  universally  assumed  that  for  the  baby 
human  milk  is  always  an  ideal  food,  always  ade- 
quate to  baby  needs.  When  the  assayists  meas- 
ured the  vitamin  D content  of  milk  and  compared 
it  with  the  amount  in  three  teaspoonfuls  of  cod 
liver  oil,  they  found  the  latter  to  contain  nearly 
thirty  times  as  much  as  is  in  milk.  But  at  least 
the  cow  was  making  some  vitamin  D,  so  they 
wanted  to  see  if  they  could  induce  her  to  give  milk 
richer  than  normally  in  this  vitamin.  They  first 
fed  her  cod  liver  oil  and  it  produced  some  effect, 
but  by  mixing  it  with  her  feed  it  would  become 
rancid  and  then  give  an  off-flavor  to  the  milk. 
Then  they  tried  yeast.  It  is  now  known  that  yeast 
possesses  a considerable  abundance  but  in  an  in- 
active form. 

Through  irradiation  the  ergosterol  present  in 
yeast  was  made  into  an  active  form.  This  pro- 
duct in  dry  form  is  easy  to  mix  with  grain  feeds 
and  the  cow  does  not  dislike  the  taste,  and  it 
does  not  produce  an  off-flavor  in  the  milk.  Ir- 
radiated yeast,  therefore,  contains  a rich  supply 

12.  Nelson.  E.  M.  and  Walker,  R. : Vitamin  Con- 
tent of  Medicinal  Cod  Liver  Oils  and  Related  Products. 
J.  X.  M.  A.  98:1263-1265,  April  9,  1932. 
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of  active  vitamin  D.  By  feeding  this  daily  the 
cow  would  produce  as  much  vitamin  D per  quart 
as  is  present  in  three  teaspoonfuls  of  cod  liver  oil. 
Such  milk  was  tried  out  on  babies  and  it  was 
found  adequate  for  prevention  and  cure  of  rick- 
ets. 

What  about  breads  and  cereals?  We  gradu- 
ally learn  that  complete  diets  and  not  complete 
foods  are  the  essential  in  preserving  health.  We 
have  learned  not  to  condemn  a food  just  because 
it  does  not  contain  all  the  factors  needed  by  the 
human  body,  for  no  such  food  exists.  It  is  only 
by  combining  foods  rich  in  different  factors 
that  we  can  build  an  adequate  daily  diet.  A 
saner  attitude  has  come  toward  the  contribution 
made  to  a diet  by  all  kinds  of  cereals,  including 
white-wheat  flour.  The  American  temperament 
appears  to  run  to  extremes  of  enthusiasm.  We 
must  not  let  the  enthusiasm  for  whole  grain 
meals  cloud  our  perception  that  e.xactly  the  same 
combination  of  food  values  is  producible  by  a 
combination  of  white-wheat  flour  with  fruit  or 
vegetable  supjilements,  or  by  other  mixtures  of 
dietary  ingredients. 

Cereal  is  usually  the  first  solid  food  given  to 
the  baby.  A new  product  is  now  to  be  found 
which  consists  of  a mixture  of  finely  ground 
whole-wheat,  hulled  oats  and  added  wheat  germ. 
It  is  cooked  in  milk  for  a long  period  of  time 
and  then  canned.  This  product  has  the  nutrients 
of  the  whole  grain,  the  wheat  germ  has  added 
vitamin  Bj  and  this  food  is  good  in  iron.  In 
addition  it  has  the  milk  which  would  give  us  a 
complete  protein,  calcium  and  vitamin  A.  With 
the  exception  of  vitamin  C and  D,  most  all  of 
the  nutrients  necessary  are  to  be  found  in  this 
product.  If  the  baby  gets  cod  liver  oil  and  fruit 
juices,  as  it  should,  we  would  have  a complete 
diet. 

Let  us  consider  some  of  the  newer  develop- 
ments as  far  as  certain  specific  therapeutic  diets 
are  concerned. 

Nephritis.  We  have  been  so  prejudiced  in 
favor  of  the  view  that  protein  has  something  to 
do  with  the  cause  of  nephritis  that  for  many 
years  we  watched  gradual  protein  starvation  in 
that  disease.  In  certain  types  of  acute  Bright’s 
disease  the  damage  is  largely  tubular  and  the 
chief  symptoms  are  extensive  edema  and  the  ex- 
cretion of  large  quantities  of  albumin  in  the  urine. 
Until  a short  time  ago  it  was  customary  to  reduce 


the  protein  of  such  patients  and  the  result  was 
increasing  edema  and  not  infrequently  evidences 
of  protein  starvation.  At  the  present  we  know 
that  the  edema  is  dependent  on  the  loss  of  pro- 
tein and  reduction  of  the  protein  content  of  the 
blood  (technically,  the  disturbance  of  the  albu- 
min-globulin ratio  of  the  serum),  and  relief  is, 
therefore,  brought  by  a fairly  high  protein  diet. 
The  corollary  is  that  in  all  types  of  nephritis  pro- 
tein should  not  be  reduced  too  riiuch,  and  under 
all  conditions,  therefore,  the  need  for  the  body 
of  protein  must  be  met.  Sherman  points  out  that 
body  proteins  burned  for  fuel  are  much  more 
toxic  than  that  supplied  by  protein  food. 

Diabetes.  The  problem  of  diabetes  has  become 
simpler  since  the  introduction  of  insulin.  Former- 
ly the  only  known  method  of  treatment  consisted 
of  reduction  of  carbohydrates’^^,  and  then  of  pro- 
tein in  a futile  attempt  to  keep  the  urine  sugar- 
free.  In  the  more  progressive  types  of  the  dis- 
ease this  meant  either  the  gradual  starvation  of 
the  patient  or  death  from  acidosis.  Years  ago 
Naun}’!!  advocated  higher  carboh}"drate  intake 
and  recent  work  has  amply  confirmed  his  opinion. 
Diabetes,  uncomplicated,  eventually  leads  to  the 
inability  to  oxidize  completely  fats.  This  in  turn 
leads  to  the  presence  of  abnormal  acid  accumula- 
tion and  dangerous  encroachment  on  the  alkaline 
reserve.  The  remedy  is  an  adequate  supply  of 
carbohydrate,  provided  the  patient  is  able  to  util- 
ize it,  and  by  this  means  he  will  oxidize  the  acids 
to  water  and  carbon  dioxide.  The  latter  is  then 
gotten  rid  of  through  the  lungs.  With  the  intro- 
duction of  insulin  the  ability  of  the  patient  to 
utilize  carbohydrate  could  be  greatly  enhanced 
and  acidosis  becomes  a rare  occurrence  in  the 
most  severe  types  of  the  disease. 

Barach^^  says  that  with  higher  carboh}clrate 
rations  patients  are  better  satisfied  and  they  have 
little  desire  to  overstep  their  diet.  Most  of  the 
time  these  patients  have  kept  the  sugar  normal 
(absence  of  urine  sugar  and  normal  blood  sugar). 
Daily  experience  points  to  the  conclusion  that  the 
diabetic  patient  tolerates  carbohydrates  better 
than  fat  and,  gram  for  gram,  carbohydrate 
throws  less  strain  on  the  metabolism  of  the  dia- 
betic j-xatient.  He  states  that  out  of  a group  or 
150  patients  treated  with  lower  fat  and  higher 
carbohydrate  diet  they  required  no  more  insulin 

13.  Mason.  V.  R.:  The  Abuse  of  Therapeutic  Diets. 
M'est.  Hosp.  Rev.  22:22,  Jan.,  1933. 

14.  Barach.  J.  H.;  Dower  Fat  Diet  in  Diabetes.  J. 
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in  most  cases  and  less  insulin  in  many.  The  low 
fat  diet  is  more  satisfactory  to  the  patient  and, 
so  far  as  can  be  judged  at  this  time,  complica- 
tions of  the  disease  have  been  reduced.  Too 
rigid  diets,  usually  with  inadequate  carbohydrate 
and  protein  quotas,  should  be  avoided. 

Acidosis.  We  are  perhaps  asked  more  fre- 
quently about  this  subject  than  any  other  one, 
and  there  are  more  wrong  conceptions  about  it 
than  any  other  phase  of  nutrition.  Acidosis 
in  normal  individuals  is  a catch  phrase  without 
meaning.  It  has  caught  the  public  fancy  and  too 
frequently  has  been  the  basis  of  bizarre  dietary 
regimes.  The  human  body  contains  roughly  200 
grams  of  base,  measured  as  sodium  bicarbonate. 
Unless  the  amount  of  alkaline  reserve  is  known, 
the  presence  or  absence  of  an  acidosis  or  alkalosis 
cannot  be  known.  Neither  of  these  states  can  be 
determined  by  such  a simple  procedure  as  apply- 
ing litmus  paper  to  urine.  There  is  no  evidence 
that  can  be  confirmed  that  an  acid  urine  above 
normal  acidity  is  more  injurious  than  an  alkaline 
urine  or  vice  versa. 

Illness  has  been  produced  by  the  administra- 
tion of  large  amounts  of  alkalies  to  patients  with 
gastric  ulcer  or  pneumonia,  and  doubtless  some 
of  the  unpleasant  symptoms  of  too  rapid  reduc- 
tion in  the  overweight  are  due  to  a mild  acidosis. 
These  states  are  easily  corrected  and  are  not  ser- 
ious. The  body  normally  possesses  a wonderful 
regulatory  mechanism  to  take  care  of  any  im- 
balance in  this  direction.  The  blood,  the  lungs, 
the  kidneys  and  to  a lesser  degree,  the  intestines 
and  skin  perform  functions  capable  of  taking 
care  of  considerable  excess  acid  that  may  be 
formed  under  abnormal  conditions.  In  general, 
acidosis  and  alkalosis  are  of  little  importance.  In 
a few  diseases  such  as  epilepsy  it  is  to  be  con- 
sidered, but  on  the  whole  there  is  a superabun- 
dance of  bases  generated  in  the  course  of  metabo- 
lism. It  is  well  to  keep  in  mind  that  in  acidosis 
it  is  not  so  much  the  acids  that  are  increased  as 
it  is  a depleting  of  the  alkali  reserve. 

Anemia.  In  the  well-known  case  of  pernicious 
anemia,  clinicians  have  found  the  presence  of  a 
diminished  acidity  of  the  gastric  juice.  Just 
what  brings  about  this  achylia  is  not  known.  Some 
believe  that  it  has  to  do  with  the  manipulation  of 
the  protein  and  leads  to  the  absorption  of  a fac- 
tor necessary  for  the  maintenance  of  normal  bone 
marrow  activity. 


Castle^°  et  al.  showed  that  neither  lean  beef 
nor  the  fasting  gastric  juice  of  a normal  human 
being  was  in  the  slightest  degree  effective  in  the 
treatment,  but  that  the  same  amount  of  beef  re- 
covered from  the  normal  human  stomach,  or  in- 
cubated in  normal  gastric  juice,  produced  remis- 
sions comparable  to  those  obtained  with  liver  in 
moderate  doses.  Dessicated  dried  hog  stomach^® 
has  been  used  effectively  and  compared  favorably 
with  liver  in  its  effect  upon  blood  regeneration. 

Morris^^  et  al.  have  recently  shown  that  a 
single  intramuscular  injection  of  concentrated 
gastric  juice  from  swine  has  produced  manifesta- 
tions of  intense  stimulation  of  the  bone  marrow. 
The  effect  lasted  from  twelve  to  twenty-four 
days,  marked  by  increase  of  the  hemoglobin  and 
maturation  of  the  red  cells.  Marked  subjective 
improvement  was  noted.  In  the  light  of  this  lim- 
ited experience,  the  authors  think  it  is  probable 
that  a product  can  be  obtained  from  the  gastric 
contents  of  swine  of  such  potency  that  a single 
intramuscular  injection  of  potent  material  at  in- 
tervals of  two  or  more  months  may  be  all  that  is 
required  in  this  disease  to  maintain  the  blood 
count  and  the  hemoglobin  at  a normal  level. 

During  the  year  1932  it  was  clearly  shown  that 
when  anemia  was  more  carefully  studied  we 
must  distinguish  between  types.  Some  types  are 
due  to  the  inability  of  the  person  to  manufacture 
the  red  coloring  matter  of  the  blood  which  acts 
as  a carrier  of  the  oxygen  to  the  tissues.  Other 
types  are  due  to  a destruction  of  the  blood 
through  toxins,  infections  agents,  familial  ten- 
dencies, etc.,  of  some  of  which  the  etiology  is 
obscure.  Treatment  of  these  types  shows  that  to 
correct  the  former  condition  certain  other  foods 
might  be  substituted  for  liver  and  lessen  the  bur- 
den on  that  corrective.  The  search  began  for 
such  a substitute. 

The  year  1932  saw  progress  in  this  search. 
It  has  seen  the  oyster  elevated  to  a close  rivalry 
with  liver  for  treating  anemia.  Oysters  from 
both  Atlantic  and  Pacific  sources  were  studied. 
Assays  and  feeding  tests  by  Lavine^®  et  al.  have 
proved  that  the  oyster  contains  iron  and  copper 
in  ideal  combination  for  blood  regeneration. 
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MendeP®,  in  writing  on  the  changing  diet  of 
the  American  people,  says  “there  is  no  field  of 
practical  importance  related  to  human  well-being 
in  which  there  is  greater  opportunity  for  dog- 
matism and  quackery,  for  pseudoscience  and  un- 
warranted prescriptions  and  proscriptions,  than 
in  the  domain  of  our  daily  diet.  Those  who  have 
seen  the  pendulum  of  enthusiasm  swing  from  one 
extreme  food  fad  to  another  in  the  course  of 
years  will  be  wary.  Let  them  keep  an  open  mind 
without  becoming  too  reactionary  to  notice  that 
our  food  habits  do  change.” 

In  general,  however,  we  should  not  look  for 
results  to  come  too  soon  from  the  improvements 
in  human  nutrition.  Sherman-®  clearly  points  out 
that  “one  of  the  most  impressive  features  in  re- 
cent discoveries  regarding  the  relation  of  food 
to  health  and  vitality  is  that  the  benefit  of  better 
feeding  usually  becomes  apparent  only  when  it  is 
continued  throughout  a large  part  of  the  life 
cycle,  and  often  the  benefit  is  greater  to  the 
second  generation  than  to  the  first.  While  this 
may  seem  slow  from  the  standpoint  of  thera- 
peutics, it  would  also  seem  to  indicate  that  the 
effects  of  food  on  vitality  may  be  fundamental 
and  far  reaching.” 


NUTRITIONAL  DEFICIENCIES 

AS  SUGGESTED  BY  A STUDY  OF  ONE  HUNDRED 
DIET  HISTORIES 

C.  H.  Hofrichter,  a.  B.,  ]\L  D. 
and 

I\Iay  Brossois,  B.  S. 

SEATTLE,  wash. 

The  dietary  habits  of  one  hundred  persons 
coming  for  treatment  for  various  diseases,  who 
have  never  followed  prescribed  diets,  was  under- 
taken to  determine  ( 1 ) the  value  of  the  diet  his- 
tory that  is  being  used  at  the  present  time,  and 
(2)  how  nearly  the  habits  of  food  selection  of 
the  patients  as  they  come  for  treatment  conform 
to  the  standards  set  up  by  Sherman^  and  other 
authorities  on  the  science  of  nutrition. 

The  form  used  for  the  recording  of  the  diet 
histories  consists  of  four  sections : 

1.  A 2500-calorie  normal  diet  weighed  in 
ounces,  chosen  with  adequacy  as  the  first  consid- 

19.  Mendel.  L..  B.:  Chanpring  Diet  of  American 

People.  .T.  A.  M.  A.  99:117-120.  July  9.  1932. 

20.  Sherman,  H.  C. : Some  Recent  Advances  in 
Chemistry  of  Nutrition.  J.  A.  M.  A.  97:1425-1430,  Nov. 
14.  1931. 

1.  Sherman,  H.  C. : Chemistry  of  Food  and  Nutri- 
tion. Macmillan  Co.,  1932. 


eration  and  eating  habits  of  the  majority  of 
people  as  the  second,  is  printed  on  the  left  half 
of  a prepared  history  sheet. 

2.  On  the  right  half  of  the  page  there  is  space 
for  a record  of  the  patient’s  dietary  habits,  each 
food  he  eats  being  recorded  opposite  the  corre- 
sponding food  on  the  normal  diet. 

3.  Comment  is  made  on  the  following : Eat- 
ing between  meals,  extent  and  kinds  of  food 
eaten;  whether  or  not  the  patient  has  ever  fol- 
lowed a prescribed  diet ; appetite ; amount  of 
water  patient  drinks  daily;  if  patient  has  consti- 
pation or  flatulence ; foods  disliked ; foods  caus- 
ing distress ; foods  liked  especially  well ; where 
meals  are  eaten ; alcoholic  drinks  taken. 

4.  A criticism  of  the  patient’s  habits,  as  ob- 
served in  the  history,  is  recorded. 

The  patient  is  asked  to  tell  what  he  usually 
eats  for  breakfast,  lunch  and  dinner.  If  the 
portion  of  food  taken  is  more  or  less  than  an 
average  size  serving,  the  amount  is  recorded. 
Half  a standard  measuring  cup  (about  100 
grams)  is  considered  an  average  size  serving  of 
fruits  and  vegetables.  Most  of  the  patients  have 
quite  a definite  idea  of  what  foods  they  are  in 
the  habit  of  eating  at  each  meal.  Their  concep- 
tion of  the  quantities  they  eat  is  not  so  clear. 
The  greatest  variation  in  the  kinds  of  food  se- 
lected is  in  the  lunch  and  the  dessert  for  dinner. 

The  contrast  between  the  two  diets,  especially 
in  the  inclusion  of  the  so-called  protective  foods, 
paints  a rather  clear  picture  of  adequacy  or  in- 
adequacy in  most  cases.  As  any  one  diet  cannot 
fulfill  the  requirements  of  any  one  of  one  hun- 
dred or  more  persons,  allowances  for  many  vari- 
ations in  food  selection  must  be  considered  in 
evaluating  the  adequacy  of  the  patients’  diets. 
That  is,  caloric  requirement  varies  with  the  size 
of  the  patient  and  his  activity  and  may  be  sup- 
plied by  many  different  food  combinations;  the 
protein  recpiirement  may  be  supplied  by  various 
combinations  of  foods,  mainly  animal  products, 
etc. 

The  diets  are  judged  arbitrarily  for  adequacy 
in  the  following  manner  : 

1.  The  caloric  content  of  the  diet  is  considered 
adequate,  if  the  patient  is  within  ten  pounds  of 
the  average  normal  weight  for  his  height,  age  and 
sex  2. 


2.  Rose,  M.  S. : Feeding  the  Family,  Macmillan  Co., 
1929. 
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2.  The  protein  requirement  is  considered  ful- 
filled, if  the  following  foods  or  their  equivalents 
in  protein  value  are  included : one  pint  of  milk, 
one  egg  and  one  medium  size  serving  of  meat. 

3.  For  mineral  content  the  following  foods, 
or  foods  equivalent  in  mineral  content,  are  con- 
sidered necessary : one  pint  of  milk,  adequate  pro- 
tein, and  four  servings  of  fruits  and  vegetables 
a day.  As  McCollum^  says,  “there  is  a principle 
of  relativity  which  is  of  fundamental  importance 
in  estimating  the  value  of  a diet  as  a whole.” 
This  is  particularly  true  in  regard  to  the  mineral 
content  of  the  diet. 

4.  If  a good  source  of  each  vitamin  is  included 
in  the  dietary  program,  the  vitamin  requirement 
is  considered  met. 

5.  Roughage  or  bulk  is  considered  adequate, 
if  the  diet  contains  six  servings  (600  grams)  of 
fruits  and  vegetables  a day^. 

6.  Eight  glasses  (at  least)  of  water  (includ- 
ing drinks)  is  necessary  to  fulfill  the  fluid  re- 
quirement. 

If  these  six  requirements  are  met,  the  diet  is 
considered  an  adequate  one. 

Regarding  dietary  standards,  Sherman  says : 
“What  seems  most  important  with  reference  to 
our  attitude  toward  dietary  standards  is  that  we 
realize  the  complexity  of  the  subject,  the  inter- 
relations of  the  many  factors,  and  the  need  of  a 
many-sided  view,  and  yet  be  not  discouraged, 
by  our  difficulties  and  limitations,  from  the  ef- 
fort to  put  our  knowledge  of  nutrition  and  its 
professional  application  upon  as  quantitatively  ac- 
curate a basis  as  is  possible.” 

A diet  history  is  presented  that  is  typical  of 
this  group  of  cases. 

In  this  study  of  the  foods  habitually  included 
m the  daily  diets  of  one  hundred  persons,  the  fol- 
lowing observations  regarding  the  lack  of  inclu- 
sion of  the  more  important  foods  in  the  diet  and 
inadequacy  of  the  diets  as  a whole  as  judged  by 
the  above  standards  were  noted : 


1.  Less  than  1 pint  of  milk 87 

2.  No  milk  53 

3.  Less  than  4 servings  (about  400  grams)  of 

fruits  and  vegetables  38 

4.  Less  than  1 egg  a day  67 

5.  No  eggs  44 

6.  Inadequate  calories  35 

7.  Inadequate  protein  83 

8.  Inadequate  minerals  87 


3.  McCollum,  E.  V.  and  Simmonds.  N. : Newer  Know- 
ledge of  Nutrition,  Macmillan  Co.,  1929. 

4.  McLester,  J.  k:  Nutrition  and  Diet  in  Health  and 
Disease,  W.  B.  Saunders  Co.,  1931. 


9.  Inadequate  vitamins  ; . . . . 19 

10.  Inadequate  roughage  88 

11.  Inadequate  fluids  55 


CONCLUSIONS 

1.  The  diet  histories  used  are  of  value  in  that 
they  are  good  indices  of  the  probable  nutritive 
conditions  of  the  patients  as  they  come  for  treat- 
ment. 

2.  This  diet  history  offers  a good  foundation 
to  use  in  constructing  the  therapeutic  diet,  which 
should  be  based  on  the  patient’s  former  eating 
habits. 

3.  The  study  of  these  one  hundred  cases  shows 
that  there  has  been  little  application  of  the  ad- 
vances in  nutrition,  which  during  the  past  ten 
years  probably  have  been  greater  than  in  any 
other  science,  and  hence  the  nutritive  condition 
of  most  of  these  patients  would  be  judged  poor. 

(a)  The  great  majority  of  the  diets  observed 
conformed  to  the  current  criticism  of  the  Ameri- 
can diet,  that  it  contains  a small  proportion  of 
the  .so-called  protective  foods. 

(b)  The  dietary  habits  of  most  of  these  pa- 
tients came  far  from  measuring  up  to  the  stand- 
ards for  food  selection  set  up  by  Sherman  and 
other  authorities  on  the  science  of  nutrition.  Pro- 
tein, minerals  and  roughage  were  judged  inade- 
quate in  over  80  per  cent  of  the  cases. 

(c)  Out  of  this  group  of  one  hundred,  only 
one  was  considered  adequate  in  all  the  essentials 
for  good  nutrition. 

4.  The  therapeutic  value  of  an  adequate  diet 
in  this  group  of  cases  has  not  been  studied.  It 
should  have  considerable  value,  according  to 
Langstroth^  and  others. 

5.  The  internist  can  be  of  help  in  raising  the 
dietary  standards  of  the  laity,  for  which  there  is 
a need,  as  indicated  by  this  study  and  the  writ- 
ings of  Wilder®,  MendeF  and  others. 

5.  Langstroth,  L. : Relation  of  American  Dietary  to 
Degenerative  Disease,  J.  A.  M.  A.  93:1607-1613,  Nov. 
23,  1929. 

6.  Wilder,  R.  M.;  Significance  of  Diet  in  Treatment, 
J.  A.  M.  A.  97:435-436,  Aug.  15,  1931. 

7.  Mendel,  L.  B.:  Changing  Diet  of  American 

People,  J.  A.  M.  A.  99:117-120,  July  9,  1932. 

Primary  Carcinoma  of  Appendix  with  Gelatinous 
Spread.  Marcus  H.  Hobart  and  J.  Peerman  Nesselrod, 
Evanston.  III.  (Journal  A.  M.  A.,  June  17,  1933),  ob- 
served a rare  case  of  gelatinous  carcinoma  of  the  ap- 
pendix associated  with  subacute  thrombotic  endocarditis, 
with  multiple  infarcts  of  the  spleen,  kidneys  and  brain. 
They  state  that  there  are  two  types  of  carcinoma  of 
the  appendix:  one,  the  common  (90  per  cent)  tip  car- 
cinoids, practically  always  benign ; the  other,  the  rarer 
(10  per  cent)  true  or  malignant  carcinoma  of  the  base, 
usually  arising  from  the  cecum  or  ileocecal  area.  Cancer 
of  the  appendix  is  practically  never  diagnosed  as  such 
before  operation. 
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Diet  History  for 


2500  CALORIE  NORMAL  DIET 

Breakfast : 

1.  Orange  or  grapefruit  

or  other  fruits  

2.  Oatmeal,  dry  \vt 

or  prepared  cereal 

or  bread  

3.  Bread,  whole  wheat  or  white  for  toast 

4.  Butter  

5.  Honey,  jam,  jelly  or  sugar 

6.  Milk,  whole  

7.  Bacon,  uncooked  wt 

or  whipping  cream  

or  commercial  cream  

or  commercial  cream,  & Yi  oz.  bacon 

8.  Egg,  one  

Lunch  : 

1.  Egg,  one  

or  American  cheese  

or  cottage  cheese  

or  meat  or  fish  

2.  Tomato,  fresh,  canned  or  juice  

or  lettuce,  spinach,  asparagus  

or  celery,  cucumber,  cabbage  

3.  Mayonnaise  

or  whipping  cream  

4.  Bread,  whole  wheat  or  white  

5.  Butter  

6.  Honey,  jelly,  jam,  sugar  

7.  Milk,  whole  

8.  Banana  

or  other  fruits  


Dinner : 

1.  Beef,  lean  

or  other  meat  or  fish  

2.  Potato  

or  macaroni,  noodles,  dry  wt 

3.  Carrots  

or  peas,  string  beans,  onions 

or  turnips,  rutabagas  

4.  Lettuce  

or  tomato,  asparagus,  cucumber  . 
or  spinach,  radishes,  cauliflower  .. 

5.  Mayonnaise  

or  whipping  cream  

or  butter  

6.  Bread,  whole  wheat  or  white  

7.  Butter  

8.  Honey,  jelly,  jam  

9.  Milk,  whole  

10.  Strawberries  & oz.  sugar  

or  other  fruits  

Comment  on  previous  diet : 

1.  Inadequate  protein. 

2.  No  milk. 

3.  Inadequate  fruits  and  vegetables. 

4.  Inadequate  fluids. 

General  observations  on  food  habits : 

1.  No  eating  between  meals. 

2.  Never  on  a diet. 

3.  Appetite,  good. 


DIET  OF  PATIE.NT 


1.  Fruit — Gft.  or  orange,  usuall}',  but  sometimes 

another 

2.  Cereal,  usually  cooked 


3.  Small  amount  toast — white  or  wh.  wh. 

4.  Butter  on  toast 

5.  Sugar  with  cereal  & coffee,  a little 

6. 

7.  Cream  with  cereal  & coffee 


8. 

Coffee — 1 cup 


1. 

Cheese,  sometimes 


2. 

Meat  between  sandwiches 

3. 

4.  Sandwiches:  wh.  w'h.  or  white  (1  or  2) 

5.  Butter  on  sandwiches 

6. 

7. 

8. 

Tea  1 cup 


1.  Small  amount  of  meat — 3 times  a week 

2.  Potato  sev.  times  a week 

3.  Vi  cup  vegetables,  cooked 


4. 


5. 


6.  Bread  (1-2  slices) 

7.  Butter  on  bread 

8. 

9. 

10.  Pie  or  fruit,  usually  fruit. 
Tea — 1 cup 


4.  Drinks  about  2 glasses  of  water  a day. 

5.  No  foods  cause  distress. 

6.  No  foods  disliked. 

7.  Foods  likes  especially  well,  none. 

8.  All  meals  at  home. 

9.  No  alcoholic  drinks  taken. 

10.  Gas,  none. 

11.  Constipation,  none.  Takes  salt  in  glass  of  water 

in  morning. 


Ounces 

6 

4 

1 

1 

l'/2 

1 

J4 

!/2 

4 

1 

2 

4 

2 

% 

1 

1 

7 

7 

7 

'/2 

1 

"'/2 

1 

8 

3'/2 

4 

2 

2 

3'/2 

1 

31/2 

31/2 

31/2 

31/2 

3'/2 

31/2 

'/2 

1 

^2 

1 

1 

'/2 

4 

6 

4 
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DIET  IN  ITS  RELATION  TO  THE  TEETH 
OF  THE  PREGNANT  WOMAN  AND 
HER  OFFSPRING* 

Albert  Mathieu,  M.D.,  F.A.C.S. 

PORTLAND,  ORE. 

From  the  work  of  divers  experimenters  in  nu- 
trition has  come  information  of  great  importance 
concerning  the  teeth  of  the  pregnant  woman  and 
her  offspring.  No  longer  must  the  old  shibbolith, 
“for  every  child  a tooth,”  be  a partial  truth,  and 
no  longer  need  the  dietary  instruction  throughout 
pregnancy  and  lactation  be  empiric. 

Early  control.  The  foundation  of  tooth  struc- 
ture starts  in  the  seventh  week  in  the  human  em- 
bryo, and  calcification  begins  towards  the  end  of 
the  fourth  month.  From  this  reason  it  is  obvious 
that  the  dietetic  control  of  the  mother  should  be- 
gin early. 

Calcium  and  phosphorus  necessary.  It  has  been 
demonstrated  by  IMcCollum  and  his  coworkers^, 
as  well  as  by  Shipley  and  others,  that  both  cal- 
cium and  phosphorus  are  necessary  to  an  antira- 
chitic diet.  Approximately  90  per  cent  of  the 
mineral  content  of  adult  bones  is  calcium  in  the 
form  of  calcium-phosphate  and  calcium-carbon- 
ate, and  97  per  cent  of  the  body-calcium  is  in  the 
bones.  Phosphates  are  needed  to  maintain  a pro- 
per acid-base  equilibrium  in  the  plasma.  Schultz^ 
feels  that  its  maintenance  in  the  mother  favorably 
affects  the  development  of  dental  structure  in  the 
fetus. 

Unbalanced  diets.  Klein,  IMcCollum  et  al’., 
w'orking  with  swine  because  they  correspond  to 
humans  in  gestation  and  fetal  development,  and 
because  their  diet  could  be  carefully  controlled, 
showed  by  an  excellent  study  that,  “definite  re- 
tardation in  growth  is  observed  in  animals  whose 
mothers  have  been  subjected  during  part  of  the 
gestation  or  the  lactation  periods  to  diets  unbal- 
anced in  their  calcium-phosphorus  ratios,  and  this 
is  most  marked  if  the  mothers  be  subjected  to  this 
imbalance  during  the  gestation  period.”  They 
used  diets  of  various  calcium-phosphorus  ratios 

‘Read  before  the  Fortieth  Annual  Meeting  of  Idaho 
State  Medical  Meeting,  Pocatello,  Ida.,  Sept.  16-17, 
1932. 

1.  McCollum.  E.  V.,  Simmonds.  N.,  Parsons,  H.  T., 
Shipley,  P.  G.  and  Park,  C.  A.:  Studies  on  Experimental 
Ricket.s;  Effect  of  Cod  Liver  Oil  Administered  to  Rats 
with  Experimental  Rickets.  J.  Biol.  Chem.  45:343,  Jan., 
1921. 

2.  Schultz.  P.  W. : Preventive  Dentistry  From  Point 
of  View  of  Pediatrician.  J.  Am.  Dent.  A.  15:2311-2318, 
Dec.,  1928. 

3.  Klein.  H..  McCollum.  E.  V.,  Buckley,  S.  S.  and 
Howe,  P.  E.:  Relation  of  Diet  to  Skeletal  Develop- 
ment of  Swine,  Including  Development  of  Teeth.  J. 
Am.  Dent.  A.  17:782-804,  May,  1930. 


and  found  that  a low  calcium,  high  phosphorus 
diet  produced  the  most  striking  results.  A low 
calcium  diet  throughout  lactation  paralleled  an 
increase  in  the  mortality  of  the  offspring.  The  re- 
tardation of  growth  of  the  fetus  was  found  to 
bear  a definite  relation  to  tooth  and  bone  develop- 
ment. 

CALCIUM  metabolism 

Because  calcium  metabolism  plays  such  an  im- 
portant part  in  dentition  and  ossification,  some  of 
its  more  important  facts,  as  given  by  Cantarow^, 
may  be  considered  here. 

Daily  requirement.  One  gram  of  calcium  fills 
the  human  daily  requirement,  but  during  preg- 
nancy there  is  a greater  demand. 

Difference  betzveen  human  and  cozvs’  milk. 
While  about  70  per  cent  of  the  calcium  in  human 
milk  is  retained,  only  about  30  per  cent  of  that  in 
cows’  milk  is  utilized.  Human  milk  contains  30- 
40  mg.  in  100  cc. ; the  same  amount  of  cows’  milk 
contains  120  mg.,  or  about  1.2  gm.  to  the  quart. 
In  any  diet,  calcium  must  be  present  in  an  amount 
considerably  above  that  required  to  maintain  cal- 
cium equilibrium,  in  order  to  allow  for  the  vari- 
able degree  of  absorption  which  is  ordinarily  un- 
controllable. 

Calcium  absorption.  Calcium  is  absorbed  in  the 
small  intestine,  and  solubility  is  essential  for  ab- 
sorption. Calcium  salts  are  soluble  in  acid  and 
relatively  insoluble  in  alkaline  solutions.  Hence, 
the  more  acid  the  contents  of  the  small  bowel, 
which  are  ordinarily  alkaline,  the  better  is  the  ab- 
sorption of  calcium. 

Calcium  and  carbohydrates.  More  calcium  is 
absorbed  when  it  is  given  with  carbohydrates,  due 
to  the  acid  condition  in  the  intestine  from  lactic 
acid  fermentation.  An  excess  of  fats  in  the  diet 
tends  to  diminish  the  absorption  of  calcium  by 
forming  insoluble  calcium  soaps  in  the  intestine. 

Parathyroid  hormone.  The  parthyroid  hormone 
is  concerned  with  calcium  metabolism  in  a manner 
not  fully  understood,  but  it  seems  to  have  a direct 
effect  upon  calcium  excretion,  as  bone  trabeculae 
are  easily  depleted  by  its  prolonged  administra- 
tion. It  appears  that  these  structures  serve  as 
storehouses  for  readily  available  calcium. 

Factors  increasing  calcium  excretion.  It  has 
been  demonstrated  that  five  factors  may  increase 
the  excretion  of  calcium,  causing  a negative  cal- 
cium balance  and  decalcification  of  bone:  (1) 

4.  Cantarow,  A.:  Calcium  Metabolism  and  Calcium 
Therapy.  Lea  & Febiger.  Philadelphia,  1931. 
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th}Toid  extract,  (2)  parathyroid  extract,  (3) 
vitamin  D deficiency,  (4)  excess  of  certain  in- 
organic elements,  particularly  phosphorus,  (5) 
acidosis. 

Calcium-phosphorus  ratio.  Stearns^  has  con- 
cluded that  the  ratio  of  retention  of  calcium  to 
phosphorus  is  greatest  (2:1)  at  the  times  when 
skeletal  growth  is  relatively  rapid,  such  as  in  in- 
fancy and  adolescence.  It  is  least  at  times  of 
marked  increases  in  weight  (1  :1).  In  adults  it  is 
normally  between  1.3:1  and  1.5:1.  Stearns  feels 
that  the  ratio  of  calcium  to  phosphorus  in  the 
food  is  not  of  major  importance  in  regulating 
the  amount  of  absorption  and  retention,  if  the 
total  quantities  of  both  are  sufficient.  If  suf- 
ficient calcium  is  included  in  the  diet,  with  the 
American  habits  of  eating,  it  is  safe  to  say  that 
the  amount  of  phosphorus  will  be  ample. 

Vitami)!  D effect  in  doubt.  The  part  played  by 
vitamin  D in  calcium  metabolism  is  in  doubt. 
Opinion  is  divided  as  to  whether  it  brings  about 
an  increased  absorption  from  the  intestine  or 
whether  it  affects  the  intermediary  metabolism  of 
calcium.  The  conclusion  might  be  drawn  from  the 
work  of  Howland  and  Kramer®  that  vitamin  D 
effects  the  concentration  of  phosphorus  in  the 
blood  stream  rather  than  that  of  calcium. 

Calcium-phosphorus  product.  They  have  des- 
cribed what  they  call  the  calcium-phosphorus  pro- 
duct. This  is  obtained  by  multiplying  the  number 
of  milligrams  of  calcium  by  the  number  of  milli- 
grams of  phosphorus  in  100  cc.  of  blood.  The  re- 
sulting figure  is  the  calcium-phosphorus  product 
and  is  normally  between  fifty-five  and  seventy.  If 
it  is  below  thirty,  rickets  is  invariably  present.  If 
the  low  product  is  due  to  a lowered  blood  phos- 
phorus, rickets  will  be  present,  but  if  due  to  a low 
blood  calcium,  tetany  will  also  be  apparent.  While 
an  increase  in  calcium  intake  will  cure  the  tetany, 
vitamin  D is  necessary  to  heal  the  rickets.  This 
would  indicate  that  vitamin  D has  its  greatest 
effect  upon  phosphorus  metabolism. 

Vitamins.  Apart  from  an  abundant  calcium- 
phosphorus  balance  in  the  maternal  diet,  there  are 
other  factors  involved  in  laying  calcium  down  in 
bones  and  teeth.  Vitamins  must  be  present  in  the 
diet.  The  fat  soluble  vitamin  A has  been  shown 
by  Marshal^  to  affect  the  permanent  teeth  of 

5.  Stearns,  G. : Significance  of  Retention  Ratio  of 
Calcium:  Phosphiorus  in  Infants  and  in  Children.  Am. 
J.  Dis.  Child.  42:749-759,  Oct.,  1931. 

6.  Howland.  J.  and  Kramer,  B.:  Factors  Concerned 
in  the  Calcification  of  Bone.  Tr.  Am.  Pediat.  Soc.  34: 
204-208,  1922. 


the  offspring.  Water  soluble  and  B2  are  nec- 
essary for  their  growth  producing  qualities.  Re- 
garding water  soluble  C,  the  antiscorbutic  vita- 
min, Eddy®  says,  in  quoting  Hojer,  “as  the  pectin 
in  the  housewife’s  jelly  causes  it  to  jell,  vitamin 
C sets  the  liquid  dentine,  proliferated  by  the 
odontoblasts.”  Eddy  has  also  shown  that  lack  of 
vitamin  C causes  lack  of  regeneration  in  erupted 
teeth  and  in  a few  days  it  will  produce  a changed 
dentine.  The  tooth  growth  can  be  restored  by  add- 
ing vitamin  C to  the  diet  and  the  rate  of  growth 
is  proportionate  to  its  amount.  The  part  played 
in  calcium-phosphorus  metabolism  by  vitamin  D 
has  been  described. 

Anticalcifying  elements.  Certain  food,  such 
as  cereals,  contain  definite  anticalcifying  ele- 
ments. For  instance,  as  Mellanby®  has  shown,  on 
a vitamin  D deficient  diet,  the  more  cereals  taken, 
the  greater  will  lie  the  retardation  of  dentition, 
due  to  the  anticalcifying  effects  of  cereals,  even 
though  these  contain  a high  calcium-phosphorus 
ratio.  This  deleterious  effect  can  be  overcome  by 
adding  to  the  diet  sufficient  vitamin  D to  counter- 
act the  antagonistic  effect  of  the  antirachitic  ac- 
tion of  the  cereals.  She  says  that,  “whereas  it  is 
true  that  normal  calcification  of  bones  and  teeth 
can  be  produced  only  when  the  diet  contains  more 
than  a minimum  of  calcium  and  phosphorus,  it  is 
equally  certain  that  these  necessary  minima  de- 
pend upon  other  factors,  the  more  important  of 
which  are:  (1)  the  amount  of  calcifying  vitamin 
in  the  diet,  (2)  the  rate  of  growth  of  the  animal, 
(3)  the  amount  of  exposure  of  the  animal  or  cer- 
tain of  its  food  constituents  to  ultraviolet  radia- 
tion, (4)  the  amount  of  anticalcifying  elements  in 
the  cereals  eaten.”  To  these  factors  might  well  be 
added  such  other  factors  as  the  nutritional  state 
and  freedom  from  anemia  of  the  animal,  the  state 
of  its  endocrine  system,  especially  the  parathyroid 
glands. 

After  investigating  the  effect  of  maternal  diet 
during  pregnancy  and  lactation  on  the  develop- 
ment of  the  teeth  of  the  offspring,  Mellanby 
writes : “When  pregnant  and  nursing  animals 

were  fed  on  diets  deficient  in  the  calcifying  vita- 
min, the  dentine  of  the  deciduous  teeth  of  the 
offspring  often  contained  small  interglobular 
spaces  and  the  enamel  might  be  defectively  cal- 

7.  Marshall,  J.  A.:  Dental  Caries  and  Pulp  Sequelae 
ResuUinp:  from  Experimental  Diets.  J.  Am.  Dent.  A. 
14:3-37,  Jan.,  1927. 

8.  Eddy,  W.  H. : Dietary  Factors  Concerned  in 
Buildinpr  and  Maintenance  of  Teeth.  J.  Dent.  Research 
12:349-362,  June.  1931. 

9.  Meiianby,  M. : Influence  of  Diet  on  Structure  of 
Teeth,  Phy.siol.  Rev.  8:545-557,  Oct.,  1928. 
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cifiecl,  indicating  that  the  mothers  had  been  un- 
able to  supply  from  their  own  bodies  a sufficiency 
of  the  factors  necessary  to  insure  perfect  calcifi- 
cation. Since  the  mother  tends  to  sacrifice  her 
own  needs  to  those  of  the  offspring,  it  is  not  to 
be  expected  that  great  defects  will  be  found  in 
the  calcification  taking  place  during  antenatal  life. 
More  defects  might  be  expected  during  lactation 
when  the  mother  tends  to  have  exhausted  her 
stores,  but  most  after  weaning  when  the  diet  of 
the  young  is  liable  to  be  unbalanced.” 

Adair^®,  jNIarriott^^  and  others  have  also 
stressed  the  fact  that  a mother  may  receive  a suf- 
ficient supply  of  the  various  necessary  food  sub- 
stances, without  being  able  to  use  them  properly. 
Adair  feels  that  it  is  sometimes  possible  to  stimu- 
late the  maternal  metabolic  processes  and  that  in 
some  instances  pregnancy  acts  as  such  a stimu- 
lant. 

The  general  concensus  of  opinion  now  seems  to 
be  that  the  fetus  will  draw  from  the  mother  those 
elements  which  it  recpiires  even  at  her  expense. 
It  seems  to  l)e  established  that  the  maternal  sys- 
tem must  constantly  be  supplied  with  bone  and 
teeth-building  materials  for  its  own  needs.  Lack 
of  adequate  supply  will  act  to  the  detriment  of 
the  mother  with  little  harm  to  her  fetus.  In  other 
words,  the  fetus  will  satisfy  its  needs  at  the  ex- 
pense of  its  mother,  when  necessary. 

Since  the  needs  of  the  mother  and  the  fetus 
seem  to  be  at  least  qualitatively  identical,  diet  dur- 
ing gestation  should  be  planned  to  satisfy  the  ma- 
ternal requirements.  The  development  and  the 
maintenance  of  dentition  have  practically  the  same 
requirements  as  those  of  ossification.  At  birth 
this  state  of  affairs  changes.  The  offspring  then 
recieves  only  the  materials  supplied  in  its  diet. 
This  consists  in  most  instances,  for  the  first  few 
months  at  least,  of  mother’s  milk.  If,  as  Mellanby 
says,  “cows’  milk  contains  vitamin  D varying  in 
quantity  with  the  food  and  environment  of  the 
cow,”  why  cannot  the  argument  be  applied  by  an- 
alogy to  the  nursing  mother,  and  the  statement 
made  that  her  milk  contains  those  factors  neces- 
sary to  growth  and  development  of  the  infant, 
depending  upon  the  diet  and  the  environment  of 
the  mother? 

Referred  to  dentist.  As  early  as  is  practicable 
in  the  pregnancy,  the  patient  should  be  referred 
to  her  dentist  for  complete  dental  prophylaxis. 
The  teeth  should  be  cleaned  and  all  cavities  filled. 

10.  Adair,  F.  L.:  J.  Am.  Dent.  A.  15:2319,  Dec.,  1928. 

11.  Marriott,  W.  M. : Influence  of  Diet  on  Bonea 
and  Teeth.  J.  Am.  Dent.  A.  17:1648-1657.  Sept.  1930. 


This  is  contrary  to  the  old  teaching  that  dental 
work  should  not  be  performed  during  pregnancy, 
but  it  is  our  experience  that  extractions  may  safe- 
ly be  performed  at  any  time  during  gestation.  The 
danger  of  marked  focal  infections  causing  pye- 
litis and  other  sequelae  is  a real  one,  and  the  state 
of  pregnancy  is  safer  for  the  patient  if  such  foci 
are  removed. 

Daily  diet.  The  daily  diet  should  contain  ap- 
proximately 2500  calories.  While  fats  are  not  es- 
sential, the  fat-soluble  vitamins  are  extremely  im- 
portant, and  if  for  any  reason  the  fats  in  the  diet 
are  decreased,  the  fat-soluble  vitamins  A and  D 
should  be  supplied  in  other  ways.  Lard  and  most 
vegetable  fats  are  nearly  devoid  of  vitamin  A 
which  is  contained  most  abundantly  in  butter  fat, 
egg  yolk,  glandular  organs,  cod  liver  oil,  tomatoes 
and  the  green  leafy  vegetables.  The  diet  should 
contain  a minimum  of  animal  fat  such  as  lard, 
cream,  butter,  and  the  vegetable  fat  in  olive  oil, 
and  should  include  instead  at  least  two  kinds  of 
green  vegetables,  one  of  these  raw  and  fifteen 
drops  of  viosterol  daily  for  its  vitamin  D content. 
Vitamin  A is  destroyed  at  high  temperatures  in 
the  presence  of  oxygen,  but  little  seems  to  be  lost 
by  canning. 

V'ater  soluble  and  B2  are  present  in  fresh 
fruits  and  vegetables,  whole  cereals,  yeast  and 
wheat  germ.  B^  is  partially  destroyed  by  cooking 
or  canning,  but  B2  is  not.  Water  soluble  C is 
contained  in  tomatoes,  green  vegetables,  potatoes 
and  citrus  fruits.  These  must  be  eaten  raw  to  ob- 
tain vitamin  C,  because  it  is  the  most  unstable  of 
the  vitamins  and  is  destroyed  in  large  part  by 
cooking  and  canning.  Fat-soluble  D is  found  in 
butter  fat  (cream),  egg  yolk,  fish  oils  and  cod 
liver  oil,  as  well  as  in  irradiated  foods. 

Carbohydrates  are  not  injurious  to  the  teeth. 
They  are  vitally  necessary  to  maternal  and  fetal 
metabolism  and  must  be  taken  in  considerable 
amounts,  though  not  to  the  preclusion  of  other 
necessary  items  of  diet.  Iron  compounds  neces- 
sary to  the  production  of  hemoglobin  are  con- 
tained in  carrots  and  other  root  vegetables ; in  the 
green  leafy  vegetables  such  as  cabbage,  spinach, 
and  lettuce ; asparagus,  grapes,  apples,  and  rais- 
ins ; red  meats  and  the  yolks  of  eggs. 

Milk  is  the  best  source  of  calcium,  which  is  also 
contained  in  the  various  cereals.  The  pregnant 
woman  should  take  at  least  a quart  daily,  either 
as  milk  or  milk  products.  Some  authorities  ad- 
vocate two  quarts  a day.  As  calcium  is  not  lost  in 
cooking,  the  milk  ration  may  be  taken  as  soup. 
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buttermilk,  chocolate,  cocoa  or  cheese.  Evaporated 
milk  is  an  excellent  means  of  administration. 

The  diet  during  gestation  and  lactation,  then, 
should  include  each  day  at  least  one  quart  of 
milk,  one*half  glass  of  orange  or  tomato  juice, 
and  at  least  two  kinds  of  green  vegetables.  Eggs 
should  be  included  liberally  in  the  diet  and  at 
least  100  gm.  of  protein  should  be  taken  daily  in 
the  form  of  meat  or  fish.  The  best  contemporary 
thought  is  that  these  additions  to  a genereal  diet, 
supplemented  by  daily  doses  of  viosterol,  will  in- 
sure optimum  dental  development  in  the  fetus 
and  minimum  dental  caries  in  the  mother. 

415  Stevens  Bldg. 


HEMANGIOMA  OF  VERTEBRA 
Joseph  Aspray,  M.D. 

SPOKANE,  WASH. 

After  reading  Ireland’s  article^  on  the  above 
subject,  I looked  up  the  history  and  films  on  the 
following  case. 

In  June,  1927,  Miss  E.  O.,  age  20,  was  knocked 
down  by  a car,  her  back  being  struck  with  the  front 
bumper.  She  fell  to  the  pavement  and  was  dragged 
for  some  distance.  She  was  unconscious  for  about 
ten  minutes.  Her  left  shoulder  and  arm  were  bruised 
and  she  was  stiff  all  over  her  body.  This  stiffness 
increased  as  the  days  passed  but  she  did  not  have  much 
pain  when  she  kept  quiet.  She  had  trouble  in  getting 
up  and  down  and  about  three  weeks  after  the  accident, 
while  trying  to  get  up  from  a couch,  she  had  a severe 
pain  in  her  back  and  fainted.  The  pain  was  sharply 
localized  with  a definite  tender  point  in  the  region  of 
the  second  lumbar  vertebra.  At  this  time  she  could 
not  walk  except  with  a dragging  motion  and  limping. 
She  could  not  go  up  or  down  steps  without  assistance. 

Roentgenographic  examination.  A report  on  roent- 
genograms, taken  September  12,  reads  as  follows: 
‘The  body  of  the  second  lumbar  vertebra  is  unusual 
in  that  the  density  appears  uneven.  There  are  present 
vertical  lines  of  increased  density,  between  which  ap- 
pear rarefied  areas  whose  widths  are  about  twice  those 
of  the  vertical  lines  of  increased  density.'  These  lines 
produce  _a  vertical  striated  appearance,  the  cause  of 
which  is  undetermined”  (figs.  1,  2).  Diagnosis  not 
made  at  that  time. 

Treatment.  Five  series  of  high  voltage  roentgen 
therapy  were  given  between  November  1927  and  July 
1928. 

On  January  27,  1928,  a physical  examination  was 
made  by  Dr.  Geo.  Downs  who  reported:  Patient  well 
nourished  young  ladty.  Head  is  well  formed,  has  no 
tender  areas.  Eyes  move  freely  and  equally  in  all  di- 
rections ; pupils  react  to  light  and  accomodation  nor- 
mally. Veins  of  the  retina  are  dilated,  edge  of  the 
disc  of  the  right  eye  is  fuzzy,  the  left  disc  and  eye  are 
the  same.  Past  pointing  with  the  left  hand  to  the  nose 
one  inch  to  the  right.  Abdominal  knee  and  plantar  re- 
flexes are  present  and  ormal.  Romberg  slight.  Sen- 
sory changes  are  normal. 

There  was  a law  suit  in  June,  1928,  in  which 

1.  Ireland,  J. : Hemangioma  of  Vertebra.  Am.  J. 
Roentgenol.  28:372-378,  Sept.,  1932. 


the  patient  was  given  damages.  But  from  that 
time  until  the  present  she  was  at  times  totally 
disabled ; at  other  times  she  was  partially  dis- 
abled. She  has  not  at  any  time  been  able  to  work 
or  attend  school. 

On  January  26,  1933,  on  reexamination  of 
films,  after  reading  Ireland’s  report,  I made  a 
diagnosis  of  hemangioma  of  second  lumbar  ver- 
tebra. 

Reexamination  on  February  15  shows  she  still  has 
pain  in  the  lumbar  region  If  she  exercises  or  twists 
her  back  suddenly,  she  has  cramp-like  pains.  Attacks 
have  existed  all  the  time  but  are  getting  less  severe  and 
less  frequent.  She  can  walk  around  on  a level  floor  but, 
if  she  steps  up  or  down,  “something  feels  like  it  pushes 
together.’’  Has  had  fainting  spells  but  they  are  getting 
less,  has  not  had  one  for  three  months.  Her  previous 


Fig.  1 Fig.  2 


Fig.  1.  Miss  E.  D.  Lateral  view,  second  lumbar 
vertebra.  Hemangioma. 

Fig.  2.  Anteroposterior  view  of  same  vertebra. 

weight  was  123  pounds;  her  present  weight  is  113 
pounds.  Has  constipation.  Complains  of  pounding 
pain  in  the  back  of  her  head.  Menses  are  normal.  Still 
tender  over  second  lumbar  vertebra,  especially  on  the 
left  side. 

Report  of  roentgenograms:  Examination  of  second 
lumbar  vertebra  shows  very  little  if  any  change  since 
previous  examinations. 

We  sent  the  history  of  the  case  and  the  roent- 
genograms to  Dr.  Jay  Ireland  of  Chicago  for  his 
opinion  and  the  following  letter  was  received : 
“I  agree  with  the  description  you  have  made  of 
the  second  lumbar  vertebra.  There  does  not 
seem  to  be  any  involvement  of  the  pedicles  or 
spinous  process,  as  has  been  reported  in  some 
other  cases.  I am  a little  inclined  to  think  there 
is  also  a slight  involvement  of  the  first  lumbar 
vertebra.  This  shows  only  in  the  anteroposterior 
and  not  in  the  lateral  view.  Therefore,  I am  not 
sure  whether  hemangioma  involves  it. 

“Your  diagnosis  of  hemangioma  of  the  second 
lumbar  vertebra  is  correct.’’ 

Paulsen  Medical  & Dental  Bldg. 
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SUBSTERNAL  GOITER 

ITS  RECOGNITION  BY  ROENTGENOLOGIC 

Examination* 

Dorwin  L.  Palmer,  M.  D. 
and 

Noble  W.  Jones,  M.  D. 

PORTLAND,  ORE. 

The  statistical  study  of  substernal  goiter,  here- 
with given,  was  undertaken  to  determine  the  ac- 
curacy of  the  roentgenologic  recognition  of  its 
presence,  and,  if  possible,  the  reason  for  the  pro- 
duction of  the  gland’s  shadow.  The  review  of  a 
series  of  patients,  upon  whom  thyroidectomy  had 
been  performed  and  substernal  glands  had  been 
removed,  revealed  the  fact  that  in  a considerable 
percentage  of  them  a shadow  of  the  goiter  was 
not  seen  in  stereoscopic  films  and  the  recogni- 
tion of  the  gland  in  this  group  had  depended  up- 
on the  careful  roentgenoscopic  study  of  the 
trachea,  esophagus  and  anterior  superior  medi- 
astinum. 

We  studied  one  hundred  consecutive  cases  of 
goiter  in  which  retrosternal  glands  had  been 
found  at  operation,  and  compared  their  surgical 
records  with  a careful  review  of  the  roentgeno- 
logic examination  and  films  made  previous  to  re- 
moval. Twenty-five  per  cent  of  the  cases  did 
not  give  clear  cut  shadows  of  the  retrosternal 
glands.  Tracheal  compression  or  displacement, 
however,  was  noted  in  all  but  three  of  these  cases 
and  “hazy  shadows”  were  made  out  in  thirteen 
of  them. 

The  details  of  the  study  are  epitomized  in  the 
accompanying  four  tables. 

In  table  I,  which  contains  seventy-five  cases 
that  exhibited  definite  shadows  of  the  thyroid, 
the  important  factor  in  the  production  of  shadow 
density  seemed  to  be  the  amount  of  lime  depos- 
ited within  the  gland.  One-third  of  the  glands 
with  shadows  of  4+  density  had  gross  deposition 
of  calcium.  Those  of  lesser  density  had  distinctly 
fewer  examples  of  such  gross  deposits.  It  would 
be  of  interest  to  make  complete  inorganic  chemi- 
cal analyses  of  goitrous  glands  in  the  four  groups 
and  determine,  especially,  the  calcium  content  as 
CaO  in  each.  It  is  quite  probable  that  a varying 
content  of  CaO  proportional  to  each  group  would 
be  found,  as  we  have  noted  in  a similar  grouping 


•From  the  Portland  Clinic. 


of  diseased  gallbladders^.  The  weight  and  size 
of  the  gland  seemed  to  have  less  bearing  on  the 
density  of  the  shadow  than  did  its  chemical  com- 
position. Although  the  predominate  pathology 
was  multiple  adenomatous  hyperplasia,  this  type 
of  goiter  was  distributed  throughout  the  series 
without  regard  to  the  degree  of  density. 

Compression  and  displacement  of  the  trachea 
proved  to  be  of  great  value  in  the  recognition  of 
substernal  goiter.  Ninety-seven  per  cent  of  the 
cases  exhibited  this  sign.  In  only  three  cases  was 
there  an  absence  of  recognizable  deformity.  In 
the  first  of  these  three  cases  there  was  no  shadow 
of  the  gland.  The  latter  weighed  45  grams  and 
was  reported  as  a “colloid  goiter,”  containing  no 
gross  deposition  of  lime  In  the  second  case 
there  was  a distinct  haziness  over  the  apices  of 
both  lung  fields  that  suggested  a thyroid,  al- 
though there  was  no  apparent  deformity  of  the 
trachea.  This  haziness  could  be  traced  to  the 
sternoclavicular  joint  on  each  side.  The  gland 
weighed  99  grams  and  was  diagnosed  nodular 
adenomatous  hyperplasia.  The  gland  in  the  third 
case  weighed  30  grams,  but  it  produced  a very 
distinct  shadow.  It  also  was  diagnosed  nodular 
adenomatous  hyperplasia. 

The  details  of  the  study  of  tracheal  compres- 
sion and  displacement  as  produced  by  the  sub- 
sternal thyroid  are  given  in  tables  2,  3,  and  4. 

An  analysis  of  the  data  obtained  from  the 
study  as  a whole  revealed  certain  interesting 
facts.  For  instance,  a small  adenoma  often  pro- 
duced the  greatest  degree  of  tracheal  deformity. 
This  was  due  to  the  fact  that  the  tumor  was  con- 
fined to  one  lobe.  The  large  gland,  in  which  hy- 
perplasia was  diffuse,  produced  minor  changes. 
Again,  the  greatest  alteration  was  frequently  due 
to  compression  of  the  trachea  from  the  front. 
Fluoroscopic  examination  of  the  trachea  and  of 
the  larynx  during  phonation  was  important.  The 
latter  examination  at  times  showed  disturbed 
movement  of  the  vocal  cords.  Often  the  trachea 
had  to  be  filmed  in  the  lateral  position,  using  a 
soft  ray  in  order  to  give  a maximum  of  soft  tis- 
sue detail. 

It  was  in  the  25  per  cent  of  cases  which  gave 
no  distinct  shadow  that  careful  fluoroscopy  was 


1.  Jones,  N.  W.  and  Palmer,  D.  L. : Observations 
Upon  Chronic  Cholecystitis,  with  Special  Reference 
to  Motor  Disturbances  of  the  Gastrointestinal  Tract 
in  Relation  to  Preoperative  and  Postoperative  Symp- 
toms. .'^m.  J.  M.  Sc.  180:531-547,  Oot,,  1930. 
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Degree  of 

Number  of 

Weight  range 

Average  weight 

Cases  with 

Pathologic 

type 

density 

cases 

in  grams 

in  grams 

gross  cal- 
cium deposits 

of  goiter 

♦♦ 

1 

4 

30  to  395 

177+ 

0 

(1)  3,  (4)  1 

2 

24 

30  to  351 

158 

2 

(1)  17,  (2)  3, 

(4)  4 

3 

13 

55  to  260 

166 

3 

(1)  11.  (4)  2 

4 

34 

44  to  705 

240 

10 

(1)  21,  (2)  1, 
(4)  3,  (5)  1 

(3)  8 

Total 

75 

30  to  705 

185+ 

15 

**  (1)  Nodular  adenomatous  hyperplasia,  (2)  diffuse  parenchymatous  hyperplasia,  (3)  solitary  adenoma, 
with  hyperplasia,  (4)  multiple  solitary  adenoma,  with  hyperplasia,  (5)  carcinoma. 

Table  1.  Retrosternal  thyroid  glands  with  definite  shadows 


Degree  of 
deformity 
1 
2 

3 

4 

Total 


Number  of 
cases 
17 
19 
33 
28 
97 


Weight  range 
in  grams 
30  to  219 
85  to  260 
35  to  370 
70  to  705 
30  to  705 


Table  2.  Tracheal  deformity  caused  by  retrosternal  thyroid  glands 


Average  weight 
in  grams 
169 
151 
179 
238 
184+ 


Degree  of 

Number  of 

Weight  range 

Average  weight 

tracheal 

cases 

in  grams 

in  grams 

deformity 

0 

1 

1 

3 

2 

6 

3 

3 

4 

0 

Total 

13 

85  to  160 

107 

Table  3.  Extent  of  tracheal  deformity 

in  13  cases  of  substernal  goiter  with  “hazy  shadows’ 

Pathologic  type 
of  goiter 


8,  (3)  3,  (4)  2 


Degree  of 
tracheal 
deformity 
0 
1 
2 

3 

4 

Total 


Number  of 
cases 

1 

7 

3 

1 

0 

12 


Table  4.  Extent  of  tracheal  deformity 
substernal  shadows 


Weight  range 
in  grams 

Average  weight 
in  grams 

Pathologic  type 
of  goiter 

50  to  216 

127 

(1) 

(4) 

8.  (2)  1,  (3)  2, 
1 

in  12  cases  of  substernal  goiter  without 

I 


of  greatest  importance.  In  the  thirteen  cases 
with  “hazy  shadows’’  all  but  one  case  had  definite 
tracheal  alteration.  The  compression  or  dis- 
placement occurred  at  a lower  level  than  when 
due  to  a suprasternal  goiter.  In  the  twelve  cases 
with  no  shadow,  again  there  was  deformity  of  the 
trachea  in  all  but  one  case.  In  seven  of  these  it 
was  slight  but  definite.  In  only  one  case  in  the 
total  number  of  one  hundred  was  there  neither 
shadow  nor  tracheal  deformity  found,  but  at  the 
time  of  the  examination  of  this  patient  the  flu- 
oroscopic study  of  the  trachea  and  larynx  was 
not  as  carefully  made  as  was  later  done. 


CONCLUSIONS 

1.  Seventy-five  per  cent  of  substernal  goiters 
gave  definitely  recognizable  shadows.  Twenty- 
five  per  cent  did  not. 

2.  Of  the  25  per  cent  one-half  of  the  cases 
gave  “hazy  shadows”  and  one-half  produced  no 
shadow  at  all. 

3.  Some  degree  of  tracheal  compression  or 
displacement  was  found  in  97  per  cent  of  cases 
with  substernal  goiter.  In  the  absence  of  sub- 
sternal shadow  and  in  the  presence  of  clinical 
evidence  of  thyrotoxicosis  this  sign  was  sufficient 
to  make  a positive  diagnosis. 


298 


MEDICAL  EVALUATION — WRIGHT 


Vol.  XXXII,  Xo.  7 


MEDICAL  ECONOMICS 

MODERN  MEDICAL  EVALUATION* 

H.  Garner  Wright,  M.D. 

SEATTLE,  WASH. 

We  are  gathered  here  today  because  a train  of  eco- 
nomic circumstances  have  developed  rapidly  at  a time 
of  and  probably  partially  due  to  a world  wide  depres- 
sion. The  economic  situation  as  related  to  the  practice 
of  medicine  is  necessarily  related  to  all  other  kinds  of 
endeavor.  Before  the  depression  there  were  changes 
taking  place  in  the  evolution  of  entire  social  and  eco- 
nomic structure  of  the  world.  The  changes,  that  have 
taken  place  so  rapidly  in  medicine,  under  normal  con- 
ditions would  doubtless  have  taken  years  to  bring 
about.  Now  it  seems  but  months  are  necessary. 

The  history  of  the  world  in  regard  to  economic  pro- 
gress has  been  that  the  most  rapid  changes  followed 
great  wars.  We  have  had  our  great  war  followed,  first, 
by  a short  span  of  glittering  inflation  and,  next,  by  an 
unprecedented  period  of  depression  and  deflation.  Re- 
lative drops  in  values  are  greater  than  in  the  memory 
of  any  living  man.  It  is  written  in  Roman  history  that 
there  were  “depressions”  and  yet  apparently  these  could 
be  cured  by  means  which  are  not  at  our  disposal  today. 
Then,  too,  empires  have  risen  and  fallen  throughout 
history,  but  does  history  record  so  many  empires  fallen, 
so  many  changes  in  so  many  governments  and  so  many 
boundaries  changes  in  one  hundred  years  as  you  have 
seen  in  the  last  fifteen? 

So  with  these  governmental  changes  throughout  the 
world,  is  it  strange  if  medicine  or  any  other  institution 
of  our  civilization  might  not  have  to  change  some  of 
its  conceptions  in  regard  to  certain  of  its  obligations 
and  its  practices?  The  medical  profession  in  some  for- 
eign countries,  notably  Austria,  England  and  New  Zea- 
land, failed  to  heed  the  public  pulse  and  opinion  until 
it  was  too  late  for  their  own  best  interests.  They  have 
been  forced  to  try  to  beat  back  over  the  rocky  trail  of 
lost  advantages. 

We  reside  in  the  region  from  which  a large  share  of 
radicalism  has  spread  out  over  the  United  States. 
We  live  in  that  country,  out  of  which  the  I.  W.  W. 
spread  and  gained  power  and  where  dynamite,  horse- 
shoes and  rocks  in  the  bundled  grain  of  the  Palouse 
and  the  Big  Bend  gave  Zane  Grey  his  inspiration  to 
write  the  novel,  “The  Desert  of  Wheat.” 

You  do  not  have  to  live  a lifetime  here  to  see  mem- 
orable changes.  I have  seen  the  forest  between  Seattle 
and  Everett  become  a memory.  I have  seen  that  time 
when  there  were  no  fences  in  sections  of  eastern  Wash- 
ington, though  you  rode  from  sun-up  to  sun-down  and 
where  now  all  is  fenced.  So,  if  we  but  cast  back  over 
the  physical  changes  and  try  to  look  ahead,  what  do  you 
imagine  will  be  the  social  and  economic  changes?  We 
of  the  western  rim  of  our  country  move  rapidly.  We 
must  or  fall  behind.  Medicine  in  its  economic  practices 
must  keep  pace  with  the  changes  in  the  body  politic 
or  it  will  fall  behind. 

No  one  would  be  happier  than  I to  hold  to  the  time- 
honored  way  of  the  practice  of  medicine.  Economic 
pressure  has  brought  methods  and  changes  which  make 


the  strict  adherence  to  the  old  way  of  practice  unten- 
able at  this  time.  Certain  changes  have  been  brought 
about  through  our  own  scientific  advances.  If  condi- 
tions change,  I am  sure  we  will  all  be  glad  to  revert  to 
wa}'S  of  the  past. 

However,  with  these  conditions  varying  from  month 
to  month  and  week  to  week,  have  we  and  are  we  meet- 
ing our  problems  in  a manner  compatible  with  present 
day  social  demands  and  to  the  best  interests  of  the 
body  politic  of  organized  medicine?  It  is  rapidly  re- 
solving itself  into  a question  of  leading  or  being  led. 
You  have  a solution  in  your  hands  which  will  deter- 
mine whether  the  profession  of  this  state  will  assume 
the  leadership  and  solve  its  own  problems  or  whether 
you  will  permit  conditions  to  develop  to  that  point 
which  will  cause  others  to  solve  them  for  you. 

You  know  as  well  as  I how  the  “contract  idea”  has 
grown.  It  started  many  years  ago  and  through  various 
vicissitudes  survived  till  the  late  war.  It  then  rose 
t©  some  moderate  proportions  in  certain  sections.  With 
the  fall  of  the  shipbuilding  industries  it  lapsed  into  a 
troubled  slumber,  only  to  awaken  gradually  during  the 
inflation  and  has  been  grasping,  greedy  and  restless 
during  the  depression.  With  its  little  fast  growing  twin, 
“health  insurance,”  it  has  now  grown  to  such  strength 
that  both  are  vampire-like,  sucking  the  life  blood  from 
our  practices.  Today  we  stand  disheartened,  dis- 
couraged, currying  the  favor  of  contractors,  hospital 
associations  and  lay  organized  clinics  or  their  emis- 
saries. The  noblest  of  professions  is  fast  reaching  that 
point  where  its  honor  and  dignity  are  in  danger.  Its 
flag  is  rent  and  here  and  there,  not  a real  stain,  but 
just  a little  dust  is  apparent.  The  rents  can  be  repaired, 
the  dust  shaken  off  and  it  can  fly  as  proudly  as  ever, 
if  you  will  but  unselfishly  unite  to  organize  yourselves 
into  a state-wdde  bureau  which  can  solve  your  economic 
problems,  in  so  far  as  they  are  related  to  the  medical 
care  of  a part  of  our  population. 

You  are  not  all  as  acutely  affected  as  others,  but  let 
one  section  or  even  one  county  fall  and  there  is  a 
wedge  driven  into  the  remainder  of  the  state,  which 
W’ill  cost  untold  hardship  and  much  money  to  remove. 
You  have  examples  now  of  clinics  having  their  rami- 
fications from  one  county  to  another.  Will  you  fail  to 
recognize  this  threat  or  eventual  infiltration  into  all 
counties  of  this  state?  If  one  succeeds  and  you  sit 
by  supinely  singing,  as  it  were,  “you  in  your  small  cor- 
ner and  I in  mine,”  cannot  you  see  you  leave  open  the 
door  for  other  organizations,  whether  they  be  private  or 
state,  to  engulf  medicine? 

The  time  for  action  has  come.  You  all  know  your 
State  Association  has  valiently  tried  to  curb  the  evils 
that  are  apparent  but  to  no  avail.  Why  is  this  so?  You 
know,  deny  it  and  say  what  you  will,  that  there  is  an 
economic  need  for  the  periodic  payment  plan  in  medi- 
cine in  relation  to  those  employed  as  industrial  or  ser- 
vice employees.  If  this  need  had  not  been  present, 
the  system  would  have  fallen.  Every  day  of  continued 
unrest  brings  that  day  closer,  when  without  action  on 
your  part  to  meet  economic  needs  your  independence 
as  related  to  medical  practice  will  be  gone. 
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Do  you  not  think  it  time  that  you  take  heed  and 
stock  of  yourselves  as  you  fit  into  the  social  structure 
of  this  state,  and  organize  to  perfect  a method  to  meet 
the  state-wide  demand?  If  you  have  not  felt  this  de- 
mand, you  will.  It  is  time  you  controlled  and  directed 
the  eontraet  and  periodic  payment  plan  wherever  it  is 
in  operation  in  this  state.  We  cannot  control  the 
situation  by  ignoring  it,  by  compromising  with  it  or  by 
legislating  against  it.  Your  moment  is  now  here.  Your 
star  is  on  the  horizon,  it  is  yours  to  say  whether  it  will 
sink  into  obscurity  and  oblivion,  or  whether  meteor- 
like it  will  flame  across  the  skies  illuminating  the  way 
out  of  our  economic  crisis. 

Let  us  all,  gathered  here  today,  permit  no  jealousies, 
personal  ambitions  or  petty  differences  to  interfere  with 
the  aim  of  the  greatest  good  for  the  largest  number. 
\\Y  started  locally  on  a defensive  eampaign.  We  have 
carried  our  fight  on  to  the  strategic  point  where  we 
are  now  on  the  offensive.  A controlled  offensive  cam- 
paign will  gain  your  ends  and  hold  for  you  more  of 
those  things  you  revere  than  will  any  unorganized  de- 
fense. Our  fight  has  hardly  begun  and  we  must  carry 
on  till  w'e  have  stormed  the  last  strongholds.  Then  we 
must  be  alert  to  control  and  keep  that  advantage  in 
order  that  we  may  control  medicine  for  the  greatest 
good  for  the  public  and  ourselves.  Your  state  bureau 
can  offer  you  the  advantages  of  many  points  of  eco- 
nomic operation,  and  the  opportunity  to  control  the 
periodic  payment  plan  as  related  to  medical  care.  In 
short,  it  gives  to  you  the  opportunity  to  adhere  closely 


to  your  past  and  present  ideals  of  medical  practice,  yet 
meet  adequately  the  present  economic  demands. 

Many  of  you  from  other  countries  will  probably  never 
know  the  fight  the  members  of  King  County  Medical 
Service  Corporation  and  Bureau  have  been  through  and 
the  trials  and  tribulations  that  have  beset  us  in  our 
struggle  toward  forming  a functioning  bureau.  Through 
this  we  have  gained  an  insight  into  the  dangers  that  can 
readily  develop  in  any  country  and  threaten  us  all.  We 
can  see  now  that,  had  this  problem  been  gone  into  by 
the  medical  profession  several  years  ago,  it  could  have 
been  solved  with  a great  deal  more  ease.  We  have  been 
beset  in  King  County  by  almost  every  known  legal  and 
illegal  racketeering  scheme  to  exploit  the  medical  pro- 
fession. 

We  have  made  progress.  We  have  a functioning  bur- 
eau. We  know  we  have  caused  several  groups  of  solici- 
tors and  some  clinics  to  seek  “greener  pastures.’’  In 
studying  the  situation  we  have  forcibly  realized  the 
value  of  a solidly  united  aggressive  state  wide  bureau 
for  the  protection  of  ethical  medicine  against  lay  ex- 
ploitation. We  have  come  to  realize  as  never  before  the 
value  of  the  words,  “united  we  stand,  divided  we  fall.’’ 

We  have  called  you  together  to  give  you  our  ideas 
and  to  get  yours  in  regard  to  forming  a state-wide 
Medical  Service  Bureau.  Our  motives  are  dominated  by 
unselfishness  and  altruism  and  with  it  all  practicability 
and  good  sound  judgment  or  horse  sense.  We  sincerely 
want  to  offer  to  j'ou  an  instrument  which  we  believe 
will  largely  solve  the  vital  economic  problem  of  the 
doctors  of  this  state. 


Amyl  Nitrite  and  Cyanide  Poisoning.  Methylene 
blue  has  been  shown  by  Sahlin,  Eddy,  Brooks,  Hug, 
and  Hanzlik  to  antagonize  the  action  of  cyanide  in  ani- 
mals, and  recently  it  has  been  successfully  used  by 
Geiger  in  the  treatment  of  cyanide  poisoning  in  a man. 
K.  K.  Chen,  Charles  L.  Rose  and  G.  H.  A.  Clowes, 
Indianapolis  (Journal  A.  M.  A.,  June  17,  1933),  investi- 
gated both  methylene  blue  and  amyl  nitrite  in  cyanide 
intoxication  and  have  found  the  latter  to  be  more  effi- 
cient than  the  former.  It  was  found  that  the  minimal 
lethal  dose  of  sodium  cyanide  in  mice  by  subcutaneous 
injection  varied  from  8 to  14  mg.  per  kilogram.  In 
rabbits  the  minimal  lethal  dose  was  determined  to  be 
2.2  mg.  and  in  dogs  6 mg.  per  kilogram.  Methylene 
blue  given  intravenously,  in  order  to  be  effective  in 
mice  and  rabbits,  must  be  administered  within  a short 
time,  ranging  from  five  minutes  before  to  one  to  two 
minutes  after  the  subcutaneous  injection  of  sodium 
cyanide.  The  maximal  amount  of  the  cyanide  suc- 
cessively antagonized  by  methylene  blue  was  twice  the 
minimal  lethal  dose.  In  dogs,  similar  results  were  ob- 
tained when  the  dye,  either  in  a single  dose  or  by  re- 
peated injections,  was  introduced  directly  into  the  blood 
stream.  No  animal  was  protected  by  methylene  blue 
medication  against  three  minimal  lethal  doses  of  the 
cyanide.  By  the  inhalation  of  amyl  nitrite,  dogs  can 
tolerate  four  minimal  lethal  doses  of  sodium  cyanide. 
One  of  two  animals  that  received  four  and  a half 
minimal  lethal  doses  also  completely  recovered.  Those 
that  died  from  larger  doses  of  the  cyanide  seemed  to 
have  a tendency  to  survive  longer  when  treated  with 
amyl  nitrite.  Experimentally  the  efficiency  of  this  drug 
in  antidoting  cyanide  poisoning  is  thus  at  least  twice 
that  of  methylene  blue,  and  it  possesses  the  added  ad- 
vantage of  being  readily  administered  by  the  respiratory 
route. 


Diagnosis  and  Treatment  of  Addison’s  Disease. 
During  the  past  two  and  a half  years,  George  A.  Har- 
rop,  Albert  Weinstein,  Louis  J.  Softer  and  J.  H.  Tres- 
cher  (Journal  A.  M.  A.,  June  10,  1933),  treated  thirteen 
cases  of  Addison’s  disease  by  means  of  the  suprarenal 
cortical  extract  made  according  to  the  method  of 
Swingle  and  Pfiffner.  The  diagnosis  of  each  of  these 
cases  they  have  regarded  as  unequivocal.  There  were 
seven  deaths.  The  other  six  patients  are  now  living. 
All  of  the  seven  fatal  cases  have  come  to  necropsy, 
and  the  clinical  diagnosis  of  Addison’s  disease  has  in 
each  been  proved  correct.  Four  were  due  to  cortical 
atrophy.  The  authors  believe  that  the  clinieal  value  of 
injections  of  the  cortical  hormone  as  a routine  treat- 
ment during  the  remissions  of  Addison’s  disease  has 
not  been  satisfactorily  demonstrated.  So  far  as  their 
experience  indicates,  however,  there  is  no  danger  what- 
ever in  the  use  of  extract  if  this  seems  desirable.  They 
stress  the  fact  that  they  have  never  seen  any  untoward 
or  toxic  effects  as  a result  of  the  treatment  by  cortical 
extract,  although  they  have  used  it  in  many  types  of 
patients,  some  of  whom  have  received  large  doses  both 
subcutaneously  and  intravenously.  The  authors  do  not 
doubt,  however,  that  a faulty  preparation  may  lead  to 
dangerous  eonsequences.  The  extract  has  no  definite 
effect  on  hypotension  or  on  the  pigmentation.  They 
are  not  convinced  that  it  has  any  effect  on  nutrition 
and  weight.  The  chief  value  of  the  cortical  extract  lies 
in  the  treatment  of  the  relapse,  the  symptoms  of  which 
they  regard  as  fundamentally  those  of  shock,  and  due 
primarily  to  cortical  deficiency.  In  patients  showing 
such  symptoms  for  longer  or  shorter  periods,  injections 
of  the  cortical  hormone  extracts  are  of  definite  value 
and  may  be  of  vital  importance. 
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TRANSMISSIOX  OF  POLIOMYELITIS 

It  is  generally  accepted  that  the  virus  of  poli- 
omyelitis enters  the  body  through  the  nasal  mu- 
cous membrane,  the  anatomic  arrangements  in 
the  nose  being  most  favorable  for  this  process. 
It  has  been  determined  that  the  virus  is'  propa- 
gated through  nerve  cells  and  their  axons  in- 
stead of  through  the  blood,  lymph  or  cerebro- 
spinal fluid.  The  terminal  processes  (olfactory 
hairs)  of  the  olfactory  cells  are  exposed  to  the 
air  in  the  upper  nasal  cavity  and  the  afferent 
axons  of  these  cells  pass  through  the  olfactory 
nerves  directly  into  the  olfactory  bulbs.  Thus 
there  is  an  unbroken  connection  of  the  olfactory 
nerves  between  the  surface  of  the  nasal  mucosa 
and  the  central  nervous  system.  Hitherto  the 
road  by  which  the  poliomyelitis  virus  gains  access 
to  the  central  nervous  system  and  the  anterior 
horns  of  the  spinal  cord  has  been  undetermined. 

The  experiments  conducted  by  Faber  and  Geb- 
hardt^  on  monkeys,  in  their  efforts  to  determine 
the  route  of  transmission,  seem  to  have  solved 
this  problem.  They  present  in  detail  the  pro- 
cedures by  which  their  conclusions  have  been 
reached.  After  the  deposition  on  the  nasal  mu- 
cosa of  virus  of  poliomyelitis,  it  requires  from 
two  to  four  days  for  penetration  into  the  olfac- 
tory cells.  By  the  fourth  day  the  virus  is  found 
in  the  olfactory  bulb  which  is  regarded  as  the 
initial  focus  of  infection  within  the  central  ner- 
vous system.  By  this  time  it  has  become  a 
heavily  charged  reservoir  joined  by  an  exten- 
sive system  of  communications  with  other  parts 
of  the  central  nervous  system.  By  the  sixth  day 
the  virus  has  become  established  in,  the  inter- 
brain, midbrain  and  medulla.  Up  to  this  time  no 
symptoms  have  appeared  except  slight  fever  and 
general  nervousness.  By  the  seventh  day  in- 
fection is  found  in  the  spinal  cord  and  ganglia, 


1.  Faber,  H.  K.  and  Gabhardt,  L.  P. : Localizations  of 
the  Virus  of  Poliomyelitis  in  the  Central  Nervous 
System  During  the  Preparalytic  Period,  after  In- 
tranasal Instillation.  J.  Exper.  Med.  57:933-954,  June, 
1933. 


accompanied  by  tremor  and  hyperesthesia.  About 
the  eight  day  appears  the  stage  of  flaccid  paraly- 
sis, in  which  the  function  of  the  anterior  horn 
cells  has  been  destroyed. 

Although  these  series  of  events  have  been 
worked  out  satisfactorily  only  on  the  monkey,  it 
is  believed  that  parallel  occurrences  take  place 
in  the  human,  as  they  seem  to  be  in  essential 
agreement  with  the  clinical  and  pathologic  charac- 
teristics of  the  disease  in  man.  The  striking  con- 
clusion is  that  the  experimental  disease  and  its 
occurrence  in  man  appear  to  present  the  charac- 
teristicts  of  an  infection  that  is  disseminated  only 
through  the  nen'ous  system.  It  is  not  believed 
in  any  stage  of  the  progress  of  the  disease, 
whether  in  the  incubation  period  or  later,  that 
a sj'stemic  or  general  infection  is  present. 


THE  MILWAUKEE  iMETTING 
The  American  iMedical  Association  meeting  at 
^Milwaukee  this  year  had  certain  distinctive  char- 
acteristics. The  most  striking  of  all  was  psycho- 
logic. The  atmosphere  last  year  was  weighed 
with  uncertainty,  gloom  predominated.  This 
year  hopefulness,  cheerfulness  and  friendliness 
were  in  the  air.  The  attendance  of  4,600  was 
nearly  double  last  year’s. 

The  scientific  exhibits  contained  more  life,  ac- 
tivity, color  and  art  than  ever  before.  Motion 
pictures,  shifting  stills  and  other  devices  im- 
pressed important  facts  upon  even  the  semiinter- 
ested.  Again,  the  comercial  exhibits  contained 
much  of  educational  value.  They  furnished  ample 
proof  that  these  companies  believe  in  the  state- 
ment of  Geo.  Horace  Lorimer ; “Research  and 
invention  are  not  outmoded  but  are  more  im- 
portant today  than  ever  before  in  our  histor}'.” 
The  scientific  programs  are  becoming  more 
formal  and  less  spontaneous.  Fewer  papers  are 
being  scheduled  than  in  times  past  which  should 
give  more  time  for  discussion.  However,  the 
formality  of  handing  in  your  name,  walking  up 
onto  a high  rostrum  and  having  a microphone 
attached  to  your  lapel  hampers  timid  souls  and 
consumes  considerable  time.  The  Milwaukee 
City  Auditorium  was  an  ideal  place  for  a conven- 
tion of  the  magnitude  of  the  American  Medical 
Association  because  the  programs,  the  scientific 
and  commercial  exhibits  were  all  under  one  roof. 
Also,  the  auditorium  is  situated  within  easy  walk- 
ing distance  from  the  leading  hotels. 
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An  additional  attraction  this  year  is  the  Cen- 
tury of  Progress  Exposition.  One’s  first  im- 
pression of  this  fair  is  perhaps  of  commercialism, 
but  after  his  first  day  on  the  grounds  he  is  so 
engrossed  in  the  marvellous  scientific  exhibits 
that  all  else  becomes  merely  a background.  Never 
before  has  the  science  of  medicine  loomed  large 
in  a world’s  fair.  The  exhibit  of  the  American 
Medical  Association  was  crowded  with  visitors 
daily.  The  Mayo  Clinic  and  the  American  Col- 
lege of  Surgeons  deserve  special  mention  for 
their  attractive  displays.  The  exhibits  of  various 
medical  schools  of  the  United  States  and  Canada 
are  hound  to  influence  methods  of  teaching 
everywhere.  Devices  to  illustrate  the  Mendelian 
law,  cell  division,  chromosomes,  genetics,  physics, 
chemistry,  cancer,  nephritis,  nephrosis,  heart  dis- 
ease, tuberculosis,  asthma,  anemia,  etc.  furnish 
the  physician  a concentrated  postgraduate  course 
and  provide  intelligent  laymen  with  information 
for  which  they  seem  hungry. 

The  exhibit  of  human  fetuses  was  so  deeply 
surrounded  by  crowds  that  the  writer  was  unable 
on  repeated  attempts  to  get  closer  than  ten  heads 
from  the  rail.  Dr.  M.  A.  Coumey’s  “baby  incu- 
bator,” one  of  the  few,  if  not  the  only,  scientific 
exhibit  for  which  an  entrance  fee  is  charged  is 
being  patronized,  he  says,  the  best  of  any  such 
exhibits  in  his  thirty-five  years  of  experience. 
Can  this  be  due  to  a greater  interest  in  child 
welfare?  One  of  the  Chicago  hospitals  has  turned 
over  all  its  prematures  and  their  nurses  to  the 
expert  supervision  of  Dr.  Coumey.  This  ex- 
hibit shows  how  to  save  the  lives  of  babies  weigh- 
ing two  pounds  and  over  and  stimulates  increased 
effort  along  this  line  on  the  part  of  the  profes- 
sion and  the  public. 

The  physicians  registered  from  Idaho,  Oregon 
and  Washington  were  as  follows : 

Idaho : E.  L.  Berry,  Buhl ; P.  M.  Keeley,  St.  An- 
thony; H.  B.  Rigby,  Rexburg;  C.  R.  Scott,  Twin  Falls; 
C.  M.  Kaley,  Caldwell;  D.  E.  Cornwall,  St.  Maries; 
J.  H.  Crampton,  Lewiston.  Oregon:  R.  B.  Dillehunt, 
R.  A.  Fenton,  C.  U.  Moore,  E.  E.  Osgood,  J.  A.  Pettit, 
C.  E.  Sears,  F.  R.  Menne,  R.  B.  Karkeet,  W.  A.  Shea, 
F.  P.  Striker,  Portland;  N.  L.  Tartar,  Corvallis;  G.  N. 
Vehrs,  Salem.  Washington : B.  T.  King,  J.  T.  Mason, 
J.  M.  Blackford,  W.  E.  Cassell,  N.  W.  Qein,  J.  I.  Dur- 
and, P.  G.  Flothow,  E.  B.  Hepler,  J.  K.  Holloway,  L. 
H.  Jacobson,  Frederick  Slyfield,  H.  L.  Moon,  A.  H. 
Peacock,  Seattle;  H.  J.  Whitacre,  W.  B.  McGreery,  I. 
A.  Drues,  Tacoma;  J.  P.  Loudon,  H.  S.  McGuinness, 
Yakima;  J.  H.  OShea,  Spokane;  C.  M.  Canning,  lone. 


WASHINGTON  UNIVERSITY  LECTURES 

The  lectures  of  University  of  Washington  Ex- 
tension Department  will  be  held  at  Guggenheim 
Hall,  Seattle,  July  17-21.  The  faculties  for  these 
courses  of  lectures  are  selected  with  great  care, 
with  the  purpose  of  presenting  to  the  profession 
of  Washington  and  adjacent  states  the  latest  ad- 
vances in  the  branches  of  the  medical  arts  which 
the  lecturers  represent.  This  year  are  presented 
Buie  of  the  Mayo  Clinic  on  proctology,  Fluh- 
mann  of  Stanford  University  on  obstetrics  and 
gynecology,  Futcher  of  John  Hopkins  University 
on  medicine  and  therapeutics,  Strachauer  of  Uni- 
versity of  Minnesota  on  surgery. 

The  subjects  of  each  man’s  lectures  will  be 
found  in  the  published  program  on  page  7 of  the 
advertising  section.  These  meetings  provide  an 
opportunity  for  social  contacts  at  the  banquet  on 
the  first  evening  and  the  daily  luncheons.  It  has 
always  been  the  verdict  that  these  lectures  have 
been  of  value  and  are  conducted  with  sufficient 
detail  to  satisfactorily  elucidate  the  subjects  un- 
der consideration.  A large  attendance  is  anti- 
cipated this  year. 


THE  WASHINGTON  MEETING  AT 
SEATTLE 

The  forty-fourth  annual  meeting  of  Washing- 
ton State  Medical  Association,  due  to  an  increase 
in  the  program  this  year,  will  meet  at  Seattle 
four  days  instead  of  three,  August  28-31.  The 
first  day  will  be  turned  over  to  the  Washington 
State  Golf  Association  and  registration.  Tues- 
day, one-half  day  will  be  given  to  an  economic 
program,  taking  up  such  subjects  as  hospital  in- 
surance, medical  service  rendered  by  the  county 
society  on  the  monthly  payment  plan,  care  of  the 
indigent  sick  by  the  county  medical  .society,  gen- 
eral cost  of  medical  care  and  the  present  status 
of  health  insurance  in  the  State  of  Washington. 
Another  half  day  will  be  given  over  to  the  inter- 
esting reports  of  the  various  committees  on  pre- 
ventive medicine.  These  committee  men  have 
been  at  work  and  they  produced  an  array  of  data 
which  has  tremendous  value  and  interest  to  the 
public  as  well  as  the  profession  and  covers  all 
phases  of  disease  prevention.  The  five  guest 
speakers  will  present  papers  as  follows:  E.  L. 
Eliason,  University  of  Pennsylvania,  “Individu- 
ality in  the  Treatment  of  Fractures” ; R.  A.  Feu- 
ton,  University  of  Oregon,  “The  Present  Trends 
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in  the  reatment  of  Sinus  Disease” ; H.  L.  Krets- 
chmer, University  of  Chicago,  “Eighteen  Months 
Experience  in  the  Treatment  of  Bladder  Neck 
Obstruction  with  the  Resectoscope” ; J.  V.  Bar- 
row,  iMedical  College  of  the  Medical  Evangelists, 
“Amebiasis  in  Clinical  Practice” ; R.  C.  Bi'owii, 
University  of  Chicago,  “Certain  Eunctional  Dis- 
orders of  the  Large  Bowel.”  The  balance  of  the 
program  will  consist  of  papers  by  Washington 
men  covering  general  subjects. 

There  will  be  a golf  dinner  the  first  night.  A 
stag  dinner  is  scheduled  for  the  second  night 
with  many  prominent  doctors  from  surrounding 
states,  the  Governor  of  the  State  of  Washington, 
members  of  the  Bar  Association,  the  Dental  As- 
sociation and  the  Pharmaceutical  Association. 
The  third  night  will  be  a dinner  dance.  An  elab- 
orate commercial  and  technical  exhibit  is  being 
prepared  and  will  be  displayed  in  the  Spanish 
Lounge  of  the  Olympic  Hotel.  Through  the 
courtesy  of  Dr.  Karl  Van  Norman,  superinten- 
dent of  the  Harborview  Hospital,  arrangements 
have  been  made  for  breakfasts  and  clinics  Tues- 
day, Wednesday  and  Thursday  mornings.  These 
will  be  of  a practical  nature. 

Those  intending  to  attend  the  meeting  are  ad- 
vised to  make  their  reservations  early  at  the  var- 
ious hotels.  It  might  be  more  conveient  to  reg- 
ister at  the  Olympic  Hotel  as  this  will  be  head- 
quarters. Members  will  get  much  more  out  of 
the  meeting  if  they  are  largely  housed  at  one 
hotel,  as  they  will  see  each  other  oftener.  Shortly 
registration  blanks  will  be  sent  to  all  members  of 
the  Washington  State  Medical  Association. 
Every  effort  will  be  made  by  the  local  men  to 
afford  their  guests  a pleasurable  time  and  a large 
attendance  is  solicited.  Weather  at  that  time  is 
ideal  on  Puget  Sound.  Keep  this  date  open  and 
send  in  your  reservation  early. 


MEDICAL  NOTES 

The  American  Congress  of  Physical  Therapy  an- 
nounces its  twelfth  annual  scientific  and  clinical  session 
which  will  be  held  September  11-15  at  the  Palmer 
House,  Chicago.  Each  year  these  annual  gatherings 
have  increased  in  popularity.  This  is  due  to  the  splen- 
did programs  which  are  offered.  This  year  efforts 
have  been  doubled  to  present  a program  which  will 
appeal  to  every  physician  and  technician  engaged  in  the 
application  of  physical  measures.  Clinics  and  addresses 
deal  with  a variety  of  subjects,  from  the  very  funda- 
mental to  the  more  advanced.  A large  number  of  re- 


search reports  will  be  made  by  prominent  leaders  in 
the  field.  Preliminary  programs  can  be  obtained  by 
writing  to  the  Executive  Secretary,  30  North  Michigan 
.\ve.,  Chicago. 


OREGON 

New  Hospitals  Proposed.  Mention  has  previously 
been  made  of  the  proposal  by  Dr.  R.  B.  Dillehunt,  dean 
of  University  of  Oregon  Medical  School,  that  a psy- 
chopathic hospital  be  erected  on  Marquam  hill  in  con- 
nection with  the  medical  school.  It  is  stated  that  an 
expenditure  of  $250,000  would  provide  for  a one  hun- 
dred bed  institution  with  an  annual  maintenance  cost 
of  $100,000.  It  has  also  been  proposed  to  the  commis- 
sioners of  Multnomah  County  that  a tuberculosis  hos- 
pital be  erected  in  connection  with  the  medical  school  to 
supply  a long  felt  need  for  the  treatment  of  indigent 
tuberculosis  patients.  These  two  institutions  thus  erect- 
ed would  be  of  marked  benefit  to  the  medical  school 
and  likewise  of  great  advantage  to  these  institutions 
from  the  opportunities  of  utilizing  established  labora- 
tory and  other  equipment  without  a great  cost  to  them. 
The  development  of  these  plans  will  be  noted  with  in- 
terest. 

Congestion  of  State  Hospital.  The  State  Board  of 
Control  has  been  much  concerned  regarding  disposition 
of  insane  patients  who  have  overcrowded  the  state 
hospital  at  Salem.  The  problem  is  their  transference 
to  Eastern  State  Hospital  at  Pendleton.  The  problem 
under  consideration  is  whether  patients  from  the  west- 
ern counties  should  be  committed  directly  to  the  East- 
ern Hospital  or  be  transferred  there,  following  com- 
mitments to  the  western  hospital.  It  seems  to  be  a 
question  for  judicial  decision. 

Meeting  of  Railway  Surgeons.  The  annual  meeting 
of  Great  Northern  Railway  Surgeons’  Association  was 
held  in  Portland,  June  19,  with  an  attendance  of  one 
hundred  members,  including  R.  C.  Webb  of  Minne- 
apolis, chief  surgeon  of  the  railway.  Papers  were  read 
by  C.  W.  Burns  of  Winnipeg,  R.  M.  Dodson,  O.  F. 
Akin  and  E.  W.  Rockey  of  Portland;  P.  O.  Nerall  of 
Cut  Bank,  Mont.;  J.  G.  Cunningham  of  Spokane;  H. 
E.  Cleveland  of  Burlington;  and  Roger  Anderson  of 
Seattle. 

Elected  President.  F.  D.  Strieker  of  Portland,  sec- 
retary of  the  State  Board  of  Health,  was  elected  presi- 
dent of  the  conference  of  state  and  provincial  health 
oficers  meeting  at  Washington,  D.  C.,  June  12. 

Le.aves  For  European  Study.  DeWalt  Payne  of  The 
Dalles,  physician  for  the  past  four  years  at  Eastern 
Oregon  State  Tuberculosis  Hospital,  has  gone  to  Vien- 
na, where  he  will  follow  studies  in  the  specialty  to 
which  he  is  devoted. 

Jackson  County  Medical  Society  held  a meeting  at 
Ashland  at  the  home  of  G.  W.  Gregg,  June  7,  follow- 
ing a dinner.  Besides  the  doctors  of  the  city  there  was 
a good  attendance  from  other  cities.  The  paper  of  the 
evening  was  read  by  W.  W.  Holt  on  “Enuresis.” 

Hospital  President.  W.  H.  Dale  of  Eugene  has  been 
elected  chief  of  staff  and  president  of  Pacific  Hospital. 
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He  succeeds  D.  C.  Stanard  who  filled  this  position  the 
previous  year.  G.  S.  Beardsley  was  elected  vice-presi- 
dent and  E.  D.  Furrer  secretary-treasurer. 

North  Pacific  Pediatric  Society  will  hold  its  mid- 
summer meeting  in  Portland,  July  29.  Dr.  Harold  K. 
Faber  is  expected  to  be  present  as  guest  speaker. 

Robert  M.  Coffey  of  Portland,  who  has  completed 
his  professional  studies,  has  located  for  practice  in  his 
home  city,  where  he  will  be  associated  with  his  father 
in  the  Robert  C.  Coffey  Clinic. 

City  Health  Officer  Appointed.  B.  F.  Smith  of 
Burns  was  appointed  health  officer  by  the  City  Coun- 
cil on  June  14. 

A.  A.  McBrien,  who  has  practiced  for  a number  of 
years  in  Portland,  has  located  for  practice  at  Medford. 

Wedding.  Joseph  B.  Bilderback  of  Portland  and  Miss 
Gwendolyn  C.  Johnston  of  that  city  were  married  May 
27. 


WASHINGTON 

.'\dditions  to  State  Hospitals.  Plans  are  being 
made  for  an  addition  to  the  Northern  State  Hospital 
at  Sedro  Woolley.  The  capacity  of  the  present  build- 
ing is  greatly  overtaxed  and  it  is  stated  a new  ward 
building  is  very  much  needed.  Plans  are  also  being 
made  for  an  addition  to  Western  State  Hospital  at 
Steilacoom.  It  is  stated  that  $300,000  will  be  expended 
on  new  buildings  for  these  two  state  institutions. 

Community  County  Hospital.  Clark  count  commis- 
sioners at  Vancouver  have  proposed  the  establishment 
of  a cooperative  tuberculosis  hospital  in  eastern  Wash- 
ington to  supply  the  needs  of  several  counties.  Klick- 
itat county  commissioners  favor  the  proposition  and 
offer  to  donate  a site  on  the  Columbia  river  convenient 
to  rail  and  highway  communication.  Wahkiakum  county 
has  no  use  for  such  a hospital  as  they  have  no  tuber- 
culosis cases. 

Washington  Hospital  Conference.  A meeting  of 
officers  and  hospital  executives  of  Washington  hos- 
pitals was  held  at  Tacoma  General  Hospital,  Tacoma, 
May  27,  attended  by  about  one  hundred  physicians. 
The  meeting  was  for  the  purpose  of  discussing  profes- 
sional and  economic  progress  in  this  state.  Papers  and 
discussions  were  presented  relating  to  hospital  manage- 
ment, hospital  and  medical  insurance  and  similiar  sub- 
jects. 

Old  Sailors’  Home  Proposed.  Plans  are  under  con- 
sideration to  convert  the  old  United  States  Marine  Hos- 
pital at  Port  Townsend  into  an  old  sailors’  home.  No 
such  institution  exists  on  the  Pacific  Coast  and  it  is 
believed  this  government  hospital  could  be  admirably 
converted  for  such  purposes. 

Superintendent  of  State  Hospital.  M.  W.  Con- 
way of  Cheney  has  been  appointed  by  Governor  Martin 
as  superintendent  of  Eastern  State  Hospital  for  the 
Insane  at  Medical  Lake. 

Washington  State  Graduate  Nurses’  Association 
held  its  annual  meeting  in  Tacoma  May  26.  Miss  Anne 
E.  Radford  of  Harborview  Hospital,  Seattle,  presided 


as  president.  Papers  were  presented  by  physicians  of 
Seattle  and  Tacoma  and  by  leading  members  of  the 
nursing  profession.  There  was  a large  attendance  of 
nurses  from  all  parts  of  the  state. 

Will  Serve  at  Training  Stations.  Late  in  May  nine 
junior  lieutenants  of  the  medical  corps  from  the  Navy 
Yard  at  Bremerton  were  sent  to  various  training  sta- 
tions of  the  Civilian  Conservation  Corps,  recently  or- 
ganized to  conduct  reforestation  work.  They  will  be 
on  this  duty  for  an  indefinite  length  of  time  preparing 
recruits  for  this  service. 

In  Charge  of  Indian  Service.  Leslie  White,  who 
formerly  practiced  at  Juneau  and  has  recently  been  as- 
sistant at  Harborview  Hospital  at  Seattle,  has  gone  to 
Metlakatla,  Alaska,  where  he  will  have  charge  of  the 
medical  service  of  this  Indian  station. 

Washington  Tuberculosis  Association  held  its  an- 
nual meeting  at  Yakima,  June  16  and  17.  The  guest 
of  honor  and  principal  speaker  was  E.  R.  Coffey  of 
Seattle,  formerly  of  Washington,  D.  C.,  recently  ap- 
pointed director  of  the  State  Board  of  Health.  He  was 
released  to  this  appointment  from  the  United  States 
Public  Health  Service. 

Transferred  To  Oklahoma.  R.  L.  Hickman,  who 
has  recently  been  in  charge  of  Yakima  Indian  Sana- 
torium at  Toppenish,  has  resigned  from  that  office 
and  accepted  an  appointment  with  Western  Oklahoma 
Tuberculosis  Sanatorium  located  in  Clinton.  He  was 
medical  director  of  this  institution  before  going  to  the 
Yakima  Indian  Agency. 

Appointed  Ship  Surgeon.  A.  E.  Stuht  of  Seattle, 
who  has  served  as  director  of  the  State  Department  of 
Health  for  the  past  eight  years  and  who  recently  re- 
signed that  office,  has  been  appointed  surgeon  of  the 
American  Mail  Line.  He  will  serve  as  medical  officer 
on  vessels  sailing  to  th  Orient. 

Health  Officer  Resigns.  Paul  West  of  Wenatchee, 
who  for  the  last  nine  years  has  been  full  time  health 
officer  of  Chelan  County,  has  offered  his  resignation. 
The  accumulation  of  an  excessive  amount  of  work  and 
other  unsatisfactory  conditions  led  to  the  resignation. 

Reappointed  County  Physician.  W.  F.  Armann  of 
Ritzville  has  been  reappointed  county  physician  by 
county  commissioners  of  Adams  County. 

New  County  Physician.  J.  H.  Fitz  of  Montesano 
has  resigned  his  position  as  county  physician  of  Grays 
Harbor  county.  Lawrence  Hopkinson  of  Aberdeen  has 
been  appointed  in  his  place. 

F.  J.  Kenny,  who  has  been  resident  physician  at 
Harborview  Hospital,  Seattle,  for  the  past  two  years, 
has  located  for  practice  at  Edmonds,  where  he  will  be 
associated  with  O.  W.  Schmidt. 

Edgar  J.  Lewis  has  located  for  practice  at  Waits- 
burg.  He  is  a graduate  of  University  of  Oregon  Medi- 
cal School  and  was  located  for  a time  in  Seattle. 

E.  M.  Adams,  who  has  practiced  neurology  in  Everett 
for  several  years,  has  located  in  Arlington  where  he 
will  conduct  a general  practice. 


304 


woman’s  AUXII.IARV 


Vol.  XXXII,  No.  7 


L.  J.  CoNLiN,  who  recently  interned  at  Columbus  and 
Harborview  Hospital,  Seattle,  has  located  for  practice 
in  that  city. 

R.  C.  Reis,  who  has  practiced  for  several  years  in 
Centralia,  has  located  at  Cathlamet. 

Weddings.  J.  W.  Shaw  of  Seattle  was  married 
to  Miss  Betty  Gue  of  Portland  in  the  latter  city,  June 
30.  J.  W.  McDowell  of  Seattle  and  Miss  Kathryn 
Winifred  Witmer  of  San  Jose,  Calif.,  were  married  in 
Seattle,  June  10.  Wallace  D.  Hunt  of  Seattle  was  mar- 
ried to  Miss  Irene  Shenkle  of  Kolo,  Iowa,  on  June  1. 


IDAHO 

Hospital  To  Be  Erected.  Leland  Frazier  of  Burley, 
who  formerly  practiced  in  Rupert  where  he  managed 
a hospital,  is  constructing  a hospital  building  which  will 
be  of  brick,  one  story  in  height.  He  is  building  the  first 
unit  and  will  add  to  it  as  may  be  demanded  in  the  fu- 
ture. 

Appointed  Head  of  Legion.  O.  D.  Platt  of  St. 
Maries  has  been  elected  commander  of  the  American 
Legion  Post  No.  25.  He  has  been  greatly  interested 
in  this  organization  since  close  of  the  World  War. 

Wedding.  R.  T.  Henson  of  Coeur  d’Alene  and  Miss 
Edna  Stoner  of  Spokane  were  married  in  the  latter 
city,  June  2. 


OBITUARIES 

Dr.  Harry  Y.  Spence  of  Eugene,  Ore.,  died  sud- 
denly May  28,  aged  63  years.  He  was  born  in  Austin, 
Texas,  in  1870.  He  studied  medicine  at  College  of 
Physicians  and  Surgeons,  Columbia,  New  York,  later 
entering  University  of  Texas,  where  he  graduated  in 
1897.  After  spending  two  years  at  this  institution  as 
chief  of  eye,  ear,  nose  and  throat  clinic,  he  spent  the 
next  two  years  in  this  special  work  in  New  York  City. 
Then  he  located  in  the  City  of  Mexico  where  he  prac- 
ticed until  1913,  when  he  located  in  Eugene  where  he 
practiced  continuously  until  a few  months  ago. 

Dr.  Hubert  A.  Castle  of  Pocatello,  Ida.,  died  May 
31  after  an  illness  of  three  and  a half  years,  from 
cerebral  hemorrhage  and  paraplegia,  aged  73  years.  He 
was  born  in  1860  and  graduated  rom  Missouri  Medical 
College,  St.  Louis,  in  1881.  He  practiced  in  Kansas 
City,  Mo.,  until  1896  when  he  located  in  Pocatello,  prac- 
ticing there  until  his  final  illness.  He  was  in  general 
practice  until  1919  when  he  began  the  specialty  of 
urology.  He  was  a member  of  State  Board  of  Medical 
Examiners  from  1899  to  1905. 

Dr.  Charles  A.  Thompson  of  Port  Townsend, 
Wash.,  died  June  3 from  an  acute  heart  attack,  aged 
83  years.  He  was  born  in  Illinois  in  1850.  He  was  edu- 
cated at  Wesleyan  University  at  Bloomingfton  and  Illi- 
nois State  Normal  School.  Fo^r  several  years  he  taught 
school  in  Missouri  and  Washington.  He  graduated 
from  the  College  of  Physicians  and  Surgeons  of  St. 
Louis.  For  ten  years  he  was  a teacher,  medical  officer 
and  reindeer  superintendent  for  the  government  in 
Alaska.  He  had  an  active  part  in  developing  the  rein- 


deer industry  in  that  territory.  During  the  World  War 
he  served  as  a medical  officer  under  the  British  gov- 
ernment. For  many  years  he  has  lived  at  Port  Town- 
send and  Irondale. 

Dr.  Ernest  Blair  Loudin  of  Olympia,  Wash.,  died 
May  24,  aged  62  years.  He  was  born  in  Buchanan, 
W.  Va.,  in  1870.  In  boyhood  he  moved  with  his  par- 
ents to  Missouri,  later  moving  to  Indiana.  He  gradu- 
ated from  University  of  Vincennes  in  that  state  and 
in  1901  received  his  medical  degree  from  Barnes  Medi- 
cal College,  St.  Louis.  He  practiced  in  Indiana  until 
1919.  After  special  studies  in  eye,  ear,  nose  and  throat, 
he  followed  that  specialty  in  his  home  state  until  1926 
when  he  located  in  Olympia. 

Dr.  Amos  Avery  of  Portland,  Ore.,  died  May  31 
from  cerebral  hemorrhage,  aged  65  years.  He  was 
born  in  Preston  City,  Conn.,  in  1868.  After  graduating 
from  Long  Island  College  Hospital,  New  York,  in 
1890  he  located  for  practice  in  Connecticut.  In  1905 
he  moved  to  Sapulpa,  Okla.  He  served  as  mayor  of 
that  city  and  took  a prominent  part  in  its  civic  devel- 
opment. In  1920  he  moved  to  Portland  where  he  has 
been  in  active  practice  since  that  date. 

Dr.  Milton  Emerson  Jarnagin  of  Coburg,  Ore., 
died  May  26  after  a long  illness,  aged  65  years.  He 
was  born  in  Jefferson  County,  Tennessee,  in  1868.  He 
graduated  from  Medical  Department  of  Lincoln  Mem- 
orial University,  Knoxville,  Tenn.,  in  1897,  graduating 
later  from  Tulane  University  in  New  Orleans.  He 
located  in  Brownsville  in  1901,  moving  to  Coburg  in 
1902,  where  he  has  since  been  engaged  in  practice. 

Dr.  Minard  R.  Renshaw  of  Seattle  died  June  5, 
following  a major  surgical  operation,  aged  29  years.  He 
graduated  from  University  of  Washington  in  1928  and 
received  his  medical  degree  from  St.  Louis  University 
School  of  Medicine  in  1932.  He  was  serving  as  intern 
at  Columbus  Hospital  at  the  time  of  his  death. 

Dr.  Thomas  D.  Farrer  of  Caldwell,  Ida.,  died  May 
21,  following  an  illness  of  several  months,  aged  66 
years.  He  was  bom  in  1867  and  graduated  from  Barnes 
Medical  College,  St.  Louis,  in  1901.  He  practiced  in 
Caldwell  for  the  last  twenty-five  years. 
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WASHINGTON 

Strategic  position  is  the  first  objective  of  every 
warrior.  Its  importance  even  in  peaceful  pursuits  was 
effectively  demonstrated  by  the  recent  National  Con- 
gress of  the  Parent-Teacher  Association  which  took 
place  in  Seattle  the  last  week  of  May.  In  spite  of  the 
fact  that  iron-clad  rules  were  laid  down  by  the  Conven- 
tion Committee  that  nothing  involving  a financial  trans- 
action, buying  and  selling,  would  be  allowed  in  the 
premises  of  the  Congress,  the  Christian  Science  Moni- 
tor was  sold  at  six  different  strategic  points,  even  at 
the  inner  entrance  of  the  convention  hall,  while  Hygeia, 
the  publication  of  the  American  Medical  Association, 
to  be  given  out  free,  was  relegated  to  a nook  in  the 
gallery  of  the  Olympic  Hotel.  No  power  on  earth 
would  have  secured  the  right  to  sell  even  one  copy 
of  Hygeia. 
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This  is  a particularly  striking  incident,  because  the 
very  objective  of  the  Parent-Teacher  program  is  to 
secure  for  the  nation’s  children  health;  in  fact  every 
phase  of  P.-T.  A.  work  touches  the  medical  profession 
and  is  accomplished  by  its  free  service.  Yet  it  had  to 
take  a back  seat,  while  every  effort  was  made  to  pro- 
mote the  program  of  those  who  take  the  services  of 
the  doctor  but  do  not  have  faith  in  him.  A semblance 
of  excuse  was  that  the  Monitor  carried  “convention 
news,”  though  the  Congress  had  its  own  daily  news 
sheet  beside  the  three  local  daily  papers  covering  every 
item  of  public  interest. 

However,  the  King  County  Auxiliary  made  a brave 
effort  to  spread  the  gospel  of  health  in  this  Congress. 
Mrs.  S.  F.  Wiltsie,  Hygeia  chairman,  directed  by  the 
state  chairman,  Mrs.  A.  A.  Mathews  of  Spokane,  dis- 
tributed 250  copies  of  Hygeia.  It  was  regretted  that 
the  national  office  did  not  send  more  as  they  were  in 
great  demand.  One  thousand  copies  would  have  reached 
at  least  that  many  homes  in  every  state  of  the  Union. 

Another  very  admirable  project  was  undertaken  by 
Mrs.  W.  Ray  Jones,  president  of  Broadway  High  School 
Parent  Teacher  Association.  Because  of  her  strategic 
position  as  chairman  of  Social  Hygiene  Committee  of 
Seattle  High  School  Council,  she  was  able  to  present 
to  the  two  thousand  delegates  of  the  National  Congress, 
in  pictures,  diagrams,  graphs  and  epigrams  every  phase 
of  mental,  physical  and  moral  hygiene. 

Convinced  that  position  is  power,  an  effort  was  made 
to  find  out  just  what  positions  were  held  by  the  wives 
of  the  medical  profession  in  social,  philanthropic  and 
educational  community  projects.  Each  county  auxil- 
iary president  was  requested  to  gather  the  names  of 
those  who  hold  important  positions  as  officers  of  clubs 
and  organizations.  A glance  into  the  deeper  signifi- 
cance of  such  a survey  gave  a definite  gauge  of  the 
depth  and  breadth  of  the  influence  emanating  from  the 
Auxiliary.  Barring  duplication  of  organizations  served 
by  a number  of  doctors’  wives,  it  showed  in  King 
County  alone  that,  through  the  offices  of  fourteen 
presidents,  six  vice-presidents,  twelve  chairmen  and  ten 
board  members,  over  nine  thousand  of  the  city’s  best 
citizens  are  directly  under  their  guidance.  With  such 
an  approach  into  homes  and  their  communities,  there 
should  be  no  fear  of  the  success  of  any  project  under- 
taken by  the  medical  profession,  provided  all  men  and 
women  holding  strategic  positions  are  informed  of  the 
task  undertaken  and  are  united  in  action.  This  is  the 
first  objective  of  the  Women’s  Auxiliaries  to  the  Wash- 
ington State  Medical  Association. 


REPORTS  OF  SOCIETY 
MEETINGS 

WASHINGTON 

KING  COUNTY  MEDICAL  SOCIETY 
Pres.,  C.  E.  Gray;  Secty.,  V.  W.  Spickard 
King  County  Medical  Society  held  a regular  meet- 
ing in  the  auditorium  of  Medical  Dental  Building,  Se- 
attle, at  8 p.  m.  June  5,  president  C.  E.  Gray  presiding. 
Minutes  of  the  last  meeting  were  read. 

The  following  were  elected  to  membership : G.  S. 

Carroll,  A.  E.  Friborg,  L.  M.  Gould,  F.  J.  Kenny,  E. 
F.  Lewis,  W.  M.  Morgan,  N.  G.  Pershin,  J.  F.  Ramsey. 
Applications  were  received  from  G.  I.  Birchfield,  A.  C. 
Jordan,  J.  D.  Morgan,  A.  E.  Southward. 


E.  R.  Coffey,  recently  appointed  State  Director  of 
Health,  gave  a brief  address. 

A.  H.  Peacock,  president  of  the  State  Medical  Asso- 
ciation, spoke  on  “What  the  State  Medical  Association 
is  doing  for  the  Community.”  He  outlined  the  work  of 
the  twelve  committees  of  the  association,  mentioning 
in  detail  the  work  of  several  of  the  committees. 

J.  E.  Nelson  of  the  tuberculosis  committee  discussed 
“Diagnosis  of  Pulmonary  Tuberculosis.”  He  empha- 
sized the  importance  of  the  history.  Physical  examina- 
tion was  described  in  detail.  Under  roentgen  examina- 
tion flouroscopy  is  of  doubtful  value  in  early  diagnosis. 
Frederick  Slyfield  discussed  “Treatment  of  Pulmonary 
Tuberculosis,”  of  which  rest  is  the  most  important. 
New  methods  were  demonstrated,  including  pneumo- 
thorax, phrenicectomy  and  thoracoplasty. 

H.  E.  Coe  described  the  work  of  the  hospital  service 
committee.  P.  W.  Willis  reviewed  the  sanitation  com- 
mittee, mentioning  the  public  health  survey  recently 
made  by  Dr.  Lumsden  of  the  U.  S.  Public  Health  Ser- 
vice. 

J.  E.  Hunter,  reporting  for  the  drug  addiction  com- 
mittee, mentioned  the  failure  of  the  legislature  to  enact 
bills  for  hospitalization  of  addicts,  and  a uniform  nar- 
cotic bill  sponsored  by  the  American  Medical  Associ- 
ation. There  is  a growing  addiction  to  barbital  deriva- 
tives. Proposed  legislation  is  being  worked  out  to 
control  drugs  and  poisons. 

A.  J.  Bowles,  reporting  for  the  thyroid  committee, 
stated  that  goiter  examination  in  schools  is  done  chiefly 
by  nurses.  Iodized  salt  is  used  extensively  throughout 
the  state.  Work  on  goiter  prevention  should  be  pushed 
more  actively. 

H.  V.  Wurdemann  stated  extensive  survey  has  shown 
that  most  automobile  accidents  are  due  to  ocular  de- 
fects. Physical  examination  should  be  a requirement  to 
driving  a car. 

LEWIS  COUNTY  MEDICAL  SOCIETY 

Pres.,  David  Livingston;  Secty.,  Rush  Banks 

Lewis  County  Medical  Society  held  a meeting  in 
Chehalis  June  12.  The  program  consisted  of  a paper 
by  P.  A.  Rohrer  on  “Transuretheral  Resection.”  J. 
W.  Baker  gave  a paper  on  “Hemorrhoids  and  Rectal 
Surgery.”  L.  E.  Edmunds  discussed  “Treatment  of 
Fractures  in  and  about  the  Knee  Joint.”  All  the 
speakers  were  from  Seattle.  Rush  Banks  was  elected 
delegate  to  the  meeting  of  the  State  Association. 


TRICOUNTY  MEDICAL  SOCIETY 

The  annual  tricounty  medical  society  meeting  of 
Snohomish,  Skagit  and  Whatcom  county  societies  was 
held  at  Mount  Vernon,  June  IS,  with  eighteen  doctors 
in  attendance.  A golf  tournament  and  banquet  pre- 
ceded the  evening  meeting. 

J.  F.  Beattyy  of  Everett  read  a paper  on  “Disorders 
of  the  Heartbeat,”  the  discussion  of  which  was  led  by 
A.  H.  Gunderson.  Other  papers  were  read  and  duly 
discussed. 
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Chronic  Indigestion.  The  Common  Causes  of 
Chronic  Indigestion.  Differential  Diagnosis  and  Treat- 
ment. By  Thomas  C.  Hunt,  B.A.,  D.M.,  M.R.C.P. 
Physician  to  Outpatients,  St.  Mary’s  Hospital,  London. 
Assistant  Physician,  Queen  Charlotte’s  Hospital,  Lon- 
don, etc.,  etc.  Cloth.  341  pp.  14.25.  William  Wood  & 
Co.,  Baltimore,  1933. 

Some  time  ago  a questionary  was  sent  to  leading  phy- 
sicians in  this  country  concerning  their  choice  of  cur- 
rent medical  books.  Among  the  replies  one  stressed  the 
crying  need  for  simple,  piractical  and  abbreviated  works 
on  the  various  specialties  in  lieu  of  the  gargantuan 
treatises  with  which  we  are  now  surfeited.  In  other 
words,  just  about  the  sort  of  summary  an  experienced 
practitioner  would  make  for  himself  in  listening  to  a 
lecturer  of  authority  in  some  particular  specialty.  In 
this  comparatively  little  book  the  author  has  done  just 
this  in  relation  to  medical  gastroenterology.  The  print 
is  large,  the  volume  light  and  convenient  to  hold,  and 
the  subject  is  admirably  presented  in  that  it  contains 
the  really  essential  matters  in  a very  readable  style 
concerning  the  causes,  differential  diagnosis  and  treat- 
ment. Let  us  take,  for  example,  the  discussion  of  the 
most  common  of  all  chronic  digestive  disorders,  chronic 
gallbladder  disease.  The  author,  although  an  English- 
man, quotes  Rosenow  on  the  infective  etiology  of  the 
condition,  and  Blackford  and  Dwyer  on  its  frequency. 
His  view  of  its  varied  symptomatology  and  import- 
ance is  refreshingly  different  from  the  inadequate  con- 
sideration that  is  accorded  it  in  most  books  on  practice. 
As  a cause  of  chronic  indigestion  gallbladder  trouble 
is  of  by  far  the  most  consequence,  since  the  most  meti- 
culously classified  description  is  that  by  Eusterman,  in 
which  he  recognizes  seven  clearly  distinct  syndromes. 

The  author  emphasizes  the  frequent  resemblance  of 
chronic  cholecystitis  to  ulcer.  The  “hunger  pains,”  the 
pain  that  awakes  the  patient  early  in  the  morning,  the 
fairly  uniform  onset  of  distress  after  eating,  the  long 
intervals  of  eupepsia  are  noted,  and  the  author  might 
also  have  mentioned  deformity  of  the  duodenal  cap  and 
serious  gastrointestinal  hemorrhage  as  occurring  in 
both  gallbladder  disease  and  duodenal  ulcer.  It  is  now 
most  surprising  that  so  many  cases  of  gallbladder  dis- 
order have  apparently  an  ulcer  history.  The  time  that 
Moynihan  cried  out  in  italics  in  the  first  edition  of  his 
book  on  Duodenal  Ulcer  that  “hyperacidity  is  ulcer” 
has  long  passed  and  no  longer  can  one  make  easy 
sidewalk  diagnosis  of  ulcer  from  hunger  pain.  The  work 
is  consistently  good  throughout. 

Winslow 

Diet  In  Sinus  Infections  and  Colds.  By  Egan  V. 
Ullmann,  M.D.,  Formerly  Special  Lecturer  for  Biology 
at  Oregon  State  College,  etc.  Recipes  and  Menus  by 
Elza  Mez.  166  pp.  12.00.  The  Macmillan  Co.,  New 
York,  1933. 

For  a number  of  years  the  literature  has  contained 
much  concerning  the  advantages  of  basic,  and  salt  poor 
diets  in  varying  abnormal  conditions.  Among  others, 
the  works  of  von  Noorden,  Pemberton  and  Sauer- 
bruch  have  shown  the  beneficial  effects  obtained  by 
such  diets  in  arthritis,  scrofula  and  other  diseases.  It 


has  remained  for  Ullman  to  outline  the  reasons  for  and 
the  effect  of  such  diets  in  colds  and  sinus  infections. 

Written  primarily  for  the  lay  reader,  this  excellent 
book  is  a ready  reference  for  the  busy  practitioner  who 
is  somewhat  hazy  in  his  recollection  of  matters  dietetic. 
The  author’s  idea  as  to  the  part  played  by  a specialized 
diet  in  infections  of  the  upper  respiratory  tract  is  given 
in  the  first  portion  of  the  book,  while  the  second  half 
deals  with  the  application  of  the  diet  and  the  details  in- 
volved in  following  it  accurately.  His  argument  is  based 
upon  sound  scientific  reasoning.  An  appendix  by  Elsa 
Mez  contains  sample  menus  and  about  one  hundred 
and  fifty  recipes  to  aid  the  patient  in  following  the  diet. 
The  author  is  to  be  commended  upon  his  easy  style  and 
the  arrangement  of  his  material.  It  is  a book  which 
one  can  recommend  to  patients  with  chronic  colds  and 
sinus  disease.  Holman. 

Operative  Surgery.  Covering  the  Operative  Technic 
Involved  in  the  Operations  of  General  and  Special  Sur- 
gery. By  Warren  Stone  Bickham,  M.D.  and  Phar.  M. 
(Tulane),  M.D.  (Columbia),  F.A.C.S.  Former  Surgeon 
in  Charge  of  General  Surgery,  Manhattan  State  Hos- 
pital, New  York,  etc.  and  Calvin  Mason  Smyth,  Jr., 
B.S.,  M.D.,  F.A.C.S.  Assistant  Professor  of  Surgery, 
Graduate  School  of  Medicine,  University  of  Pennsyl- 
vania, etc.  Vol.  VII.  Containing  765  Illustrations.  849 
pp.  $10.  W.  B.  Saunders  Co.,  Philadelphia  and  London, 
1933. 

With  the  substantial  advances  made  in  surgery  dur- 
ing the  past  eight  years  it  has  been  found  necessary  for 
the  author  to  add  another  volume  to  the  six  published 
in  1925.  Recognizing  the  changes  in  operative  technic, 
newer  physiologic  principles  as  applied  to  surgery, 
modification  in  established  operative  procedures  and  in 
completely  new  surgical  developments,  the  book  is 
timely  and  definitely  brings  the  whole  work  up  to  date. 
This  volume  comprises  thirty-six  chapters  which  cover 
the  surgical  field,  where  changes  have  been  found  ad- 
visable. Chapters  dealing  with  operations  on  the  chest 
and  colon  contain  the  greatest  amount  of  new  material, 
whereas  no  additions  whatever  have  been  found  neces- 
sary to  those  on  the  eye,  ear,  nose,  throat  and  larynx 
as  previously  published.  It  is  quickly  apparent  to  the 
•reader  that  excellent  judgment  has  been  used  in  the 
selections  of  those  procedures  or  modifications  here 
described.  One  finds  nothing  to  criticize  but  much  to 
commend  in  the  method  of  selection,  manner  of  des- 
cription and  the  illustrations  provided.  These  latter 
number  on  the  whole  seven  hundred  and  sixty-five. 
They  are  all  new,  uniform  in  type,  of  appropriate  size 
and  clearly  portray  the  steps  described.  Those  in  pos- 
session of  this  excellent  system  should  find  this  volume 
indispensable,  although  it  can  be  but  slightly  less  valu- 
able as  a single  volume  to  indicate  the  trend  of  modern: 
surgery  with  the  fullest  necessary  descriptions  of  sur- 
gical procedures.  Forbes. 

Surgical  Anatomy  : By  C.  Latimer  Callander,  A.B.,. 
M.D.,  F.A.C.S.,  Assistant  Clinical  Professor  of  Sur- 
gery and  Topographic  Anatomy,  University  of  Cali- 
fornia Medical  School;  Associate  Visiting  Surgeon  to 
the  San  Francisco  Hospital.  With  a Foreword  by 
Dean  Lewis,  M.D.,  Sc.D.,  LL.D.,  F.A.C:S;  1115  pages 
with  1280  illustrations,  some  in  colors.  Philadelphia 
and  London : W.  B.  Saunders  Company,  1933.  Cloth 

$12.50  net. 
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This  is  a new  text  in  the  field  of  surgical  anatomy. 
That  such  a text  has  long  been  needed  is  not  to  be 
questioned.  Many  years  have  passed  since  Deaver  pro- 
duced his  epoch  making  “Surgical  Anatomy”  which  is 
still  in  use.  But  his  work  is  expensive  and  is  not  to 
be  found  on  the  shelves  of  the  average  general  surgeon 
and  practitioner.  Except  for  smaller  texts,  most  of 
which  have  been  inadequate,  there  has  been  no  work 
on  this  subject  in  recent  years. 

In  this  book  the  anatomy  of  the  organ  or  region  is 
first  considered,  and  then  its  surgical  application  fully 
discussed.  The  principles  and  anatomy  of  the  com- 
moner operations  are  considered,  and  the  steps  in  se- 
quence fully  illustrated.  The  book  is  planned  with  the 
definite  idea  of  indicating  the  paths  of  sugical  ap- 
proach to  the  pathologic  process  which  is  to  be  removed 
or  corrected. 

The  author  and  publishers  have  spared  no  effort  nor 
expense  to  make  this  work  complete.  Many  pages  are 
devoted  to  anatomic  and  surgical  considerations  of  the 
ear,  eye,  nose,  throat,  kidney,  brain,  genitalia  and 
extremities.  The  section  dealing  with  the  abdomen  has 
been  remarkably  well  developed  in  all  its  surgical  con- 
siderations. The  illustrations  are  profuse  and  of  a type 
that  make  the  anatomic  and  surgical  visualizations 
readily  appreciated.  There  is  no  question  but  that  this 
text  may  be  most  highly  recommended  to  the  general 
practitioner,  surgeon  or  specialist.  Leibly 

Principles  and  Practice  of  Obstetrics  : By  Joseph 
B.  DeLee,  A.M.,  M.D.,  Professor  of  Obstetrics  and 
Gynecology  at  the  University  of  Chicago,  etc.  Sixth 
Edition,  Thoroughly  Revised.  1165  pages  with  1221 
illustrations  on  923  figures,  265  of  them  in  colors. 
Philadelphia  and  London : W.  B.  Saunders  Company, 

1933.  Cloth,  $12.00  net. 

This  new  edition  of  this  work  is  of  the  same  high 
standard  as  previous  issues.  Many  illustrations  are 
included  which  amplify  the  text.  The  chapter  on  diag- 
nosis of  pregnancy  has  been  rewritten  and  brought  up 
to  date.  The  newer  conceptions  of  endocrinology,  in 
their  relation  to  pregnancy,  are  discussed  and  the  more 
popular  biologic  tests  for  pregnancy  are  given  in  detail. 
The  chapter  on  accidents  of  labor  and  injuries  to  the 
parturient  canal  have  been  revised  and  a number  of 
excellent  illustrations  in  color  have  been  added  to  clar- 
ify the  different  technics  for  the  repair  of  injuries  to 
the  perineum. 

Special  mention  should  be  made  of  the  very  complete 
bibliographies  arranged  at  the  end  of  each  chapter. 
This  in  itself  represents  a large  amount  of  work  by 
the  author  and  his  staff.  They  add  much  value  for 
those  wishing  to  review  a subject  completely.  This 
book  is  an  excellent  obstetric  guide,  in  which  the  sub- 
ject matter  is  so  arranged  that  it  is  easily  available  for 
quick  reference.  Ruble. 

Light  Therapy.  By  Frank  Hammond  Krusen,  M. 
D.,  Director  of  the  Department  of  Physical  Medicine, 
Temple  University  School  of  Medicine,  Philadelphia. 
Foreword  by  John  A.  Kolmer,  M.  D.,  Dr.  P.  H.,  D.  SC., 
LL.  D.,  Professor  of  Medicine,  Temple  University 
School  of  Medicine.  33  ilustrations.  186  pp.  $3.50. 
Paul  B.  Hoeber,  Inc.,  New  York,  1933. 

Anyone  desiring  information  on  the  therapeutic  ap- 
plications of  light  will  find  interest  and  profit  in  read- 


inng  this  book.  Light  therapy  has  been  subjected  to 
a great  deal  of  exaggeration  and  abuse,  being  recom- 
mended for  almost  every  disease  from  acne  to  zoster. 
The  author  is  conservative,  rejecting  many  of  the  ad- 
vocated applications  of  radiant  heat  and  ultraviolet, 
while  sanely  recommending  them  for  useful  applica- 
tions. The  chapter  on  sources  of  light  with  their 
marked  varieties  and  intensities  of  radiation  should  be 
read  by  all  seeking  correct  information  in  the  applica- 
tion of  light  therapy.  In  the  discussion  of  indications 
for  ultraviolet  radiation  the  author  freely  eliminates  a 
large  majority  of  the  recommendations  from  various 
authors,  selecting  only  such  applications  as  seem  to  be 
justified  from  clinical  experiences.  The  chapter  on 
dangers  and  limitations  of  light  therapy  shows  that 
these  procedures  are  not  free  from  harm,  if  improperly 
and  injudiciously  employed.  The  volume  can  be  recom- 
mended to  all  who  are  interested  in  physical  therapy. 

The  International  Medical  Annual.  A Year  Book 
of  Treatment  and  Practitioner’s  Index.  Editors:  Carey 
F.  Coombs,  M.  D.,  F.  R.  C.  P.  (The  late)  and  A. 
Rendle  Short,  M.  D.,  B.  S.,  B.  Sc.,  F.  R.  C.  S.  1933. 
Fifty-first  year.  572  pp.  $6.00.  William  Wood  and 
Company,  Baltimore. 

This  invaluable  annual  publication  offers  material 
contributed  by  thirty  British  physicians  and  surgeons, 
featuring  medical  and  surgical  progress  during  the  past 
year.  Each  contributor  is  notable  in  his  special  line  and 
has  culled  the  Important  advances  in  medicine  and  .sur- 
gery that  have  been  accomplished  in  all  different  coun- 
tries. Arranged  alphabetically  are  presented  reviews 
of  new  procedures  in  medical  and  surgical  practice. 
Colored  plates  and  illlustrations  are  numerous,  ampli- 
fying the  text.  In  this  volume  one  can  find  a brief 
but  adequate  description  of  practically  all  new  and 
tried  methods  which  have  been  demonstrated  by  leaders 
in  any  part  of  the  world.  This  book  can  be  recom- 
mended as  a handy  reference  to  any  one  wishing  the 
latest  information  with  suggestions  for  more  exhaus- 
tive study. 

Medical  State  Board  Examinations.  Topical  Sum- 
maries and  Answers.  An  Organized  Review  of  Actual 
Questions  Given  in  Medical  Licensing  Examinations 
Throughout  the  United  States.  Harold  Rypins,  A.B., 
M.D.,  Secretary,  New  York  State  Board  of  Examiners, 
etc.  448  pp.  $4.50.  J.  B.  Lippincott  Company,  Phila- 
delphia, Montreal  and  London,  1933. 

The  author  believes  that  examining  boards  could 
safely  leave  in  the  hands  of  medical  faculties  the  test- 
ing of  students’  knowledge  of  such  subjects  as  anatomy, 
chemistry  and  bacteriology,  delegating  to  the  examing 
boards  the  inquiry  into  the  graduates  ability  to  apply 
his  knowledge  clinically.  This  volume  does  not  cover 
technical  procedures  such  as  physical  diagnosis,  hlood 
examination,  roentgenographic  or  surgical  technic.  Ex- 
amination questions  appear  under  the  headings  of  an- 
atomy, physiology,  chemistry,  bacteriology,  pathology, 
hygiene  and  preventive  medicine,  obstetrics  and  gyne- 
cology, medicine  and  surgery.  After  a condensed  and 
systematic  presentation  of  each  subject,  there  follows  a 
series  of  questions  selected  from  state  examinations, 
covering  the  essential  of  the  subject  under  considera- 
tion. If  one  is  thoroughly  grounded  in  all  branches  of 


308 


BOOK  REVIEWS 


Vol.  XXXII,  No.  7 


medicine,  this  volume  should  aid  in  refreshing  his 
knowledge  in  preparation  for  any  state  board  examina- 
tion. 

Correction  of  Defective  Speech.  A Complete  Man- 
ual of  Psycho-Physiological  Technique  for  the  Treat- 
ment and  Correction  of  the  Defects  of  Speech.  By  Ed- 
win Burket  Twitmyer,  Ph.D.,  Professor  of  Psychology 
and  Chief  of  Corrective  Speech  Clinic,  University  of 
Pennsylvania,  and  Yale  Samuel  Nathanson,  Ph.D.  In- 
structor of  Psychology  and  Assistant,  Corrective  Speech 
Clinic,  University  of  Pennsylvania.  Illustrated.  413  pp. 
$3.50.  P.  Blakiston’s  Sons  & Co.,  Inc.,  Philadelphia, 

1932. 

This  volume  offers  a technic  for  correction  of  all 
types  of  speech  mutilations,  such  as  the  persistent 
“baby  talker,’’  stammering,  lingual  paralysis,  malposi- 
tion of  the  jaw,  deafness,  cleft  palate  and  foreign  ac- 
cent. It  also  includes  treatment  for  such  disorders  as 
tics,  gestures,  sighs,  blinking  of  eyes  and  other  pecu- 
liarities. There  is  no  justification  for  slovenly  speech, 
if  a thought  or  impression  is  worth  conveying  to  others. 
The  psychophysiologic  approach  to  the  patient  is  dealt 
with  extensively.  No  phase  of  applied  psychology  de- 
mands an  appreciation  of  psychologic  factors  more  than 
speech  correction.  Speech  defects  will  not  be  outgrown 
as  has  often  been  told  friends  and  relatives.  An  experi- 
ment group  was  trained  and  a control  group  observed 
with  no  training.  After  eight  months  the  improvement 
of  these  groups  were  respectively  as  29  to  2.  This 
volume  is  chiefly  devoted  to  corrective  material  and 
technic  in  which  all  details  of  instruction  and  manage- 
are  presented.  Any  one  interested  in  this  line  of  work 
will  profit  by  reading  this  book. 

Doctor  Minor.  A sketch  of  the  Background  and 
Life  of  Thomas  T.  Minor.  By  T.  M.  Felly.  Cloth. 
135  pp.  $2.50.  Lowman  and  Hanford  Co.,  Seattle, 

1933. 

All  Seattle  physicians  have  heard  of  Dr.  Minor  and 
realized  that  he  was  an  important  figure  to  have  had 
hospitals,  schools  and  streets  given  his  name.  But  after 
reading  this  short  biography  of  the  man  we  are  im- 
pressed with  the  fact  that  he  was  evidently  the  fore- 
most physician  that  Seattle  has  yet  produced. 

Dr.  Minor  was  born  in  Ceylon  in  1844  and  left  India 
for  America  in  his  seventh  year.  He  was  descended 
from  fine  old  English  stock,  his  American  ancestor 
being  Lieutenant  Minor  who  came  over  to  Salem  in 
1630  with  Gov.  Winthrop  and  later  founed  the  town  of 
New  Haven.  Dr.  Minor’s  medical  training  would  de- 
light those  men  who  hold  that  clinical  experience  should 
go  hand  in  hand  with  book  learning  from  the  very  be- 
ginning. He  entered  the  Civil  War  as  a private  but 
almost  at  once  was  made  hospital  steward  for  his  regi- 
ment. Within  two  years  he  was  commissioned  assist- 
ant surgeon  and  the  following  year  became  full  surgeon 
without  a day’s  training  in  a medical  school.  It  was 
the  old  system  of  apprenticeship  with  reading  and  an 
enormous  field  of  practice.  After  the  war  his  medical 
education  was  completed  by  two  years  at  Yale  Medical 
School.  One  cannot  help  thinking  what  a remarkable 
figure  he  must  have  cut  in  comparison  with  his  green 
fellow  students. 


His  father  had  been  a distinguished  missionary  in 
India  and  Dr.  Minor  inherited  and  practiced  the  higher 
Christian  virtues  throughout  his  life.  Thus,  Col.  T. 
W.  Higginson,  one  of  the  outstanding  officers  and 
gentlemen  of  his  generation  in  Boston,  was  once  asked 
what  was  the  bravest  act  that  ever  came  under  his 
notice  in  the  Civil  War.  After  some  deliberation  he  re- 
plied that  of  a young  surgeon  in  his  regiment.  Dr. 
Minor.  It  seemed  that  a number  of  officers  had  been 
drinking  heavily  one  evening  and  became  noisy  and 
riotous.  They  had  Minor  get  on  his  feet  and  de- 
manded a song,  story  or  toast.  He  refused  a story  or 
song  but  offered  to  propose  a toast  which  he  would 
drink  in  water  and  suggested  that  they  might  do  the 
same.  His  toast  was,  “Our  Mothers.”  This  had  such 
a salutary  effect  that  the  disorderly  parly  soon  broke 
up  and  several  of  the  older  officers  congratulated 
Minor  on  the  following  day.  Certainly  a remarkable 
example  of  moral  courage  in  a boy  of  nineteen. 

After  doing  very  creditable  work  in  making  collec- 
tions of  skins,  etc.  for  the  Smithsonian  Institute  in 
Nebraska  and  ,A.laska,  Minor  was  taken  into  partner- 
ship by  Dr.  G.  V.  Calhoun  (father  of  Dr.  Grant  Cal- 
houn, Seattle)  who  owned  the  Marine  Hospital  at 
Port  Townsend.  And  now  soon  Dr.  Minor,  at  the 
advanced  age  of  twenty-three,  became  one  of  the  lead- 
ing doctors  in  the  Puget  Sound  region.  This  reputa- 
tion was  due  to  his  Army  experience,  his  great  vitality 
and  wide  sympathies,  natural  ability,  fine  strong  char- 
acter and  lovable  personality.  Moreover  he  had  public 
spirit  and,  what  is  unusual  in  a doctor,  the  gift  of 
public  speaking.  In  later  years  we  often  find  him  the 
principal  orator  on  public  occasions. 

He  was  mayor  of  Port  Townsend  and  after  moving 
to  Seattle  in  1883  was  mayor  of  that  city.  He  was 
also  an  important  figure  in  national  politics,  being  a 
presidential  elector  on  several  occasions,  and  was 
largely  instrumental  in  formulating  the  charter  and 
causing  the  Territory  to  be  admitted  as  a State  into 
the  Union.  Urged  to  accept  the  first  Governorship, 
he  declined.  He  was  also  a leader  in  public  school 
education  and  was  the  most  active  member  on  the 
school  board.  He  became  a director  in  many  of  the 
leading  commercial  enterprises  and  achieved  the  dizziest 
heights  in  masonry.  His  death  came  at  the  very  height 
of  his  activities  in  1889  at  the  age  of  forty-five  from 
drowning,  it  was  thought  through  sacrificing  his  life 
to  save  a hunting  companion.  The  book  is  written  by 
his  grandson  in  a style  admirable  for  its  simplicity 
and  dignity. 

Winslow. 

Pulmonary  Tuberculosis.  By  Maurice  Fishberg,  M. 
D.  Chief  of  the  Tuberculosis  Service,  Montefiore  Hos- 
pital, and  of  Its  Country  Sanatorium  for  Incipient  Tu- 
berculosis. Fourth  Edition,  Thoroughly  Revised.  Vol. 
I.  Etiology,  Pathogenesis,  Symptomatology,  Roentgen- 
ology, Clinical  Forms.  Illustrated  with  138  Engravings 
and  8 Plates,  567  pages.  Vol.  II.  Tuberculosis  in 
Children  and  in  the  Aged,  Tuberculosis.,of  the  Pleura, 
Diagnosis,  Complications  and  Prognosis,  Medical,  Diet- 
etic, Qimatic  and  Institutional  Treatment,  Therapeutic 
Pneumothorax,  Surgical  Treatment.  Illustrated  with  94 
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engravings.  624  pages.  $15.00  per  set.  Lea  & Bebiger, 
Philadelphia,  1932. 

The  author  discusses  epidemiology,  the  tubercle  ba- 
cilli, including  the  various  types,  the  poisons  they  pro- 
duce, the  action  of  tuberculin  and  phenomenon  of 
hypersensitiveness.  He  also  points  out  that  the  tuber- 
culin reaction  is  not  so  specific  as  is  thought  by  many 
physicians.  There  are  also  chapters  on  predisposition, 
immunity  and  infection.  There  are  about  forty  pages 
on  pathology  and  morbid  anatomy,  in  which  there  has 
been  an  attempt  to  cover  the  whole  field.  The  impor- 
tance of  the  Koch  phenomenon,  as  an  explanation  of 
the  extensions  and  exudations,  is  not  given  much  im- 
portance, nor  is  allergy  stressed  to  any  extent.  There 
are,  however,  many  valuable  references  in  this  section 
as  well  as  in  all  other  portions  of  the  book. 

The  greater  part  of  the  work  is  taken  up  with  the 
practical  side  of  the  question.  The  chapters  on  symp- 
tomatology, history  and  diagnosis  are  excellent  and 
leave  little  to  be  desired.  The  author  points  out  the 
hazards  of  hasty  diagnosis  and  gives  directions  for  all 
methods  of  examination  to  arrive  at  an  early,  certain 
diagnosis.  He  puts  down  many  important  facts  in 
italics  and  one  could  get  a valuable,  hasty  review  of 
the  subject  by  going  over  these  portions.  In  one  of 
these  he  states,  “there  is  no  active  phthisis  without 
fever,  cough,  tachycardia,  languor,  night  sweats,  hemop- 
tysis. Some  or  all  of  these  symptoms  are  found  soon 
after  the  patient  becomes  actively  phthisical.” 

He  points  out  the  importance  of  cough  in  diagnosis, 
particularly  the  emetic  cough.  He  cautions  the  reader 
not  to  accept  too  readily  the  statement  of  a patient  that 
he  has  never  coughed,  for  there  are  many  who  look 
upon  a slight  hacking  cough  or  clearing  of  the  throat 
as  normal.  His  discussion  of  fever  and  the  use  of  a 
thermometer  is  excellent  and  he  points  out  that  defec- 
tive thermometers  are  not  at  all  uncommon  and  insists 
that  the  best  should  be  left  in  situ  for  at  least  five 
minutes.  He  also  gives  a short  discussion  upon  the 
variation  of  temperatures  of  healthy  individuals.  He- 
moptysis is  discussed  from  the  standpoint  of  pathology, 
diagnosis  and  prognosis. 

In  the  section  on  roentgenology  the  author  gives  the 
technic  and  interpretation  with  fluoroscope  and  also 
in  roentgenography,  and  states  that,  “no  conscientious 
physician  should  pronounce  a final  diagnostic  verdict 
in  any  case  with  equivocal  physical  findings  in  the 
chest  without  a roentgen  examination.  In  fact,  so 
great  have  been  the  triumphs  of  roentgenographic  and 
roenigenoscopic  examinations  in  pulmonary  disease, 
that  there  has  recently  developed  a widespread  tendency 
to  exaggerate  the  diagnostic  potentialities  of  the  roent- 
gen rays  almost  to  infallibility.” 

A large  part  of  the  second  volume  is  devoted  to 
treatment.  The  author’s  observations  on  air,  food, 
rest  and  climate  are  all  practical  and  he  is  always 
thinking  of  the  patient  in  his  home  as  well  as  in  a 
sanatorium.  He  recognizes  the  value  of  sanatorium 
treatment,  but  does  not  by  any  means  consider  it  super- 
ior in  all  cases  to  home  treatment.  He  has  little  to 


say  in  favor  of  chemotherapy,  and  in  drug  therapy  he 
discusses  all  of  the  usual  drugs  and  the  reactions. 
There  is  a section  on  tuberculin  treatment,  in  which 
he  points  out  its  dangers  and  inadequacy  in  pulmonary 
tuberculosis,  but  perhaps  goes  a little  too  far  in  con- 
demning the  treatment  in  other  than  the  pulmonary 
form.  When  one  has  seen  some  of  the  remarkable 
results  of  tuberculin  in  the  treatment  of  tuberculous 
glands,  kidneys  and  peritoneal  infections,  he  will  not 
be  easily  persuaded  to  give  up  this  efficient  remedy. 
There  is  considerable  valuable  matter  on  treatment  of 
complications  of  tuberculosis  and  the  sections  on  pneu- 
mothorax and  thoracoplasty  are  sound  and  adequate. 

This  work  will  be  found  a safe  guide  for  anyone 
treating  pulmonary  tuberculosis  and  deserves  a place  in 
the  library  of  everyone  who  comes  in  contact  with  this 
disease.  Many  of  the  mistakes  in  the  diagnosis  of  this 
condition  would  be  obviated,  if  there  were  a little  more 
general  knowledge  of  the  subject^  and  there  is  no 
better  place  to  obtain  it  in  a reasonable  time  than  in 
this  book.  Griswold. 

International  Clinics.  Volume  I,  Forty-third  series, 
March,  1933.  Edited  by  Louis  Mannan,  M.  D.  16 
illustrations.  305  pp.  $3.00;  Volume  II,  June,  1933, 
314  pp.  $3.00.  J.  B.  Lippincott  Company,  Philadelphia, 
Montreal  and  London. 

The  purpose  of  these  publications  is  to  bring  to  the 
practitioner  in  the  form  of  clinics,  clinical  lectures, 
and  reviews  the  latest  information  about  current  medi- 
cal thought  and  practice.  In  volume  I these  subjects  are 
grouped  under  Medicine,  Surgery,  Neurology,  Clinical 
Pathology  and  Recent  Progress  in  Medicine  and  Sur- 
gery, while  volume  II  adds  Therapeutics,  Roentgenol- 
ogy and  Recent  Progress  in  Obstetrics  and  Pediatrics. 
Contributors  include  distinguished  members  of  the  pro- 
fession connected  with  many  medical  educational  insti- 
tutions in  United  States,  Canada  and  abroad.  Among 
the  subjects  receiving  special  attention  are  noted  indi- 
cations for  the  use  of  special  tests,  an  article  on  gallop 
rhythm  of  the  heart,  review  of  the  diseases  for  which 
radium  treatment  is  of  value,  application  of  experi- 
mental studies  on  obstruction,  diseases  of  the  peri- 
pheral arteries,  clinical  reports  of  hypertension,  dysp- 
nea, stenosis  of  the  coronary  arteries  and  cyanosis. 
These  few  citations  are  suggestive  of  many  other  sub- 
jects which  are  presented  in  these  volumes. 

The  Medical  Clinics  of  North  America.  (Issued 
serially,  one  number  every  other  month)  Volume  16, 
No.  6.  (Mayo  Clinic  Number — ^May,  1933)  Index  Num- 
ber. Octavo  of  239  pages  with  2$  illustrations.  Per 
Clinic  year,  July  1932  to  May  1933.  Paper,  $12.00; 
Cloth,  $16.00  net.  Philadelphia  and  London : W.  B. 
Saunders  Company,  1933. 

Thirty  members  of  The  Mayo  Clinic  staff  present 
clinical  reports  in  this  volume,  covering  a wide  range 
of  medical  topics.  Six  of  these  deal  with  the  digestive 
tract,  while  an  equal  number  concern  the  circulatory 
system.  All  of  these  discuss  problems  met  by  every 
medical  practitioner.  Lansbury  presents  three  cases  of 
thallium  poisoning,  all  induced  by  the  use  of  a pro- 
prietary depilatory  cream.  The  action  of  thallium  salts 
on  the  nerves,  endocrines  and  other  parenchymatous 
organs  are  discussed  and  symptoms  of  this  form  of 
poisoning  presented.  Much  information  is  obtainable 
from  this  publication. 
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ACUTE  INFECTIVE  OSTEOMYELITIS* 
A.  T.  Bazin,  M.  D. 

MONTREAL,  QUEBEC 

In  the  British  Medical  Jotirnal  of  October  22, 
1932,  Cecil  P.  G.  Wakeley  of  London  states  that 
acute  infective  osteomyelitis  is  “a  disappearing 
disease.”  Quoting  from  statistics  of  four  gen- 
eral hospitals  and  of  four  children’s  hospitals,  he 
shows  that  in  the  decade  1900-1910  there  were  ad- 
mitted 747  cases,  whereas  in  the  decade  1920- 
1930  there  were  but  620  cases,  and  this  decrease 
in  spite  of  increased  facilities  for  admission. 
Moreover,  he  states  that  the  disease  is  of  a mild- 
er type  both  as  regards  the  local  damage  and  the 
threat  to  life,  and  that,  text-books  to  the  contrary, 
trauma  is  not  an  etiologic  factor. 

He  ascribes  the  lowered  incidence  to  the  fact 
that  the  general  health  of  children  is  better  than 
in  former  years,  that  debilitating  and  deficiency 
diseases  of  infancy  are  more  universally  and  ef- 
fectively treated,  that  foci  of  infection,  as  tonsils 
and  adenoids,  are  early  detected  and  removed, 
that  skin  infections  are  less  prevalent  because  of 
the  disappearance  of  slum  districts  and  their  re- 
placement by  tenements  with  adequate  bathing 
facilities. 

In  spite  of  this  optimism,  or  perhaps  because 
of  it,  there  appears  to  be  sufficient  reason  to 
stress  the  nature  of  the  disease,  its  early  diag- 
nosis and  its  treatment. 

Although  in  infancy  the  disease  affects  the 
debilitated,  in  older  children  and  adolescents  it 

•Read  before  the  Twefth  Annual  Meeting’  of  Pacific 
Northwest  Medical  Association,  Vancouver,  B.  C.,  July 
4-7,  1933. 


has  been  my  experience  that  most  frequently  it 
is  seen  in  the  robust,  actively  vigorous  and  well 
nourished.  And  I believe  there  is  a definite  rea- 
son for  this  in  that  the  weakling  does  not  parti- 
cipate in  the  rough  and  tumble  as  do  the  robust 
and  it  is  this  sort  of  trauma  which  is  one  of  the 
three  essential  etiologic  factors. 

To  obtain  a thoroughly  practical  conception  of 
the  condition,  which  also  points  to  the  necessity 
of  early  diagnosis  and  equally  early  adequate 
treatment,  it  is  first  advisable  to  consider  some 
factors  in  its  incidence. 

1.  It  is  a disease  of  the  growing  bone  and 
occurs  where  growth  is  most  rapid,  viz.,  the  di- 
aphyseal side  of  the  epiphyseal  line. 

2.  It  is  essentially  a disease  of  the  long  bones, 
although  it  does  occur  in  the  short  or  flat  bones 
and  usually  then  associated  with  direct  bruising 
trauma. 

In  a series  of  100  consecutive  cases,  the  inci- 
dence was  femur,  30;  tibia,  23;  humerus,  16; 
ulna,  10;  tarsus,  5;  radius,  4;  fibula,  3;  carpus, 
3;  clavicle,  2;  scapula,  2;  pelvis,  2.  The  femur 
and  the  tibia  supply  over  50  per  cent  of  all  the 
cases  and  it  is  well  know  that  these  two  bones 
are  more  rapid  in  rate  of  growth  than  any  other 
bone. 

3.  Males  are  always  more  affected  than  females 
and  this  still  holds  in  spite  of  girls’  emancipation 
from  the  restraints  of  the  Victorian  era. 

The  infection  to  the  bone  is  blood-borne,  the 
original  focus  being  the  skin,  the  throat  or  the 
intestine.  The  skin  predominates  as  the  source 
of  infection,  a folliculitis  or  boil,  an  infected 
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abrasion  or  blister.  Camps  for  the  underprivil- 
eged child  with  dirty  skin,  and  insect  bites  in- 
fected by  scratching  supply  a not  inconsiderable 
number  of  cases  each  season.  The  type  of  infec- 
tion is  the  staphylococcus,  albus  or  aureus,  less 
frequently  the  streptococcus. 

With  this  scant  historical  background  let  us 
pass  to  a consideration  of  the  local  development 
of  the  condition. 

Taking  a diagrammatic  joint,  at  the  meeting 
of  two  long  bones,  one  finds  a diaphysis,  an  epi- 
physeal line,  and  an  epiphysis  on  either  side  of 
a joint  cavity.  The  strong  ligaments  maintain- 
ing the  integrity  of  the  joint  are  attached  to  the 
epiphyses ; the  periosteum  of  the  diaphysis  ceases 
at  the  epiphyseal  line.  There  is,  therefore,  noth- 
ing binding  the  epiphysis  to  the  diaphysis  but 
the  reciprocal  fitting  of  the  abutting  surfaces 
and  the  tendons  which  cross  over  and  control  the 
movements  of  the  joint.  The  tissue  of  the  epi- 
physeal line,  especially  its  diaphyseal  side  (meta- 
physis),  consists  of  growing  bone — soft,  vascu- 
lar, osteoid  tissue. 

IMuch  stress  has  been  placed  upon  the  fact 
that  the  capillary  loops  in  this  osteoid  tissue  are 
large  and  practically  end  arteries,  that  a bacterial 
embolus  lodges  therein,  producing  a lesion  in  the 
nature  of  an  infarct  which  is  the  starting  point 
of  the  infective  osteomyelitis.  I believe  that 
such  a theory  is  not  altogether  tenable,  as  rich 
blood  supply  to  a tissue  is  the  best  security 
against  the  development  of  a focus  of  infection. 

But  the  very  instability  of  the  epiphysis  upon 
the  diaphysis  renders  this  vascular  osteoid  tissue 
liable  to  injury  from  the  type  of  trauma  exerted 
by  leverage  of  the  long  bones.  Dislocation  of 
the  joint  is  prevented  by  the  binding  ligaments, 
but  there  is  nothing  to  prevent  slight  dislodge- 
ment  of  the  epiphysis  with  rupture  of  one  or 
more  capillary  loops,  slight  bleeding  with  forma- 
tion of  blood  clot. 

To  this  ideal  culture  medium  the  infective  or- 
ganism, already  in  the  circulating  blood,  is  borne 
and  the  stage  is  now  set.  Should  no  bacteria 
reach  the  spot,  or  should  they  be  of  extremely 
low  virulence,  no  infection  will  develop  and  there 
will  result  at  most  but  a temporary  soreness,  a 
“sprain.” 

Should  the  bacteria  be  of  somewhat  higher 
virulence  but  the  defence  of  the  tissues  succeeds 
in  a complete  localization,  a Brodie’s  abscess  re- 
sults. This  Brodie’s  abscess  may  persist  for  a 
considerable  time  with  periods  of  symptomless 


remission  and  irregularly  periodic  exacerbations 
of  pain  and  tenderness,  “growing  pains,”  "mus- 
cular rheumatism”  and  the  like.  As  time  goes 
on  the  bone  continues  to  grow  in  length  and 
when  the  patient  seeks  advice  the  Brodie’s  abscess 
which  originally  was  situated  in  the  metaphysis 
is  now  found  a considerable  distance  from  it. 

But  should  the  virulence  of  the  infecting  or- 
ganism be  high,  or  the  resistance  of  the  tissues 
low,  a destructive  lesion  rapidly  develops.  The 
destruction  is  the  result  not  primarily  of  the  in- 
fection but  of  the  reactionary  inflammation.  In- 
flammation is  a beneficent  physiologic  process 
to  resist  and  localize  infection  and  to  promote 
repair.  But  inflammation  is  attended  by  increased 
vascularity,  venous  stasis,  serum  exudation  and 
multiplication  of  cells.  This  results  in  swelling 
in  soft  yielding  tissues,  but  in  rigid  tissue  like 
bone  it  results  in  tension.  This  tension  in  turn 
cuts  off  the  capillary  blood  supply  and  causes  is- 
chemic necrosis.  The  necrotic  tissue  affords  ex- 
cellent pabulum  for  the  propagation  and  increase 
in  virulence  of  the  infecting  organism  with  cor- 
responding extension  of  the  area  of  inflamma- 
tory reaction  and  ischemic  necrosis.  And  thus 
the  vicious  circle  is  established. 

Extension  may  be  to  the  surface  of  the  bone 
beneath  the  periosteum,  suppurative  periostitis ; 
through  the  epiphyseal  plate  into  the  epiphysis, 
acute  epiphysitis;  or  along  the  shaft  into  the  me- 
dulla, osteomyelitis.  These  various  terms  were 
formerly  used  to  designate  what  were  then  con- 
sidered separate  disease  entities.  They  are  now 
recognized  as  progression  phases  of  the  original 
focus.  Hence  it  must  be  remarked  that  the  title 
acute  infective  osteomyelitis  is  a misnomer  and 
should  be  corrected  to  acute  infective  osteitis. 

The  joint  may  be  involved  either  by  direct  ex- 
tension through  the  epiphysis,  which  is  rare,  or 
by  extension  into  the  lymphatics  of  the  synovial 
cavity  from  the  subperiosteal  lesion.  Where  the 
capsule  of  the  joint  passes  over  the  epiphyseal 
line  as  in  the  neck  of  the  femur,  the  joint  is  al- 
ways implicated. 

When  the  subperiosteal  abscess  is  extensive, 
there  is  death  of  the  superficial  layer  of  bone 
over  the  area.  When  the  medulla  is  also  involved 
the  whole  diaphysis  from  one  epiphyseal  line  to 
the  other  may  die  and  separate  as  a sequestrum, 
lying  loose  rvithin  the  sac  of  periosteum  and  the 
involucrum  of  new  bone  regenerated  from  the 
osteoid  tissue  carried  off  on  the  deep  surface  of 
that  membrane. 
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The  extent  of  bone  destruction  depends  upon 
two  factors:  (1)  the  virulence  of  the  infection, 
(2),  delay  in  adequately  relieving  tension. 

DIAGNOSIS 

Not  all  eases  begin  in  the  same  manner.  We 
must  remember  that,  antedating  the  bone  lesion, 
there  is  a blood  infection.  This  may  be  mild  and 
apparently  symptomless  or  it  may  be  producing 
malaise  and  slight  fever. 

When  the  bone  infection  takes  place  the  in- 
flammatory reaction  may  be  mild.  Until  ten- 
sion develops  there  will  be  a little  pain  of  a dull 
aching  character,  possibly  some  discomfort  dur- 
ing function  of  the  limb.  But  if  tension  develops 
rapidly,  the  pain  will  be  severe  and  increase  in 
severity  until  in  a few  hours  the  child  becomes 
delirious  or  maniacal.  This  pain  is  continuous, 
and  is  unrelieved  by  posture  or  change  of  pos- 
ture. 

Active  movements  of  the  limb  increase  the 
pain,  as  the  weight  of  the  distal  portion  displaces 
the  epiphysis  and  increases  the  tension.  Passive, 
supported  movements  do  not  increase  the  pain. 
Passive  movements  of  the  contiguous  joint  are 
painless,  provided  the  muscles  are  relaxed  and 
movements  are  not  carried  to  the  point  of  caus- 
ing a shifting  of  the  epiphysis. 

The  neighboring  joint  early  shows  swelling 
because  of  effusion.  The  skin  is  not  reddened 
until  subperiosteal  involvement  is  present.  Be- 
cause of  the  tension  in  the  focus  there  is  rapid 
absorption,  hence  high  fever. 

Differential  diagnosis  must  be  made  from 
acute  rheumatic  fever,  acute  gonorrheal  arthri- 
tis, acute  pyogenic  arthritis.  In  all  of  these  there 
is  pain  which  is  relieved  to  some  extent  by  pos- 
ture and  is  never  so  constant  nor  so  severe.  There 
is  effusion  and  swelling  and  possibly  some  pain 
on  passively  moving  the  joint,  but  usually  only 
if  the  movement  be  carried  to  the  degree  of 
causing  increased  tension  of  the  effusion  within 
the  joint.  If  tenderness  be  present  it  is  confined 
to  the  joint  area,  probably  more  marked  at  the 
synovial  margin  but  never  extending  further 
afield. 

In  acute  infective  osteitis,  on  the  other  hand, 
the  site  of  tenderness  is  the  diagnostic  feature. 
This  point  of  tenderness  is  situated  at  the  epi- 
physeal line,  is  constant  with  recurring  return 
of  the  finger  to  the  site,  and  is  “exquisite.” 

Where  one  of  the  long  bones  is  involved  it  is 
seldom  that  there  are  signs  of  trauma,  nor  per- 
haps any  history  of  such  beyond  participation  in 
the  usual  rough  and  tumble  play  of  the  day.  In 


the  short  or  flat  bones,  on  the  other  hand,  it  is 
customary  to  get  the  story  of  a direct  bruise  or 
blow. 

If  the  patient  be  seen  somewhat  later  in  the 
course  of  the  attack  and  after  subperiosteal  ab- 
scess has  formed,  there  will  be  redness  and 
edema  of  the  overlying  soft  tissues,  and  the  dif- 
ferential diagnosis  is  correspondingly  easy.  But 
that  is  too  late  to  get  the  best  end-results  with  a 
minimal  period  of  disability. 

The  mistake  most  frequently  made  is  to  diag- 
nose acute  rheumatic  fever.  This  should  not 
happen,  if  the  point  of  exquisite  tenderness  at 
the  epiphypseal  line  is  sought  for ; in  other  words, 
if  the  physician  be  constantly  on  the  look  out  for 
acute  osteitis. 

An  amelioration  of  the  pain  and  drop  in  the 
fever  will  occur  with  the  development  of  sub- 
periosteal abscess,  as  the  tension  of  the  exudate 
within  the  rigid  bone  is  lowered  by  this  escape 
under  soft,  more  yielding  structures.  But  this 
is  only  a temporary  relief  and  does  not  indicate 
subsidence. 

More  than  one  focus  of  osteitis  may  be  present. 
A long  bone  may  be  affected  simultaneously  at 
both  extremities.  This  is  not  difficult  to  explain 
on  the  basis  of  trauma  and  bleeding  by  leverage. 

Perhaps  more  commonly  the  multiple  lesions 
are  in  different  bones  and  occur  in  sequence.  The 
theory  of  bacterial  embolus  is  here  more  applic- 
able. 

PROGNOSIS 

1.  The  threat  to  life  is  from: 

a.  Virulence  of  the  blood  infection. 

b.  Septicemia  from  an  overwhelming  absorp- 
tion from  a single  or  multiple  pyemic  foci. 

c.  Secondary  hemorrhage. 

d.  Exhaustion  from  prolonged  suppuration. 

2.  The  threat  to  the  limb  is  due  to : 

a.  Uncontrollable  spreading  infection  in  bone, 
joints  or  soft  tissues  which  is  seriously 
threatening  life. 

b.  Uncontrollable,  recurring  secondary  hemor- 
rhage. 

3.  Impairment  of  function  of  the  limb  results 
from : 

a.  Implication  of  one  or  more  joints  with  rigi- 
dity or  impaired  movement. 

b.  Adhesion  of  muscles  or  tendons  to  the  bone 
in  the  neighborhood  of  a joint. 

c.  Gross  loss  of  bone  with  shortening  of  limb. 

d.  Chronic  osteitis  with  persistent  sinus  or  re- 
curring exacerbation  after  long  periods  of 
latency. 
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TREATMENT 

1.  Of  the  blood  infection. 

Most  frequently  this  seems  to  clear  spontan- 
eously once  the  local  focus  is  adequately  dealt 
with.  But  at  times  it  demands  particular  atten- 
tion because  of  spiking  fever,  or  pyemic  metas- 
tases.  A blood  culture  is  of  academic  interest 
only ; too  many  are  negative  in  the  face  of  indubi- 
table clinical  evidence  of  bacteremia. 

In  spite  of  the  much  vaunted  colloidal  metals, 
aniline  dyes,  antitoxins,  vaccines,  charcoal,  etc., 
which  are  supposed  to  confer  a complete  sterili- 
zation of  the  blood  stream,  none  has  in  my  ex- 
perience proven  of  much  value.  Simple  blood 
transfusion,  frequently  repeated,  and  of  whole  or 
citrated  blood  has  been  of  the  greatest  assistance. 
Should  the  patient  be  very  anemic,  a full  500  cc. 
may  be  given.  But  even  in  the  absence  of  defin- 
ite anemia  the  transfusions  are  of  value,  and 
apparently  increase  the  resistance  of  the  patient 
to  the  infection.  How,  I know  not. 

I believe  that  the  transfused  blood  exerts  a 
stimulating  influence  upon  the  blood  forming 
tissues  and  in  some  way  promotes  the  more  rapid 
development  of  antibodies.  Therefore,  my  own 
plan  is  to  take  from  the  donor,  carefully  grouped 
by  cross  agglutination,  500  cc.  of  blood  ( citrated) 
and  to  give  one-half  to  the  recipient,  placing  the 
other  half  in  cold  storage  for  administration  the 
following  day.  Then  a two-day  rest  period,  when 
again  on  succeeding  days  two  one-half  doses  are 
given.  This  routine  is  continued  as  long  as  indi- 
cated. 

For  an  overwhelming  toxemia  I again  find 
these  split  transfusions  of  great  value,  reinforced 
by  repeated  intravenous  glucose  saline  in  large 
quantity  to  force  fluid  intake  and  to  promote 
diuresis  for  elimination. 

2.  Treatment  of  the  local  condition. 

a.  Under  ideal  conditions  of  early  diagnosis, 
with  the  focus  limited  to  a small  area,  incision 
should  be  planned  to  carefully  avoid  the  synovial 
membrane  of  the  joint  and  should  be  made  in  the 
line  of  an  intermuscular  septum  rather  than 
through  a muscle;  this  latter  is  desirable  but  not 
essential.  The  periosteum  will  be  found  to  be 
exceedingly  vascular  and  velvety;  the  bone  sur- 
face beneath  it  may  bleed  freely  or  be  dead  white 
from  thrombosis  of  the  vessels  in  the  haversian 
canals.  ’ 

With  an  awl  or  hand  drill,  which  is  under  bet- 
ter control  as  to  depth  and  direction  than  is  a 
power  drill,  a series  of  bores  is  made  in  an 


oblique  direction  from  the  cortex  to  but  not 
through  the  epiphyseal  cartilage,  each  succeeding 
bore  passing  to  another  area  of  the  metaphysis 
until  the  whole  segment  is  explored.  A “dry 
tap”  is  indicated  by  clear  blood  oozing  from  the 
bore  on  withdrawal  of  the  drill.  But  when  the 
focus  is  tapped,  the  blood,  with  sometimes  dis- 
tinguishable pus,  flows  freely.  This  bore  should 
then  be  enlarged  by  trephine  or  gouge  to  thor- 
oughly expose  the  pus  cavity  and  to  “saucerize” 
the  edges  of  the  compact  cortex.  At  this  stage 
of  the  disease  the  curette  need  not  be  used  other 
than  to  ascertain  that  the  pus  cavity  is  thoroughly 
open. 

An  abscess  in  bone  should  be  treated  with  the 
same  respect  as  one  in  soft  tissues,  viz.,  free 
incision  for  drainage  and  conversion  of  locu- 
lated  pockets  into  one  main  cavity.  Drainage  is 
then  ensured  by  lightly  packing  with  gauze  im- 
pregnated with  nonabsorbable  mineral  oil.  It 
matters  not  whether  this  be  vaseline  or  liquid 
paraffin.  The  addition  of  irritants  under  the 
name  of  antiseptics  is  not  only  futile  but  harm- 
ful. The  infection  to  be  combatted  is  not  in  the 
cavity  but  in  the  walls  of  the  cavity  and  the  ad- 
vancing line  of  infection  is  at  a depth  which  can- 
not be  estimated. 

Partial  closure  of  the  wound  is  then  effected 
by  suture  of  the  skin  only. 

The  next  essential  step  is  immobilization,  some- 
times with  splint,  usually  with  a well  padded  and 
moulded  plaster  cast  controlling  the  joint  above 
and  below.  This  may  be  a light  cast  easily  cut 
down  for  dressing  and  renewing,  or  a heavier 
cast  with  a window  for  dressing. 

If  a window  is  removed,  padding  should  be 
carefully  placed  to  fill  the  window  space  and  pro- 
ject beyond  the  surface.  An  elastic  bandage  is 
then  applied  firmly  in  order  that  the  same  pres- 
sure shall  be  exerted  upon  the  soft  tissues  be- 
neath the  window  as  is  exerted  by  the  plaster 
cast  upon  the  surrounding  area. 

If  this  technic  is  not  adopted,  there  will  be 
serious  local  edema  projecting  through  the  win- 
dow and  strangulating  pressure  against  its  plas- 
ter edges.  The  immobilization  is  for  the  purpose 
of  preventing  movement  or  shifting  between  the 
epiphysis  and  the  shaft.  Necessarily  this  cannot 
be  accomplished  without  fixing  the  joints  above 
and  below. 

Subsequent  dressings  should  be  done  only 
when  indicated.  Early  oozing  to  the  surface  of 
the  dressing  may  be  cared  for  by  removing  the 
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superficial  layers  only  and  reinforcing  with  fresh 
dressings.  Meddlesome  dressings  are  as  harmful 
here  as  in  soft  tissue  wounds  and  may  be  likened 
to  pulling  up  a plant  to  see  how  the  roots  are 
growing. 

Indications  for  dressing  are  discomfort  from 
abundant  discharge,  pain  which  means  tension 
and  probable  extension,  fever  when  that  of  the 
associated  blood  infection  can  be  ruled  out.  Of 
these  the  most  important  is  pain.  Immobiliza- 
tion should  be  maintained  until  complete  healing, 
and  should  immediately  be  reapplied,  if  manipu- 
lation of  the  epiphysis  on  the  diaphysis  causes 
pain. 

Under  such  ideal  conditions  of  early  treatment 
recovery  will  be  prompt,  there  will  be  little  or 
no  bone  destruction  and  at  the  most  a small  se- 
questrum will  separate  to  be  easily  removed  later. 

b.  In  a case  somewhat  more  advanced. 

Upon  incising  the  periosteum  pus  in  smaller 
or  larger  quantity  is  found.  Formerly  the  opera- 
tive procedure  was  halted  at  this  point.  But  that 
is  incorrect.  This  subperiosteal  abscess  must  be 
considered  simply  as  an  overflow,  the  original 
focus  in  the  bone  is  still  insufficiently  drained, 
some  tension  persists  and  there  will  surely  be 
extension. 

The  exposed  surface  of  the  bone  will  be  in- 
variably dead  white  with  no  bleeding  points.  If 
this  surface  be  small  and  the  whole  of  it  possible 
of  inspection,  there  will  be  found  a pin  point  of 
discoloration.  Opening  into  the  cancellous  tissue 
at  this  point  will  always  lead  to  the  bone  abscess. 

With  chisel  and  mallet,  rongeur  forceps  or 
other  suitable  tool  the  dead  compact  bone  must 
be  adequately  removed  to  thoroughly  expose  the 
interior  to  inspection.  Gentle  curetting  should 
remove  all  palpably  dead  bone  but  rough  curet- 
tage, cleaning  out  cancellous  bone  and  medullary 
cavity  leaving  nothing  but  a shell,  should  be 
strictly  avoided. 

The  guttering  and  "saucering”  of  the  compact 
cortex  should  be  of  length  similar  to  that  of  the 
involvement  of  the  medulla  and  one-third  of  the 
circumference.  If  too  little  bone  is  removed,  the 
drainage  is  inadequate  and  there  will  be  extension 
of  disease.  If  excess  of  bone  is  removed,  there 
will  be  unnecessary  delay  in  healing  and  possible 
shortening  from  loss  of  skeletal  rigidity.  A radi- 
cal conservatism  is  the  optimum  desired. 

The  same  type  of  packing  with  oiled  gauze  is 
employed,  but  there  should  be  no  suturing.  Im- 


mobilization is  even  more  essential  than  in  the 
early  cases  as  fracture  of  the  weakened  shaft  is 
not  unknown.  Sequestra  of  small  or  larger  size 
may  separate  and  require  later  removal. 

c.  With  still  more  advanced  cases,  in  which  the 
periosteum  is  practically  a pus  bag  with  or  with- 
out tracking  abscess  in  the  muscle  planes,  and  in 
which  much  or  all  of  the  diaphysis  is  dead,  ade- 
quate drainage  is  again  essential.  The  dead  shaft 
is  removed.  The  cavity  is  packed.  The  limb  is 
immobilized,  and  in  addition  traction  (skeletal  if 
possible)  is  used  to  prevent  shortening. 

d.  Where  a joint  is  implicated  it  is  an  error 
to  attempt  to  treat  it  by  the  aspiration  method. 
The  joint  must  be  freely  opened  by  incision,  the 
bone  lesion  adequately  cared  for,  if  not  already 
done,  and  the  limb  immobilized,  with  or  without 
traction  as  the  case  may  be. 

It  is  not  possible  in  the  scope  of  one  paper  to 
deal  in  detail  with  all  the  vagaries  of  this  disease 
and  the  mechanical  variations  in  treatment  ac- 
cording to  the  bone  affected.  I have  attempted 
only  to  elucidate  general  principles.  But  before 
concluding  I think  we  should  consider  two  meth- 
ods of  treatment  that  have  attracted  considerable 
attention  and  have  been  productive  of  good  re- 
sults. 

1.  The  Winnett  Orr  method  has  as  its  axio- 
matic principles,  adequate  drainage,  immobilza- 
tion,  infrequent  dressings.  A careful  study  of  his 
small  book  is  highly  recommended. 

In  my  opinion  Orr  is  sometimes  too  radical  in 
the  removal  of  bone  at  the  primary  operation 
and  unnecessarly  exposes  the  patient  and  others 
to  the  discomfort  of  malodorous  accumulation  of 
discharge.  It  is  especially  applicable  to  late  cases. 

2.  The  maggot  treatment — Baer. 

From  my  personal  experience  with  this  method 
I conclude  that  preparation  of  the  wound  for 
reception  of  the  larvae  demands  adequate  drain- 
age ; that  it  is  not  an  antiseptic  method  but  quite 
the  opposite;  that  the  work  entailed  in  propaga- 
tion of  the  larvae  in  successive  generations  and 
the  time  consumed  in  the  application  of  the  cages, 
together  with  the  discomfort  experienced  by  some 
of  the  patients,  are  not  rewarded  by  a commen- 
surate improvement  in  results. 

I will  close  with  this  quotation  from  Alexander 
Pope. 

“In  words,  as  fashions,  the  same  rule  will  hold. 
Alike  fantastic  if  too  new  or  old; 

Be  not  the  first  by  whom  the  new  are  tried, 

Nor  yet  the  last  to  lay  the  old  aside.’’ 
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GRADING  OF  MALIGNANCIES* 

Dale  L.  Martin,  M.D. 

TACOMA,  WASH. 

Accepting  the  dictum  that  the  further  the  cells 
of  a known  malignancy  depart  from  the  normal 
the  higher  the  degree  of  malignancy,  Broders 
was  the  first  to  attempt  to  so  measure  these  de- 
partures that,  in  a certain  group  of  tumors,  his 
findings  are  meeting  with  increasingly  wide  ac- 
ceptance. The  known  value  of  grading  in  the 
realm  of  epitheliomas,  where  his  first  work  was 
done,  has  led  to  the  attempted  application  of  the 
same  methods  to  other  malignancies  of  widely 
different  character,  until  the  surgeon  has  come  to 
feel  that  no  pathologic  report  is  complete  unless 
it  includes,  along  with  the  description  of  the 
malignancy  and  its  character,  the  grade  of  malig- 
nancy shown. 

That  grading  at  the  present  time  must  remain 
of  limited  value  in  a restricted  field  is  evident, 
following  a critical  analysis  of  its  application  in 
the  field  of  its  greatest  usefulness.  To  this  end, 
and  that  we  may  more  clearly  follow  the  attempt- 
ed application  of  the  same  method  to  other  types 
of  malignancy,  I shall  review  briefly  Broders’ 
grading  of  epitheliomas,  where  grading  was  first 
successfully  applied. 

In  the  realm  of  relative  clinical  malignancy 
these  tumors  are  divided  into  four  classes ; groups 
I,  II,  III  and  IV.  In  group  I he  places  the  least 
malignant  process  which  is  slow  in  growth,  has 
limited  local  invasion  properties,  metastases 
late,  and  is  cured  by  a limited  and  local  surgical 
attack.  In  group  IV  are  placed  the  rapidly-grow- 
ing, widely-invasive  tumors  which  metastasize 
early,  and  are  not  amenable  to  the  most  vigorous 
and  radical  surgery.  Grades  II  and  III  lie  be- 
tween these  two  extremes,  group  II  being  more 
malignant  than  group  I,  group  III  being  less 
malignant  than  group  IV. 

In  the  field  of  tissue  differentiation,  upon 
which  scientific  grading  must  rest,  it  is  necessary 
to  review  briefly  the  microscopic  anatomy  of  the 
normal  skin,  since  it  is  in  the  epidermis  alone 
that  the  significant  changes  occur  which  make  the 
diagnosis  of  epithelioma  and  its  grading  possible. 

In  the  deepest  layer  of  the  epithelial  cover,  the 
stratum  germinativum,  from  which  all  growth 
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proceeds,  are  recognized  the  cuboidal  or  slightly 
columnar  cells  with  their  longitudinal  axes  at 
right  angles  to  the  cutis.  The  nuclei  are  plump 
and  relatively  large.  More  superficially,  and  by 
a gradual  transition  from  below,  the  cells  are 
slightly  swollen,  polyhedral  in  shape,  with  a 
change  in  the  axes  from  the  perpendicular  here- 
tofore mentioned  to  a position  at  right  angles  to 
this.  In  this,  the  stratum  mucosum  is  seen  most 
conspicuously,  the  intercellular  fibrils  which 
may  be  seen,  also,  under  favorable  conditions  in 
other  layers  both  superficial  and  deep.  Super- 
ficial to  the  stratum  mucosum  is  a thin  layer  of 
flattened  cells,  containing  eleidin,  the  stratum 
granulosum;  above  this,  a clear  layer  of  similar 
thinness,  the  stratum  lucidum ; and  superficial  to 
this,  the  stratum  corneum,  in  which  nuclei  are  lost 
and  the  cellular  cytoplasm  is  changed  to  horny 
material,  keratin.  Here  we  see  a regular  series  of 
cellular  differentiation,  the  epithelium  having  its 
origin  in  the  first  named  layer  passing  by  gradual 
stages  from  the  plump,  columnar  to  a flat,  dead, 
horny  scale.  Differentiation,  here,  is  marked,  with 
keratin  as  the  end-product. 

If  in  the  skin  all  the  layers  above  the  basal 
represent  differentiation,  the  tumor  which  is  made 
up  of  the  largest  amount  of  material  of  differ- 
entiated elements,  provided  it  be  still  recognized 
as  malignant,  should  be  the  least  malignant.  Thus, 
an  epithelioma,  showing  clearly  the  cells  of  the 
prickle  layer,  the  thin,  flat  cells  of  the  granular 
coat  and  a widespread  formation  of  keratin,  is 
the  low-grade,  squamous  cell  carcinoma  or  grade 
I.  That  epithelioma,  entirely  without  differ- 
entiation, without  any  recognizable  cellular  lay- 
ers, eleidin,  epithelial  whorls  or  keratin,  is  squam- 
ous cell  carcinoma  grade  IV.  If  the  differentia- 
tion shown  is  50  per  cent  of  the  normal,  the  tumor 
is  grade  II ; if  25  per  cent,  grade  III.  In  the 
lower  grades  of  malignancy,  cellular  infiltration 
is  looked  upon  as  representing  a defensive  reac- 
tion on  the  part  of  the  surrounding  connective 
tissue. 

Turning  from  the  stratified,  squamous  epithel- 
ium of  the  surface  of  the  body  to  the  cavities 
lined  by  the  same  sort  of  epithelial  cover,  the  ab- 
sence of  a well-developed  layer  of  keratin  on 
mucous  surfaces  is  reflected  in  the  malignancies 
developing  here,  being  of  a higher  grade,  gen- 
erally, than  those  appearing  upon  the  keratinized 
surface.  In  the  mouth,  epithelial  malignancies 
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of  the  cheek  and  dorsum  of  the  tongue  are  less 
malignant  than  those  of  the  floor  of  the  mouth 
and  the  under  surface  of  the  tongue.  It  is  prob- 
ably true  that  carcinomas  of  the  mouth,  showing 
extension  to  adjoining  nodes,  are  nearly  hopeless 
so  far  as  a cure  is  concerned.  This  is  true,  not 
only  because  of  the  physical  difficulties  sur- 
rounding the  surgical  approach,  but  more  largely 
due  to  the  high  grade  of  the  neoplasms  originat- 
ing in  this  region. 

In  the  vagina,  and  particularly  in  the  vaginal 
portion  of  the  uterine  cervix,  epitheliomas  are  of 
a higher  grade  than  similar  lesions  of  the  surface 
of  the  body.  In  the  cervix,  grade  I epitheli- 
oma is  almost  unknown,  grades  II  and  III  mak- 
ing up  the  greater  proportion. 

If  we  turn  now  from  the  skin  to  the  intestinal 
tract,  where  attempts  to  determine  grades  of  epi- 
thelial malignancy  has  met  with  a similar,  though 
less  pronounced  success,  we  see  that  here,  also, 
our  ability  to  detect  slight  differences  in  departure 
from  the  normal  rests  upon  the  high  grade  of  epi- 
thelial differentiation  normally  present.  As  the 
cells  of  the  epidermis  differentiate  from  a low, 
columnar  in  the  basal  layer  through  the  poly- 
hedral and  flat  to  the  suqamous,  the  intestinal 
epithelium  differentiates  almost  entirely  in  the 
direction  of  gland  formation. 

A study  of  the  epithelial  cells  alone  shows  that 
those  lining  the  bottoms  of  glandular  crypts  are 
but  little  different  from  the  cells  of  the  surface 
or  those  lining  the  tubules  of  the  midpoint,  ex- 
cept that  goblet  cells  are  found  in  larger  number 
more  superficially.  Marked  departure  from  the 
normal  in  the  morphology  of  individual  epithelial 
cells  might  make  the  detection  of  malignancy  pos- 
sible, but  would  rarely  render  feasible  the  deter- 
mination of  its  grade.  With  malignancies  of  the 
intestinal  mucosa  it  is  necessary  to  measure,  so 
far  as  possible,  the  changes  in  the  epithelial  cells 
which  compose  them,  but  as  recognizable  differ- 
entiation is  largely  glandular,  grading,  here,  will 
rest  most  heavily  upon  the  departure  from  normal 
of  the  glandular  structures  present. 

In  conformity  with  our  general  rule  that  differ- 
entiation of  tissue  represents  the  more  benign 
process,  grade  I adenocarcinoma  most  nearly  re- 
produces the  glandular  and  cellular  structure  of 
the  normal  mucosa.  In  this  grade  the  glands 
are  larger  than  normal,  tortuous  and  branching, 
so  that  upon  section  they  are  found  to  run  in 


several  planes.  The  epithelial  cells  approach  the 
normal,  inasmuch  as  they  are  in  single  layer,  and 
are  still  columnar  with  their  longitudinal  axes  at 
right  angle  to  the  lumen.  They  depart  from  the 
normal  in  being  plumper,  more  chromatic,  and  in 
the  location  of  the  nuclei  which  assume  a posi- 
tion near  the  center  of  the  cells  and  away  from 
the  attached  borders.  So  far  as  can  be  observed, 
the  interglandular  connective  tissue  is  normal  in 
character  and  amount. 

Without  reviewing  in  tiresome  detail  the  ex- 
treme anaplasia,  almost  sarcomatous  in  character, 
of  grade  IV  intestinal  cancer,  the  degree  of  de- 
parture of  the  tissue  from  normal  operates  in  de- 
termining the  grade  as  in  the  squamous  cell 
lesion.  Grades  I and  IV,  the  extremes,  are  fairly 
well  defined,  the  second  grade  with  75  per  cent 
differentiation  and  the  third  with  SO  per  cent  less 
readily  placed. 

That  tumor  grading  of  intestinal  growths, 
though  useful  and  in  large  part  accepted,  is  not 
a closed  subject,  is  shown  by  the  controversy  be- 
ing waged  over  the  possible  relationship  existing 
between  intestinal  polyps  and  malignancy  and 
over  the  significance  of  goblet  cells  in  intestinal 
cancer.  So  far  as  polyps  are  concerned,  the  ques- 
tion again  arises,  “how  much  departure  from  the 
normal  constitutes  malignancy?”  With  mucin 
production  the  goblet  cell  is  concerned.  This 
seems  to  represent  cellular  differentiation,  and  the 
presence  of  mucin  should  be  considered  as  rep- 
resenting relative  benignity.  Actually,  mucinous 
cancers  constitute  about  one-half  the  total  num- 
ber in  the  higher  grades.  It  may  be,  as  Robert- 
son suggests,  that  mucus  production  represents 
an  early  and  low  form  of  physiologic  differentia- 
tion, to  which  the  cells  cling  with  tenacity. 

The  mucosal  lining  of  the  uterine  body  presents 
a combination  of  histologic  elements  resembling 
those  of  the  intestinal  mucosa,  in  that  it,  too, 
contains  specialized  differentiation  of  the  epithe- 
lium in  the  direction  of  gland  formation.  Unlike 
the  bowel,  almost  no  differences  are  observed 
among  the  epithelial  cells  of  the  endometrium, 
the  cells  of  the  depths  of  glandular  tubules  being 
indistinguishable  from  those  of  the  surface.  The 
highly  specialized  interglandular  connective  tissue 
should  offer  helpful  differential  features,  except 
that  the  significance  of  changes  which  occur  in  it 
is  unknown.  As  in  the  bowel,  the  grading  of 
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endometrial  malignancies  of  an  epithelial  char- 
acter rests  more  largely  upon  abnormal  gland 
formation  than  upon  the  morphologic  changes  in 
the  epithelial  cells  composing  them. 

Recognizing  and  evaluating  the  normal  cyclic 
endometrial  changes  associated  with  menstrua- 
tion, the  diagnosis  of  malignancy  finally  rests  up- 
on the  detection  in  the  endometrium  of  epithelial 
and  connective  tissue  changes  of  at  least  25  per 
cent  beyond  the  maximum  normal.  This  least 
departure  known  to  be  malignant  is  adenocarcin- 
oma, grade  I,  or  the  old  adenoma  malignum  of 
earlier  writers.  Histologically,  it  is  often  possible 
in  this  grade  and  grade  II  to  recognize  the  pro- 
cess as  endometrial.  In  the  higher  degrees  of 
anaplasia  this  is  not  true,  the  tissues  here  re- 
sembling closely  the  higher  grades  of  adenocar- 
cinoma, wherever  found. 

In  the  glandular  portion  of  the  cervix,  as  in  the 
uterine  mucosa,  grading  is  determined  in  a similar 
manner.  In  both  areas,  carcinomas  are  usually 
of  low  grade  I or  II,  rarely  III  or  higher. 

Let  us  turn  now  to  an  organ  of  great  surgical 
importance,  the  breast,  and  see  if  here,  too,  we 
may  be  able  to  apply  our  knowledge  of  cellular 
and  tissue  differentiation  to  malignancies  having 
their  origin  in  it.  Developmentally,  it  is  epithelial 
in  origin  and  might  be  expected  to  follow  the 
rules  laid  down  for  epithelial  structures  generally. 
Histologically,  it  is  composed  of  groups  of  alveoli, 
emptying  into  ducts  which  open  onto  the  surface 
of  the  nipple.  In  the  acini  the  cubical  lining  cells, 
in  a single  layer,  rest  upon  a second  outer  layer 
of  flat  epithelial  cells.  In  the  tubules  and  ducts 
the  lining  cells  may  be  more  than  one  layer  deep, 
these  resting  on  an  outer  layer  of  flat  cells  as  in 
the  alveoli.  So  far  as  is  known,  the  surrounding 
connective  tissue  elements  are  not  specialized ; at 
least,  they  fail  to  show  any  morphologic  varia- 
tions which  distinguish  them  from  similar  tissue 
elsewhere.  It  is  true  that  carcinomas  of  the 
breast  are  accompanied  by  connective  tissue  par- 
ticipation, frequently  in  large  degree.  This  may 
be  a peculiarity  of  breast  tissue  which  is  normally 
composed  of  a relatively  large  amount  of  support- 
ing tissue. 

In  carcinoma  of  the  kidney,  the  epithelial  ele- 
ments usually  bear  a relationship  to  the  connec- 
tive tissue  similar  to  that  found  in  the  normal 
kidney.  If  the  same  relationship  holds  true  in  the 
breast,  a large  amount  of  interglandular  tissue  is 


of  small  moment  and  does  not  represent  an  ele- 
ment of  defense.  Until  it  is  shown  that  the  con- 
nective tissue  elements  in  carcinoma  of  the  breast 
bear  similar  and  definite  relationship  to  the  epi- 
thelial elements  that  are  found  in  the  mucosa  of 
the  bowel  and  the  uterus,  grading  of  its  malig- 
nancy must  rest  upon  the  epithelial  elements  alone. 
The  epithelial  cells  being  cubical  with  centrally 
placed  nuclei,  the  diagnosis  must  rest  largely  upon 
the  character  of  their  relationship  to  one  another, 
since  malignant  changes  in  any  individual  cell 
must  depend  upon  nuclear  changes,  including 
mitotic  figures,  which  are  changes  of  degree  only, 
and  about  which  there  may  well  be  honest  diff- 
erences of  opinion.  Certainly  these  same  mor- 
phologic changes  in  individual  cells  lying  in 
single  layer  within  well-developed  alveoli  are 
common  enough  in  chronic  mastitis. 

If,  then,  malignancy  in  the  breast  is  deter- 
mined largely  by  cellular  grouping,  the  tumor 
showing  a large  number  of  alveoli  should  rep- 
resent the  low  grade,  and  the  absence  of  any  re- 
cognizable glandular  structures  the  high.  By 
this  criterion,  the  well  developed  scirrhous  car- 
cinoma should  be  grade  IV,  since  all  it  shows  are 
long  strands  of  compressed  epithelial  cells  separ- 
aated  by  broad  bands  of  dense,  collagenous,  con- 
nective tissue  fibrils.  The  scirrhous  type,  how- 
ever, is  usually  looked  upon  as  a malignancy  of 
low  grade,  the  preponderance  of  fibrous  tissue 
being  assumed  to  represent  a tissue  mechanism  of 
defense.  Actually  the  scirrhous  type  is  highly 
malignant  and  shows  a large  number  of  early 
glandular  metastases.  The  latter  frequently  fail 
to  show  in  the  lymph  nodes  a fibrosis  at  all  com- 
parable with  that  of  the  primary  tumor. 

So  far  as  the  breast  is  concerned,  grading  of 
malignancies  seems  impossible  because  of  the 
simple  epithelial  elements  which  compose  it,  and 
of  the  questionable  significance  of  the  surround- 
ing connective  tissue.  Often  the  large,  soft,  cellu- 
lar mass  with  broad  bands  of  malignant-appear- 
ing cells  may  exist  a comparatively  long  time 
without  metastatic  involvement  of  axillary  nodes. 
Frequently  the  small,  scirrhous  process  with  a 
very  short  clinical  history  shows  extensive  axil- 
lary metastasis.  In  many  malignancies  one  and 
the  same  primary  tumor  may  show  a mixture  of 
the  various  forms  in  any  number  of  combinations. 
Practically  no  surgeon  is  willing  to  vary  his  sur- 
gical attack  upon  a malignancy  of  the  breast  be- 
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cause  of  the  pathologic  report  that  the  process 
is  a I or  a II.  Prognostically  the  presence  or  ab- 
sence of  metastasis  is  of  much  greater  value  than 
a knowledge  of  the  degree  of  malignancy. 

In  this  discussion  I have  purposely  omitted 
the  stomach  from  consideration,  both  because  it 
has  been  but  little  studied  from  this  viewpoint, 
and  because  the  surgical  attack  is  influenced  al- 
most entirely  by  the  location  and  size  of  the  lesion. 
Theoretically,  the  gastric  mucosa  with  its  high 
degree  of  differentiation  should  make  possible 
the  grading  of  malignancies  arising  here  as  in 
the  similar  intestinal  lesions  already  considered. 

In  an  attempt  to  determine  the  danger  arising 
from  papillomatous  tumors  wherever  found,  con- 
sideration must  be  given  to  several  features,  in- 
cluding the  location  of  the  growth.  In  general, 
the  pedunculated  tumors  are  benign,  the  sessile 
inclined  to  malignancy.  As  the  exception  may  be 
mentioned  the  papillomas  of  the  bladder,  ureter 
and  urinary  pelvis,  in  which  locations  the  most 
benign-appearing  papilloma  is  prone  to  recur 
locally,  and  is  always  graded  as  a papillary 
adenocarcinoma,  grade  I.  On  the  other  hand, 
uterine  and  cervical  papillomas,  polyps,  are  usual- 
ly benign.  In  the  ovarian  cystadenoma  relative 
malignancy  is  determined  by  the  development  of 
the  epithelial  elements  both  in  their  morphologic 
appearance  and  in  their  relative  amount.  Though 
it  is  possible  to  distinguish  in  these  tumors  various 
degrees  of  malignancy  varying  from  benign  to 
the  known  grade  IV,  it  is  usually  only  possible 
to  say  that  one  tumor  is  relatively  benign  or  that 
of  tumors  except  in  a very  general  way.  Too 
often  in  the  same  cystic  tumor,  all  grades  from 
benign  to  highly  malignant  may  be  seen. 

In  many  other  epithelial  tumors  attempts  at 
grading  are  of  doubtful  value.  It  is  of  no  sur- 
gical interest  to  know  that  a carcinoma  of  the 
head  of  the  pancreas  is  a grade  I scirrhous  car- 
cinoma, probably  having  its  origin  in  the  pan- 
creatic ducts.  In  like  manner  the  size  and  loca- 
tion of  renal  carcinoma  is  of  more  surgical  value 
than  the  knowledge  of  its  relative  malignancy, 
assuming  this  latter  to  be  possible. 

In  the  field  of  tumors  having  their  origin  in 
the  mesoblastic  elements,  it  seems  to  me  attempts 
at  the  grading  of  malignancies  is  hopeless  with 
our  present  histologic  methods.  Here,  too,  it  is 
well  recognized  that  advanced  differentiation 
speaks  for  benignity  as  in  fibromas,  leiomyomas 


and  chondromas  of  the  orderly  sort,  while  ana- 
plasia represents  the  malignant  varieties.  Oc- 
casionally, in  some  of  the  more  rapidly  growing 
tumors  of  this  group,  the  presence  of  mitoses 
alone  will  serve  to  distinguish  them  as  malignant. 
In  view  of  this  difficulty,  the  pathologist  may 
usually  consider  himself  fortunate  who  recognizes 
the  malignancy  as  such,  even  though  he  may  not 
be  able  to  determine  its  exact  grade.  In  this  broad 
field  of  connective  tissue  neoplasms  the  man  with 
the  widest  experience  will  find  himself  occasion- 
ally embarrassed  by  a clinical  outcome  at  variance 
with  the  prognosis  given.  To  obviate  this  chagrin, 
many  reports  contain  all  the  known  possibilities 
for  any  given  tumor,  and  the  answer  to  the  ques- 
tion of  the  likelihood  of  the  tissue  being  malig- 
nant is  "yes”  and  “no”  with  voluminous  quali- 
fications. 

The  interest  developed  in  the  classification  of 
malignancies  is  not  simply  academic.  Where  it  is 
found  applicable,  modification  of  therapy  for  the 
benefit  of  the  patient  is  frequently  possible,  spar- 
ing him,  in  the  lower  grades  of  malignancy,  un- 
necessary mutilating  operations  and,  in  the  high 
grades,  any  operation  at  all,  or  at  most  the 
simplest  palliation,  since  here  all  measures  are 
likely  to  fail. 

Grading  permits  the  best  use  of  that  valuable 
surgical  adjuvant,  radiation  therapy,  since  it  is 
most  efficacious  in  the  higher  grades,  where  sur- 
gery so  frequently  fails.  This  explains  its  sup- 
erior value  in  the  lesions  of  the  mouth  and  cervix, 
where  carcinomas  are  usually  high  grade ; it  ex- 
plains also  its  failures  in  low-grade  epitheliomas 
of  the  skin,  in  adenocarcinoma  of  the  uterine 
body  and  of  the  intestinal  tract,  where  the  grade 
of  malignancy  is  frequently  low.  Valuable  as 
the  grading  of  malignancies  has  been  shown  to 
be  where  grading  is  possible,  its  application  is 
definitely  limited  to  certain  well-differentiated 
structures,  probably  always  epithelial.  A wider 
future  application  as  the  result  of  a clearer  know- 
ledge of  malignancies  and  more  refined  diagnos- 
tic methods  must  still  limit  its  use,  except 
prognostically,  to  those  tissues  and  organs  which 
may  be  safely  attacked  surgically. 

Narrow  as  the  field  of  tumor  grading  now  is, 
the  placing  of  any  malignancy  in  its  proper  group 
rests  finally  upon  the  training  and  experience  of 
the  man  who  studies  it.  Though  it  is  a matter  of 
but  little  practical  moment,  I have  too  often  seen 
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the  epithelioma  grade  II  of  yesterday  become 
grade  III  to-day,  and  vice  versa.  Because  of  the 
highly  technical  nature  of  this  field  of  activity, 
the  detection  of  error  becomes  a matter  of  ex- 
treme difficulty.  Because  of  it,  a novice  may  oc- 
casionally successfully  pose  as  an  expert  in- 
definitely. 

In  some  detail  I have  attempted  to  trace  the 
development  of  tumor  grading  to  show  that  it  is 
most  applicable  to  lesions  having  their  origin  in 
tissues  showing  a high  degree  of  differentiation 
which  may  be  recognized  histologically;  that  it  is 
less  useful  as  the  amount  of  recognizable  differ- 
entiation in  the  involved  tissue  decreases ; and 
ceases  to  be  applicable  except  in  a broad  way  in 
tumors  arising  in  mesoblastic  elements,  where 
differentiation  is  not  accurately  measurable. 


^lALIGNANT  DISEASE  OE  THE 
ESOPHAGUS 
study  of  1000  CASES* 

Porter  P.  Vinson,  M.D. 

ROCHESTER,  MINN. 

It  is  my  purpose  in  this  paper  to  report  certain 
data  concerning  1000  cases  of  malignant  disease 
of  the  esophagus  that  had  been  observed  in  The 
Mayo  Clinic  during  the  last  ten  years. 

Usually,  if  a lesion  of  the  esophagus  is  malig- 
nant, it  is  carcinomatous ; however,  other  malig- 
nant processes  have  been  observed  occasionally. 
Although  it  is  difficult  to  determine  the  incidence 
of  carcinoma  of  the  esophagus  in  relation  to'  that 
of  other  organs  of  the  body,  it  is  probably  con- 
servative to  say  that  at  least  40  per  cent  of  all 
lesions  in  the  esophagus  are  the  result  of  malig- 
nant degeneration. 

Certain  writers  have  asserted  that  95  per  cent 
of  lesions  in  the  esophagus  are  malignant,  and 
this  statement  has  led  to  the  assumption  that 
many  benign  lesions  producing  dysphagia  are 
malignant.  It  is  my  belief  that  in  examining  pa- 
tients suffering  from  difficulty  in  swallowing, 
one  should  assume  that  the  esophageal  lesion  is 
nonmalignant  until  the  condition  is  proved  to  be 
carcinoma  by  microscopic  examination  of  tissue 
by  a competent  pathologist.  Almost  all  observers 
agree  that  the  incidence  of  esophageal  malig- 
nancy is  much  more  common  among  men  than 
among  women.  Eight  hundred  thirty-eight  of 
my  patients  were  men  and  162  were  women. 

♦From  Division  of  Medicine,  The  Mayo  Clinic 


Caixinoma  of  the  esophagus,  like  other  types  of 
carcinoma,  predominates  among  patients  aged 
more  than  forty  years.  One  of  my  patients  was 
aged  twenty  years,  six  were  from  twenty  to 
thirty,  twenty-four  were  from  thirty-one  to  forty, 
and  the  succeeding  four  decades  were  represented 
by  177,  388,  313  and  86.  Six  patients  were  aged 
more  than  eighty  years;  the  oldest  was  eighty- 
nine. 

Although  occupation  does  not  seem  to  be  an 
etiologic  factor  in  the  disease,  the  majority  of  my 
patients  were  laborers,  farmers,  truck  drivers  and 
so  forth,  who  as  a class  are  inclined  to  have  a 
lessened  regard  for  general  bodily  hygiene.  Ex- 
cessive eating  and  drinking  and  ill-kept  mouths 
were  the  rule  in  many  cases. 

The  Jewish  race  seems  particularly  susceptible 
to  the  development  of  esophageal  carcinoma;  108 
of  my  patients  were  of  this  race.  This  repre- 
sents a percentage  at  least  three  times  greater 
than  is  observed  in  the  general  registration  of  the 
clinic. 

Many  pleas  have  been  made  for  the  early 
recognition  of  esophageal  carcinoma,  and  so- 
called  early  symptoms  of  the  disease  have  been 
described.  Unfortunately  these  symptoms  are 
frequently  manifested  by  neurotic  patients  with 
globus  hystericus,  rarely  by  patients  having  any 
type  of  esophageal  disease. 

In  the  early  stages  of  esophageal  carcinoma,  be- 
fore the  growth  narrows  the  lumen  of  the  tube  to 
the  point  where  food  becomes  obstructed,  the  pa- 
tient does  not  suffer  from  any  symptoms.  The 
first  symptom  noted  by  644  of  my  patients  was 
dysphagia,  beginning  with  difficulty  in  swallow- 
ing solid  foods,  then  semisolid  foods  and  finally 
liquids.  All  of  the  remaining  patients  had  dys- 
phagia ; usually  it  was  among  the  earliest  symp- 
toms observed.  Two  hundred  fourteen  patients 
whose  first  symptom  was  not  dysphagia  had  les- 
ions at  the  cardia,  and  epigastric  distress,  gas, 
fullness  after  meals,  belching,  loss  of  weight, 
hematemesis  and  pallor,  or  in  other  words  symp- 
toms of  gastric  carcinoma  were  those  first  noted. 
As  the  growth  extended  toward  the  cardia  with 
reduction  in  the  lumen  of  the  esophageal  opening, 
dsyphagia  occurred. 

Carcinoma  of  the  esophagus  is  always  in  an  ad- 
vanced stage  before  it  produces  symptoms  and, 
therefore,  early  recognition  is  impossible.  Pain 
and  hemorrhage  denote  ulceration  and  extension 
well  into  or  beyond  the  confines  of  the  eso- 
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phagus.  Esophageal  carcinoma  may  produce 
death  without  giving  rise  to  any  symptoms  refer- 
able to  the  esophagus,  and  I have  seen  the  de- 
velopment of  an  esophagobronchial  fistula  from 
carcinoma  one  week  after  the  onset  of  the  first 
symptom,  dysphagia. 

Carcinoma  unquestionably  develops  in  certain 
cases  as  the  result  of  benign  lesions  in  the  eso- 
phagus. Thus  patients  may  have  had  difficulty 
in  swallowing  for  many  years  and  yet  when  they 
were  examined  the  lesion  in  the  esophagus  proved 
to  be  malignant.  Fifty-seven  of  my  patients  had 
had  symptoms  for  from  two  and  a half  to  thirty 
years,  or  an  average  of  nine  years.  In  five  cases 
the  duration  of  symptoms  was  not  recorded,  and 
in  938  symptoms  had  been  noticed  for  an  average 
of  six  and  six-tenths  months.  The  average  dura- 
tion of  symptoms  for  the  entire  group  in  which 
the  time  of  symptoms  had  been  recorded  was 
eleven  and  three-tenths  months. 

It  has  been  erroneously  stated  that  metastasis 
occurs  late  or  not  at  all  in  esophageal  carcinoma. 
This  is  undoubtedly  due  to  the  fact  that  metastasis 
is  found  in  the  regional  lymph  nodes  and  is  not  so 
frequently  observed  in  the  superficial  nodes. 
Metastatic  nodules  are  found  at  postmortem  ex- 
amination of  almost  all  subjects  having  esopha- 
geal carcinoma,  even  though  death  may  have  oc- 
curred following  some  operative  procedure  and 
not  as  the  result  of  carcinoma.  In  143  of  the 
cases  metastasis  was  demonstrated  at  the  time  of 
the  general  physical  examination,  at  operation  or 
at  postmortem  examination. 

Except  for  the  recognition  of  metastasis  and 
the  occasional  identification  of  epigastric  masses 
in  cases  of  carcinoma  involving  the  cardia,  the 
general  physicial  examination  of  patients  suf- 
fering from  esophageal  carcinoma  does  not  usual- 
ly serve  to  distinguish  them  from  those  with 
benign  obstruction  of  the  esophagus.  Anemia  is 
not  often  associated  with  malignant  lesions  in  the 
esophagus,  although  it  may  be  present  with  car- 
cinoma at  the  cardia  where  the  lesion  is  primarily 
gastric. 

Esophagobronchial  fistula  had  occurred  in  sev- 
en cases  and  paralysis  of  one  or  both  vocal  cords 
was  present  in  seventeen. 

Careful  roentgenoscopic  study  probably  consti- 
tutes the  most  accurate  single  examination  that 
can  be  employed  in  the  diagnosis  of  esophageal 
carcinoma,  and  yet  it  failed  to  identify  the  pres- 
ence of  a lesion  in  the  esophagus  in  thirty  of  815 


patients  who  were  subjected  to  this  investigation. 
In  many  cases  it  was  thought  that  the  lesion  was 
benign  stricture  or  cardiospasm,  because  there 
was  a smooth  contour  to  the  obstruction,  but  the 
limitations  of  the  value  of  shadows  in  exact  diag- 
nosis must  be  recognized. 

Patients  suffering  from  marked  obstruction  of 
the  esophagus  must  not  be  subjected  to  roentgeno- 
scopic examination  unless  dilatation  of  the  stric- 
ture or  gastrostomy  is  to  be  carried  out  at  once, 
since  the  barium  medium  in  roentgenoscopy  may 
produce  complete  obstruction  of  the  stricture. 

Esophagoscopic  study  is  advisable  in  many 
cases  of  esophageal  disease,  particularly  in  cases 
of  esophageal  carcinoma,  if  gastrostomy  or  ex- 
ploratory operation  is  to  be  undertaken.  It  is  not 
always  possible  to  make  a positive  diagnosis  of 
carcinoma  even  after  esophagoscopy,  because  of 
the  fact  that  the  normal  mucous  membrane  of  the 
esophagus  is  drawn  down  over  the  margin  of  the 
growth  and  tissue  removed  for  examination  may 
reveal  inflammatory  change  only.  One  is  rarely 
justified  in  advocating  surgical  exploration  of  the 
growth  unless  positive  data  concerning  tissue  have 
been  obtained.  Tissue  giving  evidence  of  malig- 
nant change  is  usually  not  procured  in  more  than 
70  or  80  per  cent  of  the  cases,  and  since  patients 
from  whom  it  cannot  be  obtained,  theoretically 
at  least,  represent  the  more  favorable  type  for 
operation,  it  further  reduces  the  hope  for  radical 
surgical  treatment  of  malignant  disease  of  the 
esophagus. 

There  are  certain  portions  of  the  esophagus 
that  are  especially  prone  to  malignant  degenera- 
tion. These  portions  vary  in  the  two  sexes.  In 
441  cases  the  lesion  was  situated  about  37  cm. 
from  the  incisor  teeth  to  the  cardia,  in  397  it  was 
situated  26  to  36  cm.  from  the  teeth,  in  sixty-six 
from  19  to  25  cm.  from  the  teeth,  and  in  ninety- 
six  it  was  at  the  introitus.  Fifty-three  of  the  pa- 
tients having  lesions  at  the  introitus  were  women. 

Esophageal  carcinoma  is  frequently  described 
as  being  relatively  benign,  and  the  impression  has 
been  gained  that,  if  surgical  technic  were  perfec- 
ted so  that  the  growth  could  be  removed,  perman- 
ent cure  would  result  in  many  cases.  I share  the 
belief  of  Souttar^  and  others  that  the  lesion  is 

1.  .Souttar.  H.  S. : A Method  of  1111111101111!;  the  Kso- 
jihasii.'i  for  Maligrnaiit  Stricture.  Hrit.  Med.  Jour.  1: 
7S2-783,  May  3,  1924;  Carcinoma  of  the  E.soiihapru.s. 
I’roe.  Hoy.  Soc.  Med.  (Section  Surgery)  18:41-4.9,  part 
3.  .Tan.  7,  192.9;  Carcinoiii.a  of  tlie  Esophagus.  Clin, 
.four.  ,9.9:37-41,  .Tan.  27,  192(i;  Treatment  of  Carcinoma 
of  the  Esophagus:  H.ased  on  100  I’ersonal  Cases  and 
18  T’ortmortem  Reports.  Brit.  Jour.  Surg.  1.9:76-94, 
July,  1927. 
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highly  malignant  in  the  majority  of  cases  and  that 
operation  would  not  result  in  permanent  cure. 
Most  of  the  sections  of  tissue  I have  obtained  for 
examination  have  proved  to  be  of  high-grade 
malignancy. 

Tissue  was  removed  for  examination  in  519 
cases.  Inflammatory  tissue  was  reported  in  132 
and  squamous-cell  carcinoma  in  264  cases.  The 
malignancy  was  graded  1 in  one  case,  2 in 
19  cases,  3 in  122,  4 in  118,  and  the  tissue  was  not 
graded  in  four.  Adenocarcinoma  was  found  in 
95  cases,  and  was  graded  1 in  one  case,  2 in  27 
cases,  3 in  27,  4 in  24,  and  in  16  the  tissue  was 
not  graded.  In  23  cases  the  carcinoma  was  not 
classified.  In  three  cases  it  was  reported  colloid 
carcinoma,  in  one  case  melanoepithelioma  and  in 
one  case  lymphosarcoma. 

The  radical  removal  of  esophageal  carcinoma  is 
almost  always  unsuccessful,  and  although  there 
are  sporadic  reports  of  successful  surgical  re- 
moval of  the  growths,  yet  Torek’s^  famous  case 
is  apparently  without  duplication.  It  is  possible 
to  remove  the  growth  in  a few  instances  but  be- 
cause of  early  metastasis  and  the  high  degree  of 
malignancy,  recurrences  almost  inevitably  follow. 
The  growth  was  removed  in  five  of  my  cases. 
Four  of  the  patients  died  within  a few  hours  after 
operation,  and  one  committed  suicide  four  months 
later.  At  postmortem  examination,  metastasis  was 
found  in  the  regional  lymph  nodes.  Exploration 
was  carried  out  in  nineteen  cases  with  one  fatal- 
ity. In  all  of  these  cases,  the  growth  was  con- 
sidered inoperable  because  of  the  extent  of  the 
lesion  or  metastasis. 

In  the  eighteen  cases  in  which  the  patients  sur- 
vived the  operation,  the  exploration  was  ab- 
dominal in  eleven  cases,  thoracic  in  six,  and  in 
one  case  it  was  in  the  cervical  area.  Radium  and 
deep  roentgen  rays  have  been  employed  by  many 
physicians,  and  the  results  seem  entirely  disap- 
pointing. Radium  was  used  in  twelve  of  my  cases 
and  deep  roentgen  rays  in  thirty-eight  without 
beneficial  effects.  As  a matter  of  fact,  the 
nausea  and  vomiting  associated  with  the  latter 
form  of  irradiation  seem  to  hasten  the  inevitable 
fatal  termination.  I have  not  used  any  of  the 
heavy  metal  preparations  in  treating  the  disease. 

Inasmuch  as  radical  measures  have  failed  to 
cure  esophageal  carcinoma,  treatment  should  be 
directed  toward  palliation.  Two  types  of  pallia- 

2.  Torek,  Franz:  Surgical  Treatment  of  Carcinoma 
of  the  Esophagus.  Arch.  Surg.  12:232-235,  part  2,  Jan., 
1926. 


tive  treatment  are  usually  employed : dilatation 
with  or  without  intubation  of  the  lesion,  and 
gastrostomy.  Many  arguments  have  been  ad- 
vanced for  and  against  both  of  these  measuies, 
and  it  is  easy  to  understand  why  this  should  be 
when  one  is  dealing  with  such  a hopeless  type  of 
disease.  I shall  not  present  again  the  arguments 
for  dilatation  and  against  gastrostomy,  but  shall 
state  that  the  mechanical  stretching  of  the  stric- 
ture was  employed  in  794  of  my  cases  with  satis- 
factory symptomatic  results.  Death  occurred  in 
nine  cases  as  the  result  of  splitting  the  growth. 
In  184  cases  dilatation  was  not  done,  and  seven 
of  the  patients  died  while  under  observation  from 
various  causes.  In  twenty-two  cases  gastrostomy 
was  done;  three  deaths  followed. 

The  usual  mortality  from  gastrostomy  varies 
from  10  to  50  per  cent,  depending  on  whether 
it  is  done  relatively  early  or  late  in  the  disease. 
Intubation  as  practiced  by  Soutter,  Symonds^, 
Myerson'*  and  others  seems  to  be  logical  treat- 
ment, although  in  a progressively  and  ulimately 
fatal  disease  patients  and  their  relatives  might  be 
prone  to  attribue  all  complications  to  the  presence 
of  the  tube  in  the  esophagus. 

CONCLUSIONS 

1.  A positive  diagnosis  of  carcinoma  of  the 
esophagus  should  not  be  made  unless  tissue  re- 
moved from  the  lesion  is  found  to  be  malignant 
when  examined  by  a competent  pathologist. 

2.  Five  times  as  many  men  are  affected  as 
women. 

3.  The  Jewish  race  is  particularly  prone  to  the 
development  of  the  disease. 

4.  Early  diagnosis  of  the  disease  is  impos- 
sible because  the  lesion  is  so  far  advanced  before 
it  causes  symptoms. 

5.  Difficulty  in  swallowing  solid  food  is 
usually  the  first  symptom. 

6.  Dysphagia  of  long  duration  does  not  ex- 
clude carcinoma  as  the  cause  of  esophageal  ob- 
struction, as  benign  lesions  in  the  esophagus  may 
undergo  malignant  degeneration. 

7.  Metastasis  is  frequently  present  and  un- 
doubtedly occurs  relatively  early  in  the  disease  in 
many  cases. 

8.  Pronounced  anemia  is  rarely  observed  un- 
less the  primary  source  of  the  lesion  i.s  in  the 
stomach. 

3.  Symonds,  Charter.s:  An  Account  of  the  Short 
Tube  for  the  Treatment  of  Stricture  of  the  Esophagus. 
Guy’s  Hosp.  Rep.  75:141-146,  April,  1925. 

4.  Myerson,  M.  C. : Intubation  of  the  Esophagus  for 
Carcinomatous  Stricture.  Am.  Jour.  Surg.  40:56-58, 
Mar..  1926. 
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9.  Roentgenoscopy  is  the  most  accurate  single 
examination  employed  in  the  detection  of  eso- 
phageal carcinoma.  If  esophageal  obstruction  is 
marked,  the  patient  should  swallow  a silk  thread 
before  a suspension  of  barium  or  bismuth  is  in- 
gested for  roentgenoscopic  study.  If  this  pre- 
! caution  is  observed,  the  stricture  can  be  dilated  at 
I once,  if  the  mixture  produces  complete  occlusion 
1 of  the  esophagus.  This  will  obviate  the  ncces- 
I sity  for  gastrostomy. 

i 10.  Esophagoscopic  study  is  advisable  in 
I many  cases  of  esophageal  carcinoma,  but  positive 
data  are  not  usually  procured  in  more  than  70  to 
80  per  cent  unless  tissue  is  removed  repeatedly. 

11.  Almost  half  of  the  malignant  lesions  in 
the  esophagus  are  situated  at  or  just  above  the 
cardia.  Among  men  about  5 per  cent  of  the 
lesions  are  at  the  introitus,  whereas  among  VvO- 
men  approximately  30  per  cent  are  at  this  point. 

12.  Esophageal  carcinoma  is  highly  malig- 
nant, as  indicated  by  a rapidly  progressive  clinical 
course. 

13.  Attempts  at  radical  removal  of  esophageal 
carcinoma  are  associated  with  a forbidding  mor- 
tality. 

14.  The  mortality  accompanying  gastrostomy 
is  high  and  the  operation  affords  little  palliative 
relief  in  the  majority  of  cases. 

15.  Radium  and  deep  roentgen  rays  have 
yielded  disappointing  results. 

16.  Mechanical  dilatation  can  be  carried  out 
with  a mortality  of  a little  more  than  1 per  cent, 
and  with  satisfactory  functional  results,  if  a 
thread  is  used  for  guiding  sounds  through  the 
malignant  stricture. 

17.  Intubation  with  or  without  dilatation  has 
' not  been  carried  out  in  any  of  my  cases,  but  the 
I reports  of  other  observers  would  indicate  that  this 

procedure  affords  considerable  palliation. 


The  Form  of  a Stool  as  a Criterion  of  Taxation. 
George  R.  Cowgill,  William  E.  Anderson  and  Albert  J. 
Sullivan,  New  Haven,  Conn.  {Journal  A.  M.  A.,  July 
22,  1933),  call  attention  to  the  results  obtained  in  their 
investigations  in  which  taxation  was  studied  in  twenty 
men  over  periods  of  from  at  least  a month  to  as  many 
as  sixty-two  days.  Their  observations  support  the  more 
general  view  held  by  gastro-enterologists  and  others 
that,  under  “normal”  laxative  conditions,  interpreted 
subjectively  as  “satisfactory,”  food  residues  require 
from  about  sixteen  to  twenty-four  hours  to  traverse  the 
alimentary  tract.  In  the  course  of  their  work  they  be- 
came impressed  with  the  importance  of  purely  subjective 
criteria  of  laxation;  namely  (1)  the  ease  with  which 
defecation  takes  place,  and  (2)  the  presence  or  absence 
of  a sense  of  complete  emptying  at  the  time  the  dejecta 
are  passed. 


CANCER  OF  THE  STOMACH* 

J.  Eare  Eese,  M.S.,  M.D.,  F.A.C.S. 

Clinical  Professor  of  Surgery,  University  of  Oregon 
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Cancer  of  the  stomach  is  the  most  frequent 
cancer  of  the  gastrointestinal  tract  and  has  a 
death  rate  higher  than  any  other.  Eight  per 
cent  of  all  deaths  are  due  to  cancer  and  of  these 
34  per  cent  are  of  the  stomach.  Two  and  seventy- 
two  hundredths  per  cent  of  all  deaths,  regardless 
of  cause,  are  due  to  this  disease.  Of  people  passed 
forty-five  years  of  age,  4.6  per  cent  die  of  can- 
cer. Warwick^  found  that  in  176  consecutive 
autopsies  of  patients  dying  of  cancer  of  the 
stomach,  23  per  cent  were  without  metastases, 
and  42  per  cent  were  limited  to  the  pyloric  or 
prepyloric  regions.  Harding  and  Haskins^,  in 
158  consecutive  postmortems  upon  patients  dy- 
ing of  cancer  of  the  stomach,  found  that  28 
per  cent  were  limited  to  the  stomach  and  in 
21  per  cent  the  metastases  were  within  the  re- 
gional lymph  nodes.  This  means  that,  had  the 
latter  49  per  cent  received  early,  adequate  treat- 
ment, there  was  an  opportunity  of  cure,  whereas 
the  rate  of  cure  today  is  only  about  4 to  6 per 
cent.  We  should  not,  therefore,  look  upon  can- 
cer of  the  stomach  as  such  a hopeless  disease. 
Balfour^  has  recently  reported  128  patients 
operated  upon  for  cancer  of  the  stomach  alive  and 
well  after  ten  years. 

In  a study  made  by  one  of  us  (O.  S.)  of 
ninety-two  consecutive  patients  seen  at  the  Mul- 
tnomah County  Hospital  previous  to  the  estab- 
lishment of  the  tumor  clinic  in  the  University  of 
Oregon  Medical  School,  there  was  not  a single 
one  upon  whom  a curative  operation  was  done. 
Sixty-nine  patients,  or  seventy-five  per  cent,  re- 
fused operation  or  were  thought  to  be  too  far  ad- 
vanced for  it.  Twenty-five  were  operated  upon ; 
of  these  seventeen  were  closed  as  being  too  far 
advanced  for  any  operative  procedure  on  the 
stomach,  and  on  six  a posterior  gastroenterostomy 
was  done.  If  we  are  to  accept  the  findings  of 

•Read  before  the  Fifty-eighth  Annual  Meeting  of 
Oregon  State  Medical  Society,  Klamath  Falls,  Ore., 
Sept.  22-24,  1932. 
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Warwick  and  Harding  and  Haskins,  we  must 
conclude  that  a considerable  proportion  of  the 
cases  we  have  been  looking  upon  as  being  in- 
operable because  of  the  size  of  the  tumor  or  en- 
larged lymphatic  glands,  are  in  reality  operable. 
Balfour’s  recent  report  shows  that,  despite  the 
operation  being  a rather  extensive  one,  many  of 
these  patients  who  are  condemned  to  death  with- 
out operative  aid  may  be  cured. 

A study  of  the  enlarged  glands  found  in  gastro- 
intestinal cancer  reveals  that  inflammatory  re- 
action is  more  frequently  the  cause  of  the  en- 
largement than  metastases.  Recently  I resected 
a portion  of  the  transverse  colon  with  its  mesen- 
tery, in  which  there  were  a considerable  number 
of  enlarged  lymphatic  glands.  While  I removed 
all  the  glands  that  were  to  be  found,  I felt  at  the 
time  that  the  patient’s  chance  for  having  recur- 
rence was  great.  The  pathologist,  however,  was 
unable  to  find  any  evidence  of  cancer  in  any  of 
the  enlarged  glands.  They  were  all  inflammatory 
in  their  nature.  A study  of  the  ninety-two  cases 
by  one  of  us  (O.  S.)  reveals  the  percentage  in 
order  of  occurrence  of  the  chief  symptoms  as 
shown  by  the  records  as  follows : epigastric  pain, 
55  per  cent;  nausea  and  vomiting  51  per  cent; 
loss  of  weight,  45  per  cent;  weakness,  42  per  cent; 
anorexia,  22  per  cent;  constipation,  16  per  cent; 
belching  and  regurgitation,  both  8 per  cent;  in- 
digestion, diarrhea  and  tarry  stools,  6.5  per  cent 
each. 

In  this  group  of  cases  no  one  symptom  was 
present  in  over  55  per  cent  of  the  patients.  Ol 
course,  it  is  possible  that  the  histories  omitted 
some  of  the  symptoms  and  findings  that  would 
have  been  listed  if  we  (O.  S.)  could  have  had 
the  opportunity  of  seeing  the  patients.  The 
onset  of  symptoms  was  given  as  varying  from 
two  months  in  one  case  to  ten  years  in  another. 
Most  of  the  patients  stated  that  the  symptoms 
had  been  present  from  two  months  to  one  year. 

The  laboratory  findings  likewise  were  not  con- 
clusive. Occult  blood  in  the  stools  was  the  most 
frequent  finding,  occurring  in  46  per  cent.  An- 
emia was  next  with  40  per  cent.  The  absence  of 
free  HCI  in  the  gastric  contents  was  only  noted 
in  9 per  cent,  and  in  22  per  cent  the  laboratory 
reports  were  reported  as  normal.  Again,  it  must 
be  remembered  that  this  study  was  one  of  hospital 
charts,  and  had  some  of  the  tests  been  repeated, 
undoubtedly  the  laboratory  findings  would  have 
been  more  definite. 


In  seventy-four  cases  there  was  a record  of 
radiographic  studies.  Of  this  group  21.6  per  cent 
were  reported  as  having  negative  findings,  4 per 
cent  showing  ulcer  and  4 per  cent  an  old  gastro- 
enterostomy, without  any  statements  as  to  wheth- 
er other  lesions  were  present.  In  70.4  per  cent 
lesions  were  found  that  permitted  either  a posi- 
tive or  possible  diagnosis  of  cancer.  In  the 
clinical  examinations  made  at  the  time  of  ad- 
mittance, a positive  diagnosis  of  cancer  was  made 
in  77  per  cent  and  a probable  diagnosis  of  cancer 
was  made  in  an  additional  7 per  cent,  making  a 
positive  or  probable  clinical  diagnosis  of  84  per 
cent.  Of  the  sixty-nine  cases  not  receiving 
operative  treatment,  forty-one  died  in  the  hos- 
pital and  twenty-eight  left  the  hospital.  We  have 
no  further  record  of  the  latter.  Of  the  twenty- 
three  cases  operated  upon,  fifteen  died  in  the 
hospital  and  eight  left  the  hospital,  of  which  we 
have  no  further  record.  These  undoubtedly  died, 
as  the  surgeon  found  at  that  time  a condition  that 
he  considered  as  being  inoperable.  Walton^  re- 
ports a series  of  two  hundred  sixty-two  patients, 
of  which  one  hundred  and  seventy-one  were  seen 
in  a too  late  stage.  Cures  were  obtained  in  be- 
tween three  and  four  per  cent  of  cases. 

A study  of  the  chief  causes  of  the  high  death 
rate  from  cancer  of  the  stomach  permits  them  to 
be  divided  into  two  groups  as  follows : ( 1 ) late 
diagnosis,  and  (2)  incomplete  operation. 

Late  diagnosis.  Late  diagnosis  is  made  usually 
because  of  one  or  more  of  three  factors.  The 
first  is  insidious  onset  of  symptoms.  In  some  pa- 
tients, particularly  those  with  cancer  of  the  cardia 
or  greater  curvature,  even  after  careful  and  direct 
questioning,  no  symptoms  can  be  elicited  that 
would  indicate  cancer  was  developing  until  it 
has  reached  an  inoperable  state.  In  the  ma- 
jority of  patients,  however,  there  are  symptoms 
which  come  on  so  insidiously  that  they  do  not 
realize  they  are  present  until  the  cancer  is  fair- 
ly well  developed.  In  other  instances  the  patient 
has  had  more  or  less  upper  abdominal  distress 
over  a period  of  years  and  does  not  recognize  a 
change  has  taken  place  until  his  cancer  is  quite 
advanced.  In  the  series  studied  by  one  of  us 
(O.  S.),  one  patient  stated  that  the  symptoms 
had  been  present  for  ten  years,  and  another  had 
had  symptoms  for  several  years.  Undoubtedly  the 
symptoms  in  the  earlier  years  were  due  to  some 

4.  Walton.  A.  J. : Carcinoma  of  the  Stomach.  Brit. 
M.  J.  1:939-943,  May  25,  1929. 
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lesion  other  than  cancer.  The  only  way  in  which 
cancer  can  be  diagnosed  earlier  in  this  group  is 
by  frequent,  careful,  physical  examinations. 

The  second  cause  of  late  diagnosis  is  ignor- 
ance, fear,  or  poverty  on  the  part  of  the  patient. 
A campaign  of  education  is  necessary  to  inform 
the  laymen  of  the  importance  of ; first,  periodic 
health  examinations;  second,  earlier  diagnosis  of 
cancer ; and,  third,  that  cancer  seen  early  is  not  a 
hopeless  disease.  Many  patients  are  afraid  to  be 
examined  for  fear  the  condition  is  cancer. 
Through  this  fear  they  go  to  an  early  death  when 
it  could  have  been  either  delayed  or  prevented. 
Another  large  group  is  going  about  sufifering 
mental  anguish  when  an  examination  would  re- 
veal there  was  no  evidence  of  cancer  and  no  need 
of  fear.  Poverty  need  not  be  a factor.  In  our 
large  centers  adequate  provision  is  made  for  the 
care  of  the  indigent. 

The  third  cause  of  late  diagnosis  is  incomplete 
examination  by  physicians.  Rigler®,  in  his  study 
of  patients  with  cancer  of  the  stomach  seen  at 
the  University  of  Minnesota  Hospital  and  at  the 
Minneapolis  General  Hospital,  found  that  pa- 
tients with  cancer  of  the  stomach  consult  phy- 
sicians about  three  months  after  the  onset  of  the 
symptoms,  while  a diagnosis  is  not  made  for  from 
six  to  twenty-four  months  later.  To  remedy  this, 
an  educational  campaign  among  physicians  upon 
the  importance  of  a complete  examination  of 
every  patient  who  presents  symptoms  that  may  be 
due  to  cancer  is  needed.  The  gastric  contents 
should  be  studied,  the  stool  should  be  examined 
repeatedly  for  occult  blood  and  a roentgenogra- 
phic  study  made  on  each  patient  with  suggestive 
history  or  symptoms.  Rigler  reports  that  the 
study  is  accurate  in  ninety-two  to  ninety-eight 
per  cent. 

Probably  the  greatest  difficulty  in  differential 
diagnosis  comes  between  ulcer  and  cancer.  We 
have  adopted  the  following  rules  to  be  observed 
in  this  differentiation.  Ulcers  over  two  and  one- 
half  centimeters  in  diameter  are  to  be  considered 
as  cancer  and  operated  upon,  as  the  majority  are 
cancer.  Ulcers  under  two  and  one-half  centi- 
meters in  diameter  should  receive  rigid  medical 
management  for  three  weeks.  This  does  not  mean 
giving  some  alkalis,  regulating  the  diet  and  calling 
it  the  Sippey  treatment.  It  means,  instead,  rigid 
medical  management  under  one  competent  to 
administer  the  treatment  with  the  patient  in  the 

5.  Rigler.  L.  G. : Early  Diagnosis  o'f  Carcinoma  of 
Stomach.  Minnesota  Med.  13:784-787,  Nov.,  1930. 


hospital  where  he  can  be  carefully  controlled.  The 
average  surgeon  and  general  practitioner  do  not 
give  the  proper  medical  management  to  their  pa- 
tients. If  at  the  end  of  three  weeks  the  patient  is 
not  symptomatically  cured,  occult  blood  is  still 
present  in  the  stool  or  roentgenographic  examin- 
ation is  not  negative,  the  patient  should  be 
operated  upon,  as  the  majority  are  cancer. 

Incomplete  operation.  Operation  for  cancer 
must  always  be  radical.  There  is  no  such  thing  as 
conservative  treatment,  for  the  best  interest  of 
the  patient  lies  in,  whenever  we  deal  with  cancer, 
radical  removal.  Such  an  operation  requires  a 
partial  gastrectomy  extensive  enough  to  remove 
completely  all  parts  of  the  stomach  where  there 
may  be  cancer,  not  merely  where  it  can  be  felt,  to- 
gether with  the  removal  whenever  possible  of  all 
enlarged  glands.  If  the  lesion  in  the  stomach  is 
removable  and  the  patient’s  condition  is  such  that 
there  is  a fair  chance  for  him  to  withstand  the 
operation,  then  the  lesion  and  normal  stomach 
area  for  at  least  one  and  one-half  or  two  centi- 
meters beyond  the  lesion  and  all  glands  within 
reach  should  be  removed.  The  work  of  Harding 
and  Haskins  and  Warwick  indicate  that  a consid- 
erable proportion  of  these  glands  are  not  malig- 
nant, and  as  the  patient  is  doomed  to  certain 
death  without  the  operation,  he  should  be  given 
an  opportunity  to  live  by  this  radical  resection. 

In  many  cases  the  glands  extend  to  the  dia- 
phragm. As  Handley®  has  pointed  out  iri  cancer 
of  the  breast,  the  first  enlargement  of  the  lymph 
glands  is  not  due  to  metastasis  but  to  hyperplasia. 
Formerly  we  rejected  as  unsuitable  for  radical 
operation  those  patients  having  enlarged  glands 
extending  to  the  diaphragm  for  in  all  probabili- 
ties further  extension  had  taken  place  above  it. 
We  now  take  pictures  of  the  chest  before  opera- 
tion. If  this  shows  no  evidence  of  malignancy, 
we  do  not  regard  the  finding  of  enlarged  glands 
extending  to  the  diaphragm  as  a contradication 
to  radical  operation,  on  the  basis  that  the  more 
distal  glands  are  usually  hyperplastic  and  not 
malignant.  Neither  do  wc  consider  a single  small 
nodule  of  the  liver  as  a contraindication  per  se. 
If  other  indications  are  favorable  to  a radical  re- 
section, it  is  done,  a three  millicurie  radium  seed 
is  sent  for  and  upon  its  arrival  the  abdomen  is 
reopened  and  the  seed  planted  in  the  center  of 
the  nodule. 


6.  Handley,  W.:  Cancer  of  the  Kreast  and  Its 
Treatment.  Second  Edition.  London,  1922. 
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The  size  of  the  tumor  is  not  always  an  indica- 
tion of  the  extent  of  malignancy.  The  large  tu- 
mors often  show  marked  secondary  inflammatory 
changes.  Some  of  the  large  cancers  are  colloid 
and  have  a lower  degree  of  malignancy  than  other 
types.  Previous  to  operation  a study  should  be 
made  for  metastases.  Roentgenograms  of  the 
chest  should  be  taken,  the  liver  carefully  pal- 
pated, the  supraclavicular  glands  examined  and  a 
vaginal  examination  should  be  made  in  the  female 
for  metastases  to  the  ovary  (Krunkenberg  tu- 
mor). Rectal  examinations  should  be  made  in  the 
male  for  metastases  about  the  rectum.  If  evidence 
in  the  clinical  examination  is  found  of  any  of 
these  metastases,  operation  is  contraindicated  un- 
less perhaps  a palliative  operation  for  the  relief 
of  pain.  If  the  patient’s  condition  is  poor,  opera- 
tions in  stages  are  to  be  considered,  as  many  pa- 
tients can  be  carried  through  an  extensive  opera- 
tion by  doing  it  in  stages. 

In  the  preparation  of  the  patient,  time  is  limited 
because  the  tumor  is  growing  and  metastases  may 
take  place,  yet  time  should  be  taken  to  fill  the 
patient  with  fluids  and  give  transfusions  if  ne- 
cessary to  bring  the  blood  up  to  normal.  Af- 
ter the  operation,  fluid  must  be  given  in  suf- 
ficient quantities  to  insure  proper  elimination.  As 
fluids  cannot  be  given  by  mouth  at  first,  of  nec- 
essity they  must  be  given  by  rectum,  subcutan- 
eously or  intravenously.  Ethylene  is  the  anes- 
thetic of  choice  in  patients  that  are  poor  risks. 
Spinal  anesthesia  is  too  dangerous,  as  is  also 
amytal  or  any  other  anesthetic  that  cannot  be 
quickly  removed  in  case  of  danger. 

Postoperative  treatment.  Atelectasis  must  be 
prevented  if  possible,  first,  by  having  the  patient 
in  as  good  condition  as  possible  at  the  time  of 
operation;  second,  by  the  choice  of  anesthesia, 
there  being  less  danger  with  ethylene ; third,  by 
ventilation  of  the  lungs  with  carbon  dioxide  at 
the  close  of  the  operation  and  two  or  three  times 
daily  following  the  operation,  if  there  is  any  sug- 
gestion of  pulmonary  complication,  and,  fourth, 
by  the  frequent  turning  of  the  patient. 

CONECLUSIONS 

If  more  careful  consideration  is  given  to  the 
early  diagnosis  of  cancer  of  the  stomach,  an  im- 
mediate operation  done  after  the  diagnosis  is 
made,  the  patient  properly  prepared  for  the  opera- 
tion, a careful  and  thorough  operation  done  and 
intelligent  postoperative  treatment  given,  the 
death  rate  of  cancer  of  the  stomach  can  be  great- 
ly reduced. 


CANCER  OF  COLON  AND  RECTUM 

ITS  DIAGNOSIS  AND  TREATMENT* * 

T.  E.  Jones,  M.D. 

CLEVELAND,  OHIO 

Careful  investigation  is  imperative  in  any  case 
in  which  there  has  been  some  change,  no  matter 
how  slight,  in  bowel  habits.  If  this  is  done, 
many  serious  organic  diseases  of  the  larger  in- 
testine may  be  attacked  at  a time  when  they  are 
favorable  for  cure.  The  insidious  manner  in 
which  malignancy  begins  demands  the  most  pain- 
staking care  in  the  taking  of  the  history  and  in 
examination. 

In  attempting  to  differentiate  the  symptoms  in 
the  various  parts  of  the  colon  both  the  embroy- 
logy  and  physiologic  function  of  its  various  units 
must  be  taken  into  consideration.  The  proximal 
half,  that  is  from  the  cecum  to  the  middle  of  the 
transverse  colon,  develops  from  the  midgut,  while 
the  distal  segment  (descending  colon,  sigmoid 
and  rectum)  is  developed  from  the  hindgut. 

Signs  of  obstruction  are  relatively  uncommon 
in  the  right  half  because  the  contents  are  liquid 
and  growths  in  this  region  are  generally  not  of 
the  encircling  variety.  When  the  neoplasm  is  in 
this  area,  pain  or  distress  is  generally  referred  to 
the  epigastrium  and  frequently  may  simulate 
chronic  appendicitis.  Because  of  the  large  lumen, 
a growth  may  be  very  large  before  it  is  discovered 
and  indeed  frequently  the  patient  does  not  seek 
relief  until  he  himself  feels  a lump. 

Anemia  and  loss  of  weight  and  strength  fre- 
quently are  the  first  signs  and  symptoms  ob- 
served in  lesions  of  the  right  side.  The  patient’s 
inability  to  carry  on  his  work  drives  him  to  the 
physician  and  this  type  of  individual  too  often 
merely  is  given  a tonic  and  sent  on  his  way.  An- 
other group  of  patients  presents  a slightly  differ- 
ent set  of  symptoms  in  that  they  complain  chiefly 
of  alternating  attacks  of  constipation  and  diar- 
rhea. Occult  blood  usually  is  present  but  gross 
blood  is  exceedingly  rare.  Recognition  of  early 
lesions  on  the  right  side  has  been  greatly  en- 
hanced by  roentgen  examination  which  has  done 
more  than  any  single  procedure  in  diagnosing 
cases  of  this  kind.  If  the  roentgenogram  shows 
any  deviation  from  the  normal,  operation  should 
be  insisted  upon. 

Carcinoma  in  the  left  half  of  the  bowel  pre- 
sents a different  picture,  because  the  intestinal 

♦From  the  Cleveland  Clinic. 

*Read  before  the  Fifty-eighth  Annual  Meeting  of 
Oregon  State  Medical  Society,  Klamath  Falls,  Ore., 
Sept.  22-24,  1932. 
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lumen  is  smaller,  the  feces  is  firmer  and  growths 
tend  to  encircle  the  bowel  more  or  less.  These 
give  rise  to  a train  of  symptoms  characteristic  of 
obstruction,  with  pain  and  cramping.  The  growth 
causes  considerable  mucous  discharge  and  there 
is  urgency  of  bowel  movements  and  so-called 
diarrhea.  This  latter  symptom,  I believe,  leads 
to  a number  of  errors.  The  physician  naturally 
associates  cancer  with  obstruction  and  when  the 
patient  complains  of  frequent  bowel  movements 
the  possibility  of  the  presence  of  malignancy  is 
not  investigated  thoroughly  and  too  often  the 
patient  is  dismissed  with  a prescription  for  pare- 
goric. These  frequent  bowel  movements  are  not 
true  diarrhea,  but  represent  the  frequent  emis- 
sion of  pus,  mucus  and  blood.  Tenemus  is  gen- 
erall}'^  characteristic  of  growths  low  in  the  rectum 
or  those  in  which  the  anal  sphincter  is  involved. 

Another  type  of  malignant  growth  of  the  left 
side  of  the  colon  may  give  a different  and  rather 
characteristic  story.  This  is  the  annular  lesion. 
It  involves  the  muscularis  early  with  gradual  con- 
traction; often  an  acute  obstruction  is  the  first 
sign  noticed  by  the  patient.  Occasionally  it  is  not 
complete  during  the  first  attack  and  the  patient 
may  then  go  weeks  or  months  before  another  at- 
tack. 

In  making  the  diagnosis,  the  chief  points  lie 
in  the  history  and  in  the  digital  and  proctoscopic 
examination  and  lastly  in  roentgenographic  ex- 
aminations. Unfortunately,  .too  often  the  patient 
is  subjected  to  roentgen  examination,  frequently 
with  bad  results,  because  large  amounts  of  bar- 
ium by  mouth  remain  and  frequently  fail  to  re- 
veal low-lying  growths  and  yet  may  cause  impac- 
tion and  may  bring  on  obstruction.  Furthermore, 
it  is  difficult  to  make  a thorough  proctoscopic  and 
sigmoidoscopic  examination,  due  to  the  retention 
of  barium  on  the  wall  of  the  bowel.  Roentgeno- 
grams should  be  made  last  and  not  first.  The 
evidence  obtained  by  roentgen  examination  is 
corroboratory  and  is  not  essentially  diagnostic, 
especially  in  low-lying  lesions.  This  warning  is 
of  genuine  significance  in  view  of  the  fact  that 
80  per  cent  of  neoplasms  are  within  easy  reach 
of  the  finger  or  sigmoidoscope. 

The  diagnosis  of  cancer  of  the  rectum  or  rec- 
tosigmoid and  even  up  to  the  midportion  of  the 
sigmoid  always  is  made  by  proctoscopic  and  not 
by  roentgenographic  examination.  Ordinarily  a 
specimen  of  the  growth  is  removed,  although 
numerous  objections  have  been  raised  to  biopsy 


of  malignant  growths  on  account  of  the  danger  of 
spreading  the  carcinomatous  cells.  However, 
there  is  no  scientific  evidence  to  support  this 
view  and  I think  more  harm  comes  from  watch- 
ing a lesion  grow  in  order  to  be  sure  of  it,  which 
is  altogether  too  frequently  done,  than  from  mak- 
ing a biopsy. 

After  the  existence  of  a malignant  lesion  has 
been  determined,  search  then  must  be  made  for 
metastases.  Not  infrequently  there  is  involve- 
ment of  Virchow’s  gland  in  the  left  supraclavi- 
cular space  from  a growth  in  the  rectum  or  sig- 
moid and  I have  seen  this  to  be  the  first  sign  in 
such  cases.  It  is  even  more  common  in  cases 
of  cancer  of  the  stomach.  The  liver  always  should 
be  palpated  carefully.  Finally,  in  anal  or  low- 
lying  growths  a search  for  inguinal  nodes  should 
be  made. 

Time  will  not  permit  a complete  dissertation 
on  dififerential  diagnosis,  except  to  point  out  that 
a number  of  these  neoplasms  start  from  adeno- 
mata or  polypi  which  occasionally  may  resemble 
carcinomata.  If  these  are  recognized  and  oper- 
able in  the  benign  state,  they  should  be  removed. 

Diverticulitis  with  formation  of  local  abscess 
and  tumor  formation  presents  diagnostic  difficul- 
ties. The  findings  of  the  sigmoidoscopic  and 
roentgen  examination,  together  with  the  absence 
of  blood  in  the  stool  and  the  presence  of  slight 
fever,  usually  are  sufficient  to  clarify  the  diag- 
nosis in  any  questionable  case.  Tumors  in  the 
lower  sacral  region  or  metastasis  in  the  rectovesi- 
cal pouch  from  cancer  of  the  stomach  occasionally 
offer  diagnostic  difficulties.  The  latter  condition 
usually  presents  a signet  ring  deformity  with  con- 
striction of  the  rectum  without  involvement  of 
the  mucosa.  Radiographic  studies  of  the  stomach 
will  reveal  the  true  nature  of  the  rectal  involve- 
ment. 

ETIOLOGY 

I am  not  impressed  with  the  importance  of 
previous  inflammatory  processes  as  an  etiologic 
factor  in  the  causation  of  cancer  of  the  rectum. 
Chronic  ulcerative  colitis  which  starts  in  the  rec- 
tum and  follows  upward  is  a common  disease, 
yet  in  not  a single  case  have  I seen  a cancer  en- 
grafted on  such  a rectum  or  colon.  Carcinoma 
may  occasionally  start  in  a hemorrhoid  but  I 
personally  never  have  seen  such  a case.  I have 
seen  several  in  fistulae,  but  even  in  most  of  these 
the  fistula  had  resulted  from  ulceration  and  in- 
fection from  the  growth,  rather  than  vice  versa. 
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Most  cancers,  at  least  80  per  cent,  occur  just 
above  the  pile-bearing  or  fistula-bearing  area.  1 
think  adenomatous  polyps  constitute  the  most 
dangerous  predisposing  factor  in  the  development 
of  cancer. 

I have  recently  seen  this  illustrated  in  the  case 
of  a man  whom  I saw  seven  years  ago  with  a 
single  adenoma  in  the  ampulla,  which  I advised 
him  to  have  removed.  He  did  not  return  but 
consulted  a physician  who  was,  unfortunately, 
ultrascientific.  According  to  the  patient,  after 
e.xamining  a section  of  the  tissue  he  declared  it 
to  be  of  grade  2 and  nonmalignant,  and  advised 
against  removal  of  the  growth.  A few  months 
ago  this  same  patient  returned  to  me  with  a hope- 
lessly inoperable  cancer  of  the  rectum  with  metas- 
tases  to  the  liver.  Until  more  accurate  diagnostic 
criteria  can  be  established,  all  colonic  and  rectal 
polypi  must  he  considered  potentially  malignant 
and  must  be  removed. 

The  range  of  age  of  patients  with  carcinomata 
of  the  rectum  or  colon  is  11  to  92  years  and  the 
ratio  of  males  to  females  is  three  to  two.  The 
family  history  shows  a low  percentage  of  cases  in 
which  malignancy  had  occurred  elsewhere  in  the 
family,  hut  after  all,  most  persons  do  not  know 
wdiat  caused  the  death  even  of  members  of  their 
immediate  families,  especially  if  death  was  due 
to  an  abdominal  complaint  for  which  exploratory 
operation  was  not  done. 

PATHOLOGY 

Most  cancers  of  the  colon  and  rectum  are  ad- 
enocarcinomata.  A few,  located  low,  are  squa- 
mous cancers.  Sarcoma  occurs  but  rarely,  accord- 
ing to  Grady,  and  in  his  series  of  cases  77  per 
cent  were  of  malignant  adenoma  or  grade  1 ade- 
nocarcinoma. This  explains  to  a considerable  ex- 
tent the  fact  that  cancers  of  the  rectum  are  rela- 
tively slow  growing  and  tend  to  remain  localized 
for  a considerable  length  of  time. 

The  decision  as  to  whether  a cancer  of  the 
large  bowel  is  operable  varies  with  the  surgeon. 
Operability  is  variously  estimated  at  from  20  to 
80  per  cent  of  the  total  number  of  cases  pre- 
sented to  the  surgeon,  according  to  the  extent  of 
the  operation  and  his  criterion  as  to  what  con- 
stitutes operability.  Naturally,  the  lower  the  per- 
centage of  operability,  the  greater  the  percentage 
of  cures  and  vice  versa.  If  the  surgeon  considers 
only  30  per  cent  of  his  cases  to  be  operable,  it  is 
reasonable  to  suppose  that  his  percentage  of  cures 
will  be  greater  than  that  of  the  surgeon  who  op- 


erates upon  60  per  cent  of  his  patients.  In  the 
desire  to  secure  a high  percentage  of  cures,  the 
surgeon  sometimes  loses  sight  of  his  duty  to  the 
patient,  that  is,  to  make  him  comfortable  for  a 
time  if  possible.  It  is  also  well  known  that  in 
general  the  higher  the  percentage  of  operability, 
the  higher  the  mortality  from  operation,  because 
the  surgeon  takes  greater  risks  in  the  hope  of 
accomplishing  a cure.  It  would  seem  that  he  is 
justified  in  doing  this.  Of  the  185  cases  in  our 
series,  we  considered  60  per  cent  to  be  operable, 
but  in  15  per  cent,  or  28  of  these  cases,  the  pa- 
tients refused  operative  treatment,  some  of  them 
returning  later  in  a hopeless  condition. 

TREATMENT 

The  ideal  operation  for  removal  of  cancer  of 
the  rectum  and  of  the  rectosigmoid  has  not  been 
devised,  because  a radical  extirpation  can  not  be 
accomplished  satisfactorily  with  the  preservation 
of  the  sphincteric  apparatus.  Furthermore,  prob- 
lems associated  with  cancer  of  the  rectosigmoid 
are  not  always  comparable  to  those  which  present 
themselves  in  cases  of  carcinoma  of  the  rectum, 
and  operative  procedures  aimed  at  the  removal 
of  one  may  not  always  be  applicable  to  the  other. 

It  is  not  within  the  scope  of  this  paper  to  relate 
in  detail  the  technical  procedure  of  these  resec- 
tions, so  I shall  mention  only  briefly  those  of 
the  colon,  reserving  some  time  for  the  rectal  re- 
section which  constitutes  the  larger  number  of 
cases.  Cancers  of  the  cecum,  of  the  ascending 
colon  or  of  the  hepatic  flexure  are  attacked  by 
an  anastomosis  which  is  made  between  the  lower 
ileum  and  transverse  colon.  If  the  patient  is  in 
good  condition,  the  anastomosis  and  the  resection 
are  done  at  the  same  time.  If  he  is  in  poor  con- 
dition, the  resection  is  done  ten  to  fourteen  days 
after  the  anastomosis.  If  the  lesion  is  in  the 
transverse  colon,  in  the  splenic  flexure  or  in  the 
descending  colon,  we  prefer  to  do  a cecostomy 
first  to  irrigate  the  bowel  and  in  ten  to  fourteen 
days  to  resect  the  growth  and  to  make  an  end- 
to-end  anastomosis.  Growths  in  the  sigmoid  may 
be  cared  for  by  an  operation  of  the  Mickulicz 
type  or  by  the  better  modification  by  Rankin, 
the  obstruction  resection.  I have  preferred  to 
do  the  end-to-end  anastomosis  with  preliminary 
cecostomy  or  with  cecostomy  as  a safety  valve  at 
the  time  of  resection.  Needless  to  say,  it  is  neces- 
sary to  remove  just  as  much  of  the  mesentery  and 
gland  bearing  area  as  is  compatible  with  the 
preservation  of  the  blood  supply. 
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I should  like  to  go  into  slightly  more  detail 
with  regard  to  the  operation  for  cancer  of  the 
rectum  and  rectosigmoid.  Obviously  a profound 
knowledge  of  the  lymphatics  is  necessary  to  the 
performance  of  a well  planned  operation  for 
cancer  in  this  region  and  the  most  lucid  and 
practical  description  of  the  lymphatic  system  in 
this  region  has  been  given  us  by  ]\Iiles  of  London. 

After  the  diagnosis  has  been  made,  the  jratient 
is  hospitalized  and  preoperative  therapy  is  begun. 
This  is  essential  to  the  success  of  the  operation. 

Practically  all  of  these  patients  have  obstruc- 
tion of  greater  or  less  degree  and  it  takes  many 
days  to  empty  the  bowels.  This  is  accomplished 
by  giving  the  patient  daily  1 ounce  (30  gm.)  of 
magnesium  sulphate  in  6 ounces  (175  cc.)  of 
rVater,  a tablespoon  of  the  mixture  every  half 
hour.  This  method  prevents  a drastic  cathartic 
effect.  In  addition,  cleansing  enemas  are  given 
daily.  The  foregoing  procedure  is  repeated  for 
several  days  and  it  is  amazing  to  see  the  change 
in  the  contour  of  the  abdomen.  Bacillus  acido- 
philus, which  helps  to  change  the  flora  of  the 
large  intestine,  is  of  benefit.  All  laxatives  are 
discontinued  on  the  day  previous  to  operation. 

The  patient  is  put  on  a nonresidue  diet,  con- 
sisting chiefly  of  large  amounts  of  orange  juice 
and  sugar  in  the  form  of  hard  candy  and,  since 
it  is  believed  that  some  of  the  unexplained  deaths 
are  due  to  liver  failure,  intravenous  injections  of 
glucose  are  given  daily  to  build  up  the  glycogen 
content  of  the  liver.  Many  patients,  on  account 
of  intestinal  disturbance,  have  had  a poor  ap- 
petite for  weeks,  and  they  must  be  built  up.  Dur- 
ing their  stay  in  the  hospital,  chemical  examina- 
tions of  the  blood  are  made  and  the  kidney  func- 
tion is  thoroughly  investigated.  Digitalis  is  giv- 
en frequently.  A blood  transfusion  is  given 
either  before  or  after  operation,  according  to  the 
condition  of  the  patient.  Preoperative  therapy 
should  occupy  from  seven  to  ten  days. 

Spinal  anesthesia  is  the  preferable  method.  By 
any  other  method  the  operation  would  be  much 
more  difificult,  and  in  some  cases,  especially  in 
obese  patients,  it  would  be  impossible.  Absolute 
relaxation  is  imperative  and  this  is  secured  by 
spinal  anesthesia.  We  use  spinocaine  and  have 
changed  the  technic  from  that  originally  outlined 
by  Pitkin,  and  since  then  we  have  not  had  a single 
failure.  After  the  introduction  of  the  anesthetic 
the  patient  is  placed  on  his  abdomen  instead  of 
on  his  back,  because  the  solution,  being  lighter 


than  the  spinal  fluid,  by  this  maneuver  is  more 
likely  to  come  in  contact  with  the  sensory  roots 
which  are  the  posterior  roots.  When  the  an- 
esthesia has  reached  the  costal  border,  the  pa- 
tient is  again  turned  on  his  back  and  placed  in 
the  Trendelenburg  position  at  an  angle  of  10  de- 
grees. 

An  adequate  midline  or  rectus  incision  is  made 
and  the  liver  and  abdomen  are  explored  for 
metastasis.  If  the  case  is  pronounced  operable, 
the  intestines  are  packed  off  with  gauze.  If  the 
sigmoid  is  adherent,  it  is  mobilized  by  dividing 
the  peritoneal  attachment  on  the  lateral  side.  The 
inferior  mesenteric  artery  is  then  located  about  1 
inch  (2.5  cm.)  below  the  bifurcation  of  the  aorta 
and  is  ligated  below  the  first  sigmoid  branch.  The 
peritoneum  is  then  divided  on  each  side  of  the 
sigmoid  down  to  the  promontory  of  the  sacrum, 
thus  bringing  into  view  the  cellular  space  between 
the  anterior  surface  of  the  sacrum  and  the  pelvic 
mesocolon.  The  hand  is  placed  within  this  space 
and  the  fat  is  separated  as  far  as  the  sacrococcy- 
geal articulation.  Traction  of  the  bowel  will  then 
render  prominent  the  peritoneum  of  the  pelvic 
floor,  which  is  cut  forward  on  each  side  as  far  as 
the  base  of  the  bladder  in  the  male,  or  as  far  as 
the  upper  end  of  the  vagina  in  the  female. 

In  the  male,  the  anterior  wall  of  the  rectum  is 
separated  from  the  base  of  the  bladder  down  to 
the  upper  level  of  the  prostate,  care  being  taken 
not  to  injure  the  seminal  vesicle  or  the  vas  de- 
ferens. In  the  female,  the  anterior  wall  of  the 
rectum  is  separated  from  the  posterior  wall  of 
the  vagina  as  far  down  as  possible.  After  this 
procedure  the  lateral  attachments  of  the  rectum 
are  divided  as  close  to  the  pelvic  wall  as  possible. 
The  next  step  consists  of  crushing  the  bowel 
in  a favorable  place  for  a colostomy  without  too 
long  a loop,  and  dividing  it  with  a cautery.  In 
our  early  cases  we  invaginated  the  ends  of  the 
bowel,  but  now  we  use  the  iVIiles  procedure,  and 
after  tying  the  bowel  we  cover  it  over  with  a 
square  piece  of  rubber  dam.  This  saves  time  and 
avoids  danger  of  contamination.  The  distal  end 
of  the  bowel  is  then  pushed  down  into  the  pelvis 
and  the  peritoneum  is  closed  over  it,  care  being 
taken  not  to  cause  kinking  of  the  terminal  ileum. 
If  there  is  not  a sufficient  amount  of  available 
peritoneum,  a flap  may  be  dissected  from  the 
base  of  the  bladder  in  the  male  or  from  the  broad 
ligaments  in  the  female,  or  an  omental  graft  may 
be  placed  directly  over  the  open  space.  If  neces- 
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sary,  the  fundus  of  the  uterus  can  be  stitched  to 
the  peritoneum  at  the  promontory  of  the  sacrum. 

A left  McBurney  incision  is  made  and  the 
proximal  end  of  the  colon  is  brought  out  through 
the  incision.  The  abdominal  incision  is  then 
closed  and  the  patient  is  placed  on  his  abdomen 
with  the  hips  slightly  elevated.  The  perineal 
part  of  the  operation  is  begun  by  putting  a purse 
string  suture  around  the  anus.  A midline  in- 
cision is  then  made  from  the  sacrum  to  the  per- 
ineum, a considerable  portion  of  the  perianal 
skin  is  removed,  and  the  flaps  are  then  dissected 
back  to  the  edge  of  the  gluteus  muscle. 

After  the  removal  of  the  coccyx  at  the  sacro- 
coccygeal articulation,  entrance  is  made  into  the 
large  cavity  which  contains  the  distal  portion  of 
the  bowel,  traction  on  which  brings  into  view  the 
levator  ani  muscles  which  are  divided  as  far  later- 
ally as  possible  in  order  to  remove  the  glands 
which  are  adjacent  to  them.  The  rectum  is  then 
dissected  from  the  tissues  from  above  downward, 
the  ischiorectal  spaces  being  cleaned  out  thor- 
oughly. 

There  now  remains  a large  cavity  surrounded 
only  by  the  bony  walls  of  the  pelvis.  It  is  obvious 
that  this  cavity  can  not  be  closed  and  must  heal  in 
by  granulation.  A large  square  of  rubber  dam  is 
laid  in  the  cavity  and  gauze  is  packed  inside  to 
support  the  pelvic  floor  and  prevent  oozing;  if 
gauze  alone  is  used,  it  becomes  adherent  to  the 
pelvic  floor  and  is  difficult  to  remove.  The  pack- 
ing is  removed  on  the  second  or  third  day,  ac- 
cording to  the  condition  of  the  patient,  and  ir- 
rigation with  boric  acid  solution  is  begun.  The 
colostomy  is  opened  on  the  first  or  second  day 
after  operation,  depending  on  the  degree  of  dis- 
comfort experienced  by  the  patient.  If  there  are 
no  postoperative  complications,  the  patient  is  en- 
couraged to  get  on  his  feet  as  soon  as  possible  in 
order  to  allow  the  new  pelvic  floor  to  stretch  and 
fill  up  the  cavity. 

end-results  of  operation 

Thirteen  patients  were  subjected  to  the  ab- 
dominoperineal operation  more  than  five  years 
ago.  Of  these,  one  died  soon  after  operation.  Of 
the  twelve  patients  who  survived  operation,  seven 
are  well.  Sixteen  patients  survived  such  opera- 
tions performed  three  to  five  years  ago,  of  whom 
nine  are  still  living  and  well.  Of  the  group  of 
thirty-nine  patients  operated  upon  less  than  three 
years  ago,  twenty-nine  are  known  to  be  well.  It 
has  been  my  experience  in  dealing  with  these  pa- 


tients, that  if  they  are  able  to  survive  and  remain 
well  for  three  years,  there  is  a strong  chance  that 
they  will  live  for  five  years  without  recurrence  of 
the  malignancy. 

radiotherapy  in  cancer  of  the  rectum 

Howard  Kelly  has  reported  his  experience  with 
radium  in  the  treatment  of  133  patients.  Seven  of 
these,  he  says,  lived  over  three  years,  one  lived 
over  five  years  and  27  per  cent  of  the  patients 
received  no  benefit  from  the  treatment. 

Hayden  and  Sheddon,  in  reporting  303  cases 
seen  at  the  Collis  P.  Huntington  Memorial 
Hospital  between  1912  and  1928,  showed  that 
operation  was  definitely  superior  to  irradiation 
in  the  treatment  of  carcinoma  of  the  rectum.  Of 
this  group,  radical  operation  was  done  in  si.xty- 
three  cases.  Of  these,  fifteen  patients,  or  ai> 
proximately  25  per  cent,  had  survived  the  five 
year  period.  Of  seventy-six  patients  treated  with 
radium  alone,  in  twenty-nine  the  lesions  were 
said  to  be  early,  and  yet  only  five  patients  06 
per  cent)  lived  more  than  five  years  and  later 
review  of  the  sections  from  these  patients  showed 
that  the  diagnosis  of  malignancy  in  some  was 
doubtful.  It  is  quite  safe  to  assume  that  of  this 
group  of  cases  with  early  malignant  growths  the 
number  of  cures  probably  would  have  been  much 
greater,  if  operation  had  been  performed. 

Of  the  entire  series,  77  per  cent  of  the  growths 
were  classed  as  being  of  grades  1 or  2 which  are 
generally  regarded  as  low  degrees  of  malignancy. 
It  is  also  agreed  that  the  lower  the  grade  of 
malignancy  the  less  radiosensitive  is  the  tumor. 
So  these  authors  point  out  it  is  not  surprising 
that  these  carcinomata  of  the  rectum  responded 
only  feebly  to  radium.  In  my  own  experience 
with  seventy-five  patients  treated  with  radium, 
only  two  survived  the  five-year  period.  Many, 
of  course,  were  relieved  for  varying  periods  of 
time.  One  great  disadvantage  of  this  mode  of 
therapy  is  the  technical  difficulty  in  getting 
radium  to  the  entire  growth.  Also  the  presence 
of  continuous  infection  makes  the  process  quite 
painful  and  definitely  retards  regression  of  the 
tumor. 

SUMMARY 

As  is  true  in  all  forms  of  malignant  disease, 
earlier  diagnosis  and  operation  are  the  chief 
requisites  for  improvement  in  the  end-results  of 
surgical  treatment  for  malignant  lesions  of  the 
rectum  and  colon. 

Any  change  in  bowel  habits  necessitates  a thor- 
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ough  clinical  examination  and  the  physician  must 
use  every  means  at  his  disposal,  including  inter- 
pretation of  the  patient’s  history,  the  findings  of 
the  physical  examination  and  of  thorough  proc- 
toscopic and  roentgenographic  studies  and  of  the 
biopsy,  to  ascertain  the  true  nature  of  the  pa- 
tient’s complaint. 

The  physician  must  strive  to  recognize  malig- 
nant disease  at  the  earliest  possible  stage,  and  to 
eradicate  all  lesions,  especially  intestinal  polyps, 
that  are  known  to  be  potentially  cancerous. 

The  surgical  technic  of  operations  on  the  rec- 
tum and  colon  varies  with  different  surgeons, 
and  also  must  be  altered  in  individaul  cases. 

Preoperative  preparation  of  patients  with  car- 
cinomata of  the  colon,  sigmoid  and  rectum  is  a 
matter  of  prime  importance. 

In  my  experience,  the  one-stage  abdomino- 
perineal operation  has  been  most  satisfactory  and 
the  end-results  show  54  per  cent  alive  and  well 
more  than  five  years  after  operation,  56  per  cent 
well  three  to  five  years  after  operation,  and  the 
survival  of  68  per  cent  of  those  operated  upon 
one  to  three  years  ago. 

CANCER  OF  THE  RECTUM 
ABDOMINOPERINEAL  OPER.\TION — ONE  STAGE 

To  January  1929 


Cases  Deaths  Per  cent 

73  9 12.5 

Cases  Well  Per  cent 

Over  5 years  13  7 54 

3-5  years  16  9 56 

1-3  years  44  29  68 


Hyperinsulinism  : Its  Surgical  Treatment.  E. 
Starr  Judd,  Rochester,  Minn.;  Frank  N.  Allan,  Boston, 
and  Edward  H.  Rynearson,  Rochester,  Minn,  (Journal 
A.  M.  A.,  July  8,  1933),  state  that  the  results  of  at- 
tempts to  treat  hyperinsulinism  surgically  depend  on  the 
condition  found  at  operation.  If  carcinoma  of  the  is- 
lands of  Langerhans  and  multiple  metastatic  nodules 
are  present,  nothing  can  be  done,  but  if  a localized  tumor 
of  islet  tissue  is  found  and  removed,  the  patient  will  re- 
cover completely.  When  there  is  no  gross  change  in 
the  pancreas,  resection  of  a part  of  the  gland  may  give 
partial  or  temporary  relief,  but  the  prognosis  is  uncer- 
tain The  authors’  results  thus  far  have  not  been  en- 
couraging, probably  because  not  enough  gland  has  been 
removed  to  influence  adequate  production  of  insulin. 
Their  procedure  is  as  follows : The  abdomen  is  opened 
by  a long  rectus  incision,  the  usual  procedure.  The  ex- 
posure of  the  pancreas  is  made  through  the  gastrohe- 
patic  omentum.  In  resecting  the  pancreas,  the  body  is 
grasped  with  a pair  of  De  Martel  intestinal  clamps  and 
lifted  away  from  its  bed;  the  surrounding  tissues  arc 
separated  and  pushed  back,  and  the  bleeding  is  con- 
trolled. Removal  of  a tumor  has  usually  been  accom- 
plished by  dissecting  it  from  the  surrounding  tissue.  The 
cut  surface  may  be  closed  by  suture.  In  some  of  their 
cases  the  authors  left  clamps  on  the  remnant  of  pan- 
creas in  preference,  since  they  might  serve  as  a drain 
also.  


AGRANULOCYTIC  ANGINA 

A PITFALL  IN  ITS  RECOGNITION  AND  COMMENTS 
ON  RECENT  ADVANCES  IN  ITS  TREATMENT* 

Ernest  S.  du  Bray,  M.D. 

Assistant  Clinical  Professor  of  Medicine 
University  of  California  Medical  School, 

SAN  FRANCISCO,  CALIF. 

The  following  history  deals  with  two  main 
episodes.  The  story  of  the  acute  final  illness  will 
be  presented  first,  and  the  results  of  a study 
made  about  ten  months  previously  will  be  out- 
lined afterwards. 

CASE  HISTORY 

Mrs.  J.  J.  S.,  housewife,  age  54,  was  seen  at  the  re- 
quest of  her  daughter  at  her  home  on  the  morning  of 
Nov.  28,  1932.  The  history  of  her  present  illness  as 
obtained  from  her  daughter  was  as  follows.  The  pa- 
tient had  shown  her  first  symptoms  of  illness  on  the 
Thursday  previous.  The  onset  of  her  trouble  was 
marked  by  sore  throat,  general  malaise  and  fever.  She 
took  to  bed  and  remained  there  to  the  present  time. 
On  Saturday  morning  she  was  very  restless  and  her 
temperature  was  found  to  be  104  degrees  F.  No  other 
new  symptoms  had  appeared  and  her  family  were  not 
alarmed  over  her  condition.  On  Sunday  she  appeared 
a little  improved.  During  the  night,  however,  she  be- 
came delirious  and  was  obviously  seriously  ill.  The 
daughter  called  me  the  first  thing  on  Monday  morning. 

General  examination  made  at  about  11  :00  a.m. 
showed  a patient  who  was  stuporous,  febrile,  and 
breathing  rapidly  with  an  audible  stridor.  The  tem- 
perature was  102  degrees  F.,  respiration  40,  pulse  110. 
The  mucous  membrane  of  the  mouth  was  bright  red 
and  the  tongue  thickly  coated  and  dry.  The  most  strik- 
ing feature  of  the  oral  examination  was  the  condition 
of  the  nasopharynx.  This  was  greatly  inflamed  and 
swollen,  and  partially  covered  with  a thick  yellow  mem- 
brane. The  breath  was  fetid,  and  breathing  was  appar- 
ently embarrassed  by  the  swelling  and  edema  of  the 
throat.  There  were  some  changes  in  the  breath  sounds 
in  the  right  upper  lobe  posteriorly.  Examination  of 
the  heart  showed  nothing  remarkable. 

It  required  no  time  to  deeide  that  the  patient  was 
desperately  ill  and  I obtained  immediate  permission  to 
send  her  to  St.  Luke’s  Hospital.  My  first  impression  of 
her  was  that  she  had  pneumonia  involving  the  right 
upper  lobe,  with  a most  marked  stomatitis,  secondary 
to  her  pneumonic  infection. 

At  about  1 :30  p.m.  one  of  the  medical  resident  staff 
called  me  on  the  phone  and  told  me  that  smears  were 
positive  for  Klebs-Loef fler  bacillus.  Although  I had 
considered  the  possibility  of  diphtheria,  I had  dismissed 
it  beeause  of  the  type  of  oropharyngeal  inflammation 
and  also  the  eharacter  of  the  membrane  which  was 
present.  The  diphtheritic  membrane  usually  appears 
grey  and  dirtj',  comes  away  from  the  posterior  walls 
with  difficulty,  and  leaves  behind  bleeding  areas.  Fur- 
ther, the  oral  redness  and  swelling  of  the  mucous  mem- 
branes is  not  the  picture  of  diphtheria.  The  lesions  in 
the  mouth  and  pharynx  were  more  necrotic  and  wide- 
spread than  would  be  expected  in  diphtheria.  How- 
ever, in  the  face  of  the  positive  laboratory  report  for 
the  presence  of  diphtheria.  I did  not  feel  justified  in 

•Read  ^before  a Meeting  of  St.  Luke’s  Hospital 
Clinical  Society,  San  Francisco,  Feb.  16,  1933. 
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withholding  antitoxin.  I ordered  1000  cc.  of  salt  solu- 
tion subcutaneously  for  the  dehydration,  and  at  the 
same  time  requested  that  10,000  units  of  antitoxin  be 
given  both  subcutaneously  and  intramuscularly. 

At  5 :20  p.m.  I visited  the  hospital  and  found  the 
patient  about  as  she  had  appeared  in  the  morning. 
There  was,  however,  some  increased  elevation  of  pulse 
rate,  and  respiration  was  rapid  and  difficult.  She  had 
shown  quite  a severe  reaction  following  the  antitoxin, 
manifested  by  chills  and  profuse  perspiration. 

I went  to  the  laboratory  with  the  resident  and  we 
examined  the  throat  smears.  There  was  no  doubt 
about  there  being  a great  number  of  diphtheroid  or- 
ganisms present,  which  showed  clearly  the  bipolar  club- 
bing. I then  inquired  about  the  blood  count  which  had 
been  made  soon  after  her  admission.  The  following 
report  was  given:  r.b.c.  4,270,000;  w.b.c.  950;  Hgb  68 
per  cent.  Diff.  count;  lym.  97  per  cent;  end.  3 per  cent; 
pmn.  0 per  cent. 

This  extreme  leucopenia  and  granulopenia 
threw  an  entirely  new  light  on  the  situation,  and 
obviously,  along  with  the  general  clinical  picture, 
made  one  consider  seriously  the  possibility  of  an 
agranulocytic  angina.  After  careful  consideration 
of  the  entire  situation,  I resolved  to  await  the 
result  of  the  throat  cultures  before  proceeding 
to  administer  nucleotides.  Her  condition  was 
precarious,  and  I felt  that  any  added  reaction  to 
therapy  might  precipitate  a prompt  exitus. 

On  the  following  morning  it  was  quite  apparent  that 
the  patient  had  lost  ground  during  the  past  twelve 
hours.  She  was  now  becoming  cyanotic  and  her  res- 
pirations were  labored  and  stertorous.  The  pulse  was 
very  rapid,  irregular  and  weak.  Examination  of  the 
chest  showed  signs  of  consolidation  over  the  right 
middle  and  lower  lobes.  The  mouth  and  pharynx  ap- 
peared about  as  when  first  seen,  and  there  was  no  evi- 
dence of  resolution  of  the  membrane  on  the  tonsillar 
pillars.  She  was  unable  now  to  respond  to  any  com- 
mands. 

In  the  meantime  the  laboratory  reported  no  growth 
from  the  throat  cultures  and  a second  blood  count 
gave  the  following  findings:  w.b.c  1800;  pmn.  80  per 
cent ; lym.  20  per  cent.  It  was  decided  to  make  a last 
attempt  to  save  her  by  nucleotide  therapy,  but  before 
this  could  be  obtained  she  died  at  noon. 

Before  proceeding  to  give  the  results  of  the 
autopsy,  which  the  family  kindly  permitted,  I 
wish  to  give  a brief  resume  of  my  examination 
of  this  patient  which  I had  made  a }’ear  before 
the  above  described  final  illness. 

I saw  this  patient  at  her  home  for  the  first  time  on 
Nov.  12,  1931.  She  was  complaining  of  headache,  fever 
and  general  malaise,  with  joint  pains.  I attributed  her 
symptoms  to  a mild  head  and  throat  infection,  and 
treated  her  accordingly.  The  patient  remained  febrile 
however  for  aver  a month,  and  on  Doc.  15  she  called  my 
attention  to  some  enlarged  glands  on  both  sides  of  her 
neck  near  the  angle  of  the  jaw.  On  Dec.  17  a complete 
blood  count  gave  the  following  figures:  r.b.c.  5,080.000; 
w.b.c.  15,160;  Hgb.  97  per  cent.  Diff.  count:  pmn.  71; 
s.m.  23;  1.1.  5;  trans.  1. 


A striking  feature  of  this  illness  was  the  persistence 
of  the  cervical  glandular  enlargement  which  was  still 
present  when  the  patient  came  to  my  office  over  a 
month  later.  By  this  time  she  was  afebrile,  but  she 
continued  to  feel  much  below  par  and  tired  readily 
with  the  least  amount  of  exertion.  On  Jan.  26,  1932,  I 
put  her  through  a complete  general  examination.  The 
results  of  this  examination  showed  that  she  was  con- 
siderably overweight,  had  chronic  constipation,  prob- 
ably chronic  gallbladder  disease,  some  evidence  of 
chronic  arthritis,  low  blood  pressure,  and  the  following 
blood  picture:  r.b.c.  4,500,000;  w.b.c.  4,400;  Hgb.  88 
per  cent.  Diff.  count:  pmn.  33;  lym.  63;  l.m.  4. 

The  patient  was  put  on  a medical  regime  and  told  to 
report  in  a week.  Because  of  the  unexplained  leuco- 
penia and  granulopenia,  the  white  cell  count  and  dif- 
ferential were  repeated  on  Feb.  2,  1932,  with  the  fol- 
lowing results:  w.b.c.  5450;  diff.  count:  pmn.  49;  lym. 
41;  l.m.  8;  trans.  2.  The  patient  was  then  seen  at  in- 
tervals until  May  23,  at  which  time  she  had  improved. 
Her  weight  had  fallen  from  189  to  160  lbs.,  her  bowels 
were  more  normal,  her  strength  was  greatly  improved, 
and  in  fact  I told  her  at  that  time,  that  she  need  return 
no  more  for  several  months.  I did  not  see  her  again 
until  the  acute  illness,  which  is  above  described  at  the 
beginning  of  this  record. 

AUTOPSY 

(Nov.  29,  1932,  one  hour  after  death) 

Body  of  a well  nourished  woman  of  about  50  years 
apparent  age,  greying  hair,  somewhat  sallow  skin. 
No  scars  or  deformities.  No  edema  of  legs.  Rigor 
is  marked. 

Section.  Thick  panniculus.  Normal  peritoneum. 
Gastrointestinal  tract  normal,  nearly  empty.  One  very 
large  gallstone  fills  the  gallbladder,  which  is  quite  ad- 
herent to  the  hepatic  flexure  of  the  colon.  Liver 
smooth,  normal  in  size  and  cut  section.  Spleen  small, 
normal.  Kidneys  normal  in  size  and  cut  surface  is  nor- 
mal except  for  slight  paleness  and  cloudy  swelling. 
Uterus,  tubes  and  ovaries  normal.  Lungs  pale,  soft, 
free  throughout.  Heart  is  of  normal  size,  firm  tone,  all 
valves  of  normal  size  with  thin  cusps. 

Neck  organs  removed  en  bloc.  At  the  left  of  the 
base  of  the  tongue  is  an  irregular  yellowish  patch,  with 
necrotic  surface,  edematous  base  and  hemorrhagic  edge. 
Underlying  tissues  are  edematous  and  translucent,  this 
edema  extending  down  over  the  left  side  of  the  epiglot- 
tis, left  larynx  and  left  vocal  cord  with  laryngeal  mu- 
cosa on  left  side  thick  and  wrinkled.  Smears  from 
under  membrane  show  many  streptococci,  hemolytic  on 
culture.  Smears  and  eultures  negative  for  B.  diph- 
theriae.  Bone  marrow  of  ribs  and  sternum  is  abun- 
dant and  red  grossly.  Smears  show  almost  entirely  im- 
mature forms  (myeloblastic) . 

Summary : Streptococcus  sore  throat,  granulocyto- 

penia, cholelithiasis. 

Microscopic : Liver:  Marked  fatty  degeneration  and 

infiltration  only.  Kidney:  Cloudy  swelling  and  con- 
gestion. No  chronic  changes.  Heart  muscle:  Normal 
microscopic  appearance.  Throat  lesion  : Sections  show 
thick  membrane  of  fibrin  necrotic  epithelium  and  bac- 
teria. Beneath,  the  muscle  and  fibrous  tissue  is  ex- 
tensively invaded  by  abscess-like  infiltration  with  mye- 
loid cells  with  various  shaped  nuclei,  some  being 
notched,  some  spherical  and  only  a few  lobed. 

W.  P.  Stowe,  M.  D. 

Pathologist,  St.  Luke’s  Hospital. 
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STUDY  OF  BONK  MARROW  SMEARS 

Made  by  Dr.  H.  A.  Wyckoff,  Stanford  University 
Hospital 

Smears  of  marrow  from  the  rib  obtained  at  autopsy, 
Nov.  29,  1932,  show  about  the  same  number  and  distri- 
bution of  myelocytes  in  the  various  stages  of  maturity 
as  in  normal  marrow.  Polymorphonuclears  are  scarce. 
It  appears  that  maturation  of  myeloid  leucocytes  is  de- 
layed. Erythroblastic  cells  are  much  fewer  than  in  nor- 
mal marrow.  Red  blood  cells  are  fairly  numerous  and 
it  is  difficult  to  say  whether  they  are  materially  re- 
duced in  numbers.  Lymphocytes  are  present  in  num- 
bers in  excess  of  the  number  usually  found  in  the  mar- 
row, except  in  processes  involving  lymphoid  tissue  in  a 
general  hyperplasia.  Fat  cells,  are  numerous.  ^ Endo- 
thelial cells  are  numerous  and  some  contain  ingested 
blood  pigments. 

HISTORICAL  considerations 

In  1922  Schultz^  reported  six  cases  of  leuco- 
penia  and  granulopenia  associated  with  necrotic 
pharyngitis,  all  in  middle-aged  women  who 
passed  rapidly  to  fatal  termination.  Since  that 
time  a voluminous  literature  has  appeared  in 
which  similar  cases  are  described,  as  well  as 
others  which  vary  considerably  in  certain  im- 
portant respects  from  Schultz’  original  descrip- 
tion. One  point  of  great  significance  which  he 
emphasized  was  the  absence  in  any  change  in  the 
red  blood  cells,  there  being  no  anemia  present. 

It  is  interesting  to  note  that  Pepper^  has  re- 
cently pointed  out  that,  although  our  modern 
recognition  of  the  syndrome  of  agranulocytic 
anginia  dates  to  Schultz’  paper  of  1922,  the  dis- 
ease existed  for  years  previous  to  this.  Morell 
Mackenzie  in  his  “^Manual  of  the  Throat  and 
Xose,”  (1880),  under  the  heading,  “Putrid  Sore 
Throat,”  defines  a condition  as  follows : “Primi- 
tive gangrene  of  the  pharyngeal  mucous  mem- 
brane, constituting  an  affection  per  sc,  and 
originating  independently  of  any  other  malady, 
such  as  diphtheria,  scarlet  fever,  etc.”  Mackenzie 
credits  Gubler  in  1857  and  Trousseau  in  1865, 
with  having  clearly  distinguished  the  condition 
from  diphtheria. 

Plematologic  studies  of  the  past  decade  have 
added  much  to  our  knowledge  of  the  neutropenic 
state  and  its  clinical  associations.  To  be  sure, 
ever  since  the  routine  counting  of  blood  cells, 
there  have  been  recognized  a large  group  of  con- 
ditions which  show  a tendency  to  a constant  leu- 
copenia.  Tyjihoid  fever,  influenza,  malaria,  tu- 
berculosis, overwhelming  infections  with  pneu- 

1.  Schultz,  W.:  Ueber  eigenartigre  Hulserkrankun- 
gen.  Deutsche  Med.  'Wchnschr.  48:1495,  Nov.  3,  1922. 

2.  Pepper,  O.  H.  P. : The  History  of  Agranulocytic 
Angina,  J.  A.  M.  A.,  97:1100-1101,  Oct.  10,  1931. 


mococcus  and  streptococcus,  primary  anemia  and 
lymphoblastomas  of  various  types  are  some  of 
the  chief  disease,  whereas  various  toxic  agents 
such  as  benzine,  the  arsenicals,  roentgen  rays, 
are  not  infrequently  found  accompanied  by  pro- 
found leucopenia. 

Up  to  the  past  decade  leucopenia  has  always 
been  considered  as  a definitely  secondary  mani- 
festation to  some  other  known  cause ; more  re- 
cently however,  Roberts  and  Kracke^  made  an 
important  observation  in  reviewing  the  blood 
counts  of  8000  private  clinic  patients.  They  dis- 
covered that  one  of  every  four  had  a mild  granu- 
lopenia; one  of  each  two  women  patients  be- 
tween the  ages  of  40  and  60  was  neutropenic ; 
and  complaints  of  weakness,  exhaustion  and 
fatigue  were  twice  as  frequent  in  the  granu- 
lopenic  individuals  as  in  those  showing  a normal 
white  cell  count.  Furthermore,  the  severity  of 
symptoms  paralleled  to  a remarkable  degree  the 
extent  of  granulopenia. 

Most  observers  until  recently,  including 
Schultz,  would  explain  the  blood  picture  in  the 
agranulocytic  complex  as  secondary  to  a septic 
or  toxic  process  affecting  an  aplasia  of  myeloid 
cells  in  the  marrow.  Two  observations,  however, 
which  are  now  reported  in  the  literature,  effect- 
ively eliminate  this  hypothesis,  at  least  as  a sole 
explanation  of  the  condition : ( 1 ) The  neutro- 
penia may  be  periodic  and  definitely  precede  tbe 
signs  of  infection.  (2)  Biopsy  and  postmortem 
studies  are  revealing  the  fact  that  not  in  every 
case  of  peripheral  leucopenia  is  the  bone  marrow 
aplastic  for  myeloid  elements. 

Thus,  Fitz-hugh  and  Krumbhaar'*  report  a case 
with  a profound  peripheral  leucopenia,  while  at 
the  same  time  the  leucopoietic  centers  for  granu- 
locytes were  well  supplied  with  the  parent  cells. 
These  observers  suggest  that  a “maturation  fac- 
tor” may  be  operative  which  arrests  the  develop- 
ment of  white  cells  in  their  formative  centers, 
or  produces  degenerative  changes  in  them  before 
sufficient  development  for  normal  migration  into 
the  bloodstream.  For  this  condition  they  prefer 
the  designation  “pernicious  leucopenia,”  because 
of  certain  analogies  between  this  disease  and  per- 
nicious anemia,  both  from  the  clinical  and  patho- 
genetic standpoints. 

3.  Roberts,  S.  R,  and  Kraike,  R.  R.:  Agrann loc.vl o- 
sis:  Report  of  a Case.  J.  A.  M.  A.  95:7  80-7  37.  Sept.  3 3. 
1930. 

4.  Fitz-hugh.  T.  Jr.,  and  Krumbhaar,  E.  B.:  Myeloid 
Cell  Hyperplasia  of  Bfone  Marrow  in  Agranulocytic 
Angina,  Am.  J.  M.  Sc.  183:104-110,  Jan.,  1932. 


334 


AGRANULOCYTIC  ANGINA — DU  BRAY 


Vol.  XXXII,  No.  8 


In  summary,  then,  with  our  present  knowledge, 
it  would  appear  that  we  must  recognize  two 
types  of  this  diseases:  (1)  a primary  idiopathic 
neutropenia,  as  yet  without  a known  etiologic 
cause;  (2)  a secondary  neutropenia,  in  which  the 
following  agents  may  be  operative;  (a)  chemi- 
cal poisons,  (b)  radiation,  (c)  sepsis,  (d)  blood 
diseases,  such  as  pernicious  anemia,  aleukemic 
leukemia  and  aplastic  anemia,  (e)  systemic  in- 
fections— measles,  typhoid,  influenza  and  mal- 
aria. 

PRIMARY  IDIOPATHIC  NEUTROPENIA 

Primary  idiopathic  neutropenia  may  be  either 
chronic  or  acute.  In  those  individuals  presenting 
the  more  chronic  condition,  the  symptoms  are 
vague,  and  very  few  signs  other  than  the  leuco- 
penia  itself  are  present.  The  white  cells  may 
remain  consistently  well  below  4000,  or  there 
may  be  periodic  fluctuations  between  a perfectly 
normal  count  and  a more  severe  leucopenia. 
Doan®  has  pointed  out  that  it  is  important  to 
differentiate  further  in  this  group  of  chronic 
leucopenic  patients.  In  some,  a count  regularly 
totalling  between  2500  and  5800  does  not  seem 
to  be  incompatible  with  proper  health,  and  when- 
ever any  intercurrent  infection  intervenes,  a leu- 
cocytosis  develops  promptly,  and  no  inadequacy 
in  the  response  of  the  cellular  defense  forces  of 
the  bod}-  is  apparent.  On  the  other  liand,  Doan 
calls  attention  to  a second  group  of  patients  with 
chronic  neutropenia  of  about  the  same  degree  of 
severity  as  the  foregoing,  who  are  apt  to  be 
somewhat  under  par,  have  a definite  loss  of  feel- 
ing of  well-being  and  energy,  a relative  lympho- 
cytosis and  an  absolute  neutropenia  but  no  mye- 
locytes. In  these  patients  any  demand  over  and 
above  that  represented  by  the  physiologic  needs 
of  the  healthy  body  results  in  a more  severe 
leucopenia.  Another  subgroup  of  the  chronic 
type  is  described  as  the  regularly  recurring  peri- 
odic neutropenia  associated  with  cyclic  alternation 
in  certain  aspects  of  the  physical  status.  This 
condition  presents  still  another  problem.  It  is 
fortunately  very  rare,  and  appears  not  of  bone 
marrow  origin. 

The  acute  or  malignant  (pernicious)  neutro- 
penia is  the  other  main  type  of  the  primary  idio- 
pathic neutropenia.  ’ It  is  essentially  the  syn- 
drome as  originally  described  by  Schultz,  charac- 
terized by  its  sudden  onset,  rapid  course  and  the 

5.  Doan  C A.:  Tho  Nputrononia  Stato;  lt.<5  Sig-ni- 
ficance  and  Therapeutic  Rationle.  J.  A.  i\I.  A.  99:194- 
202.  July  IS.  1932. 


destructive  necrotic  oropharyngeal  lesions.  This 
malady  confronts  the  physician  with  a dramatic 
challenge  for  immediate  recognition  and  effective 
therapy. 

THE  PRESENT  DAY  TREATMENT  OF  AGRANULOCY- 
TIC ANGINA  WITH  NUCLEIC  ACID  DERIVATIVES 
AND  THE  STORY  OF  ITS  EVOLUTION 

The  story  of  the  discovery  and  evolution  of 
the  specific  treatment  of  agranulocytic  angina 
with  the  nucleic  acid  derivatives  has  a fascina- 
tion and  interest  comparable  with  the  long  course 
of  experimentation  involved  in  the  isolation  and 
preparation  of  the  pancreatic  extract,  finally 
produced  commercially  as  insulin.  On  purely 
empiric  grounds  Vaughan®  had  suggested  nuc- 
lein therapy  in  1893  to  increase  the  germicidal 
power  of  the  blood  in  diseases  of  microbic 
origin.  Following  this  Huntley  and  Arnes'^  advo- 
cated the  use  of  nucleinic  acid  to  produce  leuco- 
cytosis.  This  was  followed  by  numerous  papers, 
principally  from  the  Continental  clinics  along 
similar  lines.  It  was  not,  however,  until  1924 
that  Jackson*  definitely  demonstrated  for  the 
first  time,  the  existence  in  normal  human  blood 
of  pentose  nucleotides.  In  1930  Reznikoff®  de- 
scribed four  cases  of  agranulocytic  angina  treated 
with  transfusions  of  blood  and  intravenous  in- 
jections of  the  purine  bases,  adenine  and  guan- 
ine. Three  of  these  patients  recovered.  It  should 
be  pointed  out  that  Reznikoff  used  purine  bases 
and  not  nucleotides.  In  1931  Jackson  and  his 
coworkers^®  reported  a case  of  acute  myeloblas- 
tic  leukemia,  who,  following  an  intravenous  in- 
jection of  pentose  nucleotides,  made  a remark- 
able temporary  recovery. 

In  1931  Jackson  and  his  coworkers^^  presented 
a study  of  the  treatment  of  malignant  neutro- 
penia with  pentose  nucleotides.  The  study  in- 
cluded twenty  cases,  thirteen  of  which  were  typi- 

6.  Vaug^han,  V.  C.,  Novy.  F.  G.  and  McClintock,  C. 
T.:  The  Germicidal  Properties  of  Nucleins.  Med.  News, 
62:.S36.  1893. 

7.  Ames.  D.  and  Huntley.  A.  A.:  The  Nature  of  the 
Leucocvtosis  Produced  by  Nucleinic  Acid;  Preliminary 
Experimental  Study.  J.  A.  M.  A.  29:472-478,  Sept.  4, 
1897. 

8.  Jack.son,  H.  Jr.:  Studies  in  Nuclein  Metabolism; 
Isolation  of  a Nucleotide  from  Human  Blood.  J.  Biol. 
Chem.  &9:529-534,  April,  1924. 

9.  Reznikoff,  P.;  Nucleotide  Therapy  in  Agranu- 
locytisis,  J.  Clin.  Investigation.  9:381-391,  Dec.  20,  1930. 

10.  .lackso".  H .Tr..  Parkei'.  F.  .Tr  . Robb  G.  P..  and 
Curt's.  H.-  Studies  of  Di.seases  of  Lymphoid  and 

'T' i c.  ma  <5  : nf  S 

Months  Remission.  Folia  Haemat.  44:30-37,  April,  1931. 

11.  .Jackson.  H.  .Ir.,  Parker,  F.  Jr.,  Rinehart,  J.  F., 
and  Taylor.  F.  H.  L, : Studies  of  Diseases  of  the  Lym- 
phoid and  Myeloid  Tissues:  Treatment  of  Malignant 
Neutropenia  with  Pentose  Nucleotides.  J.  A.  M.  A.  97: 
1436-1440.  Nov.  14.  1931. 
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cal  agranulocytic  angina.  Five  had  marked  leu- 
copenia  and  extreme  lowering  of  the  granulocytes 
in  the  presence  of  various  infections,  and  two 
had  extreme  neutropenia  and  anemia  secondary 
to  benzene  poisoning  benzol).  Seven  of  the 
typical  agranulocytic  cases  recovered.  In  all  of 
the  patients  who  recovered,  the  first  definite 
sign  of  clinical  improvement  occurred  on  the 
third  or  fourth  day  after  treatment  was  begun, 
irrespective  of  the  duration  of  the  disease  before 
treatment. 

The  first  sign  of  improvement  in  the  blood 
picture  occurred  almost  invariably  between  the 
fourth  and  seventh,  usually  on  the  fifth  day.  The 
total  and  differential  white  blood  counts  was  in- 
variably normal  ten  days  after  treatment  was 
begun.  This  was  true  also  in  the  other  classes 
of  disease  that  were  treated,  except  the  three 
cases  associated  with  benzene  poisoning.  Gen- 
eral symptomatic  improvement  and  healing  of  the 
mouth  lesions  occurred  simultaneously  with  the 
hematologic  improvement.  In  cases  of  recovery 
previously  reported  in  the  literature,  improve- 
ment almost  always  took  place  after  a much 
longer  interval,  and  the  temperature  remained 
high  for  a much  longer  period. 

In  1932  the  same  observers^^  published  another 
study  covering  sixty-nine  cases,  74  per  cent  of 
which  recovered.  They  state,  as  their  series  be- 
came larger,  it  was  apparent  that  medication  to 
be  effective  must  be  intensive  and  continuous. 
Of  the  nucleotide  K 96  (Smith,  Kline  and 
French)  10  cc.  (equivalent  to  0.70  gm.  of  the 
solid)  should  be  injected  intramuscularly  twice 
a day  until  the  white  blood  count  has  definitely 
risen ; 10  cc.  should  then  be  given  intramuscularly 
once  a day  until  the  white  blood  cell  count  has 
been  essentially  normal  on  at  least  three  consecu- 
tive days.  In  desperately  ill  patients  the  con- 
tents of  one  vial  should  be  diluted  to  100  cc. 
with  warm  sterile  saline  and  injected  slowly 
intravenously  each  morning  for  four  days.  On 
the  evening  of  the  same  days,  10  cc.  (undiluted) 
should  be  injected  intramuscularly.  At  the  end 
of  four  days  the  intravenous  injections  may  be 
discontinued  but  the  bidaily  intramuscular  injec- 
tions should  be  kept  up  until  the  white  blood 

12.  Jackson,  H.  Jr..  Parker,  F.  Jr.  and  Taylor,  F. 
H.  L. : Studies  of  the  Diseases  of  Lymphoid  and  Mye- 
loid Tissues:  Nucleotide  Therapy  of  Agranulocytic  An- 
gina, Malignant  Neutropenia  and  Allied  Conditions: 
Analysis  of  69  Cases.  Am.  J.  M.  Sc.  184:297-304,  Sept. 
1932. 


count  has  definitely  risen,  after  which  daily  single 
intramuscular  injections  are  continued  until  the 
white  blood  cell  count  has  been  at  a normal  figure 
for  at  least  three  consecutive  days. 

OTHER  methods  OE  TREATMENT 

At  this  point  a word  should  be  said  about  the 
two  other  chief  methods  of  treatment  that  have 
been  used  in  agranulocytic  angina,  namely,  blood 
transfusion  and  irradiation.  It  would  seem  that 
in  a patient  with  a fairly  normal  myelocytic  con- 
tent in  the  marrow,  the  donor’s  blood  should  sup- 
ply an  increment  of  the  active  principle  to  restore 
the  normal  mechanism  of  cell  delivery.  Its  one 
drawback  is  the  low  concentration  of  the  effec- 
tive stimulus  for  the  unit  volume  of  blood.  Not- 
withstanding this  objection,  it  is  conceivable  that 
blood  transfusion  might  be  a valuable  adjunct 
preparatory  to  the  specific  treatment  with  nucle- 
otides. At  the  present  time  there  is  a difference 
of  opinion  on  this  point. 

Irradiation  must  be  regarded  as  a two-edged 
sword.  If  used  over  the  long  bones  in  small  doses 
as  a stimulus  to  myelopoiesis,  it  may  be  effective; 
on  the  other  hand,  there  is  the  danger  that  it 
might  be  a destructive  agent,  when  a marked 
grade  of  myeloid  hypoplasia  exists  as  a basis  for 
the  neutropenia. 

The  available  statistics  covering  the  several 
methods  of  therapy  clearly  indicate  that  the  nuc- 
leotide is  our  most  effective  agent.  Sufficient 
time  has  not  elapsed  for  a final  estimate  of  its 
value,  but  there  seems  to  be  no  doubt  that  it  can 
be  relied  upon  to  produce  a remission  in  both  the 
clinical  course  and  the  blood  picture  of  the  vast 
majority  of  cases. 

SPECIAL  POINTS  OF  interest  IN  OUR  CASE 

Certain  features  of  our  case  as  presented  at 
the  beginning  of  this  paper  deserve  special  com- 
ment. In  the  first  place,  the  possibility  of  the 
presence  of  diphtheria  was  injected  into  the  pic- 
ture at  an  inopportune  moment,  when  the  patient 
was  already  desperately  ill.  The  presence  of 
numerous  diphtheroid  organisms  in  the  throat 
smear  on  entry  to  the  hospital  was  given  too 
much  importance.  By  the  following  morning, 
when  it  was  evident  that  the  cultures  were  nega- 
tive for  the  Klebs-Loef fler  bacilli,  the  patient’s 
condition  had  failed  to  such  an  extent  that  it  was 
olivious  nothing  could  be  done  to  save  her. 

The  case  also  demonstrates  an  important  point 
which  has  been  mentioned  by  some  observers,  but 
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which  is  probably  often  unrecognized  or  at  least 
under  estimated,  namely,  that  many  cases  of 
agranulocytic  angina  are  long  preceded  by  an  un- 
explained leucopenia  and  granulopenia.  Our  pa- 
tient on  two  occasions,  ten  months  before  the 
onset  of  her  final  illness,  showed  this  type  of 
blood  picture. 

Finally,  something  should  be  said  about  abrupt 
appearance  of  a high  polymorphonuclear  count 
of  80  per  cent  in  the  last  count  made,  about  three 
hours  before  death.  Among  those  who  have  had 
a wide  experience  with  this  disease,  it  is  noted 
that  sharp  changes  in  the  blood  picture  are  not 
uncommon.  The  explanation  of  this  is  unknown. 
Since  in  our  case  the  marrow  had  a normal  num- 
ber of  myelocytes,  we  can  speculate  that  some 
unknown  stimulus  to  their  delivery  to  the  blood 
stream  became  effective  at  this  time. 

490  Post  St. 

TREATMENT  OF  AGRANULOCYTIC  AN- 
GINA WITH  NUCLEOTIDE  K 96 
Francis  Brugman,  M.  D. 
and 

Edgar  J.  Lewis,  M.  D. 

SE.VTTLE,  wash. 

Mrs.  F.  C.,  40  years,  white,  married,  housewife.  Ad- 
mitted April  15,  1932. 

Chief  complaints ; severe  sore  throat,  fever,  malaise. 

Present  illness : The  patient  became  ill  April  10,  with 
a sore  throat  and  a fever  of  1020  which  mounted  to 
1040  the  next  day.  On  the  third  day  a pharyngeal  ab- 
scess was  incised  and  about  two  tablespoonfuls  of  exu- 
date liberated.  The  temperature  varied  between  104'' 


and  1050  the  first  six  days.  There  was  a narrow  strip 
of  grayish  white  membrane  bordering  the  line  of  in- 
cision on  the  sixth  day.  The  lancing  of  the  abscess 
relieved  the  pain  produced  by  swallowing.  Diphtheria 
was  suspected,  so  antitoxin  was  given  and  patient  was 
sent  to  the  Isolation  Hospital  on  the  sixth  day  of  ill- 
ness. 

Past  history;  Patient  has  menstruated  for  about 
two  weeks  with  each  of  the  last  five  menstrual  periods. 
She  had  profuse  bleeding  for  tw’o  weeks  just  before 
the  onset  of  the  present  illness.  She  has  had  measles 
and  chicken  pox,  appendectomy  fifteen  years  ago.  Two 
miscarriages,  one  fourteen  years  ago  at  four  months 
and  another  thirteen  years  ago  at  five  and  one-half 
months. 

Physical  examination : Pharynx  was  hyperemic.  .-Xn 
incision  one-half  inch  long  was  located  above  the  right 
tonsil.  There  was  a grayish  white  membrane  one- 
eighth  inch  wide  along  the  border  of  the  incision. 
There  was  considerable  sw'elling  about  the  incision. 

No  enlarged  lymph  glands  present.  Spleen  not  palp- 
able. Remainder  of  physical  examination  essentially 
normal. 

CONCLUSIONS 

1.  Eavorable  response  to  nucleotide  K.  96  on 
second  day. 

2.  Complete  recovery  in  twenty-three  days,  by 
giving  four  intravenous  and  nine  intramuscular 
injections  of  nucleotide  K.  96. 

PROGRESS 

4-15 — Patient  admitted  at  10  p.m.  Culture  of  throat 
was  made  for  diphtheria  and  was  later  returned  nega- 
tive. Membrane  about  incision  only. 

4-16 — Membrane  larger. 

4-18 — Few  small  spots  of  grayish  white  membrane  on 
the  uvula.  The  membrane  about  the  incision  is  larger. 

4-20 — Membrane  larger  and  ulceration  about  the  in- 
ci.sion  starting. 

4-24 — Ulceration  greater. 


Date 


W.B.C.  Promyelo-  Myelo-  Juvenile  Segmented  Total  Lympho-  Mono- 
cytes cytes Polys.  cytes  cytes 


Per  cent 

Per  cent 

Per  cent 

Per  cent 

Per  cent 

Per  cent 

4-26,  2 p.m. 

2.100 

8 

8 

4 

0 

20 

68 

10 

4-27,  2 p.m. 

4,500 

4 

6 

2 

0 

12 

74 

14 

10  p.m. 

18 

20 

7 

0 

45 

52 

3 

4-28,  2 p.m. 

7,800 

28 

14 

34 

0 

76 

22 

2 

10  p.m. 

48 

8 

2 

2 

16 

74 

30 

0 

4-29,  2 p.m. 

13,000 

33 

8 

17 

24 

82 

17 

1 

10  p.m. 

26 

8 

16 

30 

80 

14 

6 

4-30.  2 p.m. 

35,000 

22 

14 

20 

28 

84 

14 

2 

1 0p.m. 

20 

24 

16 

22 

82 

14 

5-1 

45,000 

6 

20 

22 

40 

88 

10 

2 

5-2 

38,200 

0 

24 

22 

44 

90 

10 

0 

5-3 

32,000 

0 

22 

20 

44 

86 

12 

2 

5-4 

21,400 

0 

12 

10 

62 

84 

14 

2 

5-5 

17,000 

0 

9 

8 

62 

79 

19 

2 

5-6 

17,400 

0 

7 

3 

63 

73 

24 

3 

5-7 

17,600 

0 

6 

3 

53 

62 

35 

3 

5-8 

15000 

0 

4 

2 

56 

62 

34 

4 

5-9 

12,800 

0 

6 

4 

. 54 

64 

33 

3 

5-10 

11,400 

0 

4 

4 

65 

73 

24 

3 

5-11 

10,000 

0 

6 

1 

59 

66 

34 

0 

5-12 

9,800 

0 

6 

2 

60 

68 

30 

2 

5-13 

8,200 

0 

4 

2 

58 

64 

33 

3 

5-14 

8600 

0 

5 

\ 

61 

67 

31 

2 

5-15 

9,000 

0 

4 

1 

59 

64 

31 

1 

5-16 

8 400 

0 

4 

0 

62 

66 

30 

1 

5-17 

9,000 

0 

6 

1 

60 

67 

33 

0 

<'hart  sliovving' 
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4-26 — Applied  silver  nitrate,  10  per  cent,  to  ulcer- 
ated area.  Membrane  curetted  a\vay  with  difficulty. 
10  p.m.,  10  cc.  of  nucleotide  K 96  in  100  cc.  of  normal 
saline  solution  given  intravenously  very  slowly.  Pulse 
did  not  increase  during  injection  but  patient  was 
dyspneic  and  “burning  up”  inside.  No  reaction  was 
produced  by  the  intravenous. 

4-27 — 10:25  a.m.  nucleotide  K 96,  10  cc.,  intramus- 
cularly. 7 :00  p.m.  nucleotide  K 96,  10  cc.,  in  100  cc. 

normal  saline  solution,  intravenously. 

4-28 — ■ 8:30  a.m.  nucleotide  K 96,  10  cc.  intramus- 
cularly. 7 :00  p.m.  nucleotide  K 96,  10  cc.,  in  100  cc. 

normal  saline  solution,  intravenously.  Membrane  in 
pharynx  is  much  looser.  A piece  of  membrane  one- 
half  inch  long  and  three-eighth  by  three-eighth  inch 
wide  was  easily  removed  from  the  under  surface  of  the 
tip  of  the  tongue.  This  left  a clean  smooth  unbleeding 
surface,  w.b.c.,  7,800. 

4-29 — 11:45  a.m.  nucleotide  K 96,  10  cc.,  intramuscu- 
larly. 6:30  p.m.  nucleotide  K 96,  intravenously.  Mem- 
brane easily  removed  from  pharynx,  ulceration  one  and 


one-half  inches  long,  three-fourth  inches  wide  and  one- 
half  inch  deep.  Applied  10  per  cent  silver  nitrate. 
Membrane  has  disappeared  from  the  uvula.  Removed 
a membrane  about  three-fourth  inch  in  diameter,  two 
and  one-half  inches  deep  which  involved  the  anal  mu- 
cous membrane,  the  skin  and  the  deeper  tissues.  This 
was  only  a part  of  the  membrane  present.  The  mem- 
brane was  very  tough  and  filirous. 

4- 30 — 10  a.m.  nucleotide  K 96,  intramuscularly.  Most 
of  the  membrane  in  the  throat  has  disappeared.  Abscess 
cavity  very  large.  Very  severe  smallpo.x  vaccination  on 
left  arm. 

5- 1 — 9:30  a.m.  nucleotide  K 96,  intramuscularly.  6:15 
p.m.  removed  a fibrous  mass  from  the  rectal  abscess 
about  one  and  one-fourth  inches  long,  three-fourth 
inches  wide.  7:15  p.m.  1(X)0  cc.  5 per  cent  glucose  in 
normal  saline  given  intravenously. 

5-2 — -Discontinued  nucleotide  K 96.  Membrane  absent 
from  pharynx,  granulation  marked.  Cavity  under 
tongue  nearly  healed.  Rectal  abscess  large  and  lieiiig 
irrigated  t.i.d.  with  boric  solution. 
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5-3 — Vaccination  on  arm  is  very  large  and  inflamed. 

5-4 — Appetite  improved  for  first  time. 

5-5 — Patient  appears  much  brighter.  Marked  healing 
in  pharynx.  Rectal  abscess  healing. 

5-10 — ^Rectal  abscess  much  smaller.  Marked  granu- 
lation in  pharynx. 

5-12 — Rectal  abscess  cavity  now  only  about  one- 
fourth  inch  wide.  No  swelling  nor  tenderness  present. 

5-13 — Patient  much  brighter. 

5-17 — There  is  a small  rectal  abscess  still  present. 
Throat  lesion  mostly  healed. 

5-18 — Patient  released. 


NEUROPSYCHIATRY  APPLIED  TO 
UROLOGY* 

Frank  J.  Ceancy,  M.  D. 
seattee,  wash. 

For  sometime  past  I have  been  torn  between 
two  impulses,  the  desire  to  write  a paper  such  as 
this,  and  the  fear  of  perhaps  making  myself 
somewhat  ridiculous  by  entering  a field  that  is 
outside  the  scope  of  orthodox  urology.  I realize 
fully  the  difficulty  of  presenting  such  a paper 
before  a group  of  medical  men.  The  criteria  of 
judgment  were  established  some  years  ago  in  the 
reception  given  to  Freud  in  this  country.  Medi- 
cine, which  has  only  recently  established  itself 
among  the  scientific  bodies,  views  with  alarm  any 
subject  which  it  connects  with  the  prescientific 
era,  when  the  healing  art  was  entwined  with  re- 
ligion, magic  and  sorcery.  Yet  as  ph}’sicians  and 
surgeons  our  knowledge  must  embrace  many 
branches  of  thought  in  order  to  comprehend  more 
fully  our  own  chosen  field. 

While  it  is  comparative!}’  easy,  from  an  ana- 
tomic point  of  view,  to  say  where  one  specialty 
begins  and  another  leaves  off,  yet  in  clinical 
practice  the  difference  is  not  so  simple,  as  the 
problems  of  the  one  are  constantly  crossing  over 
into  the  sphere  of  the  other.  There  are  two 
classes  of  people  who  constitute  our  patients; 
first,  the  group  with  a definite  organic  condition, 
the  diagnosis  of  which  can  be  substantiated  by 
the  laboratory ; and  a second  group,  which  I be- 
lieve to  be  the  larger,  who  suffer  as  acutely  as 
the  former,  but  whose  conditions  are  entirely 
founded  on  a p.s}'chic  liasis. 

The  mention  of  the  word  psychic  is  apt  to 
prejudice  the  medical  mind  as  something  undig- 
nified. To  quote  from  Wechsler’s  Clinical  Neur- 
ology, “Scientific  physicians  trained  in  labora- 
tories have  actually  felt  ashamed  to  deal  with 

•Read  before  a Meeting  of  King  County  Medical 
Society,  Seattle,  Wash.,  May  1,  1933. 


hysteria  and  all  its  varied  manifestations  from 
the  psychologic  standpoint.  Treatment  was  left 
to  ministers  of  religion,  cultists,  quacks,  charla- 
tans and  sundry  purveyors  of  mental  healing.” 
This  biased  attitude  is  maintained  even  today  to 
the  embarrassment  of  the  scientific  physician,  the 
delight  of  the  pseudohealer  and  the  detriment  of 
the  patient. 

It  is  only  of  recent  years  that  neuropsychiatry 
was  granted  a place  in  the  curricula  of  the  medi- 
cal colleges.  The  graduates  preceding  this  period 
gained  in  practice  some  unsystemized  ideas  in 
regard  to  the  neuroses,  but  in  actual  application, 
due  to  the  lack  of  understanding,  became  as  be- 
wildered as  the  patient.  As  trained  medical  men, 
we  are  taught  to  search  for  organic  disease.  It 
is  to  the  combat  with  organic  disease  that  our 
lives  are  mainly  dedicated.  If  after  a diligent 
search  in  a given  case  we  fail  to  find  an  oi’ganic 
basis  for  the  complaint,  it  is  difficult  to  maintain 
the  professional  interest.  We  lose  our  interest 
mainly  because  we  are  as  helpless  as  the  layman 
in  knowing  which  way  to  turn  in  dealing  with 
psychogenic  manifestations.  Men  who  are  most 
meticulous  in  regard  to  diagnosis  and  treatment 
of  organic  pathology  are  apparently  satisfied 
with  the  foggiest  information  in  regard  to  psy- 
chopathology. 

Perhaps  it  is  because  the  time  has  not  yet  ar- 
rived when  the  physical  and  psychic  manifesta- 
tions of  the  neuroses  can  be  explained  in  terms 
of  neurophysiology,  or  by  the  plus  and  minus 
arithmetic  of  the  clinical  laboratory.  Once  the 
medical  mind  is  made  up  that  the  symptoms  are 
the  result  of  an  hysterical  condition,  the  patient 
loses  the  physician’s  sympathy.  To  quote  from 
an  early  lecture  of  Freud:  “He  (the  physician) 
considers  them  persons  who  overstep  the  laws  of 
science,  as  the  orthodox  regards  heretics ; he  as- 
cribes to  them  all  possible  evils,  blames  them  for 
exaggeration,  intentional  deceit  and  simulation, 
and  punishes  them  by  withdrawing  his  interest.” 
However,  the  patient  seeking  relief  will  not  stop 
in  his  search,  and  unfortunately  passes  out  of 
our  hands.  It  is  mainly  to  encourage  the  under- 
standing of  patients  with  psychic  disturliances 
that  this  paper  was  attempted. 

To  differentiate  between  organic  and  p.sychic 
at  times  requires  the  most  painstaking  observa- 
tion. The  so-called  stolid  business  man  may  be, 
underneath  a bold  exterior,  a definite  neurotic. 
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How  this  condition  is  built  up  is  an  individual 
story  for  each  patient.  The  fear  complex  and 
attendant  medical  ballyhoo  were  carried  to  new 
heights  a few  years  ago.  To  quote  from  a lay 
publication  (Time)  : “It  has  become  a problem 

to  know  whether  it  was  not  better  to  let  patients 
die  peaceably  with  cancer  or  send  them  to  the 
asylum  through  fear  of  cancer.” 

The  fear  complex  is  as  old  as  man;  it  dates 
back  to  the  beginning  of  time.  To  quote  fur- 
ther from  Freud:  “Our  hysterical  patients  suf- 

fer from  reminiscences.”  The  mechanism  of 
thought  is  not  within  the  scope  of  this  paper. 
However,  every  mental  impression  is  accompan- 
ied by  vascular  and  biochemic  neuroactivity.  I 
will  not  attempt  to  clasify  the  various  neuroses, 
as  the  time  of  my  paper  does  not  permit,  but 
rather  to  put  forth  some  general  observations, 
and  finally  to  limit  myself  to  conditions  of  the 
urologic  tract,  or  rather  those  conditions  which 
are  manifested  by  symptoms  associated  with  it. 

^^'e  are  all  familiar  with  the  various  symptoms 
of  hysteria,  the  gross  areas  of  anesthesia,  the 
paralysis  and  paresis  of  the  limbs,  the  disturb- 
ances of  vision  carried  even  to  blindness.  If 
such  symptoms  can  be  produced  in  such  a great 
degree,  it  seems  logical  that  they  may  be  repro- 
duced in  a lesser  degree  where  the  neurotic  back- 
ground is  cleverly  covered  up  and  unsuspected  by 
the  physician. 

To  give  an  example:  An  individual  is,  by 
force  of  circumstances,  brought  into  close  asso- 
ciation with  some  relative  or  very  dear  friend 
who  is  dying  of  cancer.  The  experience  is  new 
and  horrible  to  the  individual.  The  scenes  and 
bodily  changes  preceding  the  death  produce  a 
vivid  impression ; some  few  impressive  symp- 
toms are  vividly  stored  away  in  the  subconscious 
mind,  to  be  revived  at  some  future  time. 

The  whole  stream  of  thought  in  relation  to 
the  death  is  brought  to  consciousness  later  by 
some  incident.  The  individual,  in  whom  the 
stream  of  thought  has  been  revived,  relives  all 
the  unpleasant  details.  A pain  in  the  abdomen 
of  this  person  now  takes  on  a definite  form,  due 
to  association  with  the  past  experience.  Each 
time  the  image  recurs  the  pain  follows,  until  one 
or  the  other  is  constantly  present.  The  indi- 
vidual assures  himself  he  must  have  cancer,  he 
is  half  afraid  to  admit  such  suspicion  even  to 
himself,  and  a mental  turmoil  follows  between 


the  desire  to  seek  the  truth  and  have  it  over  with, 
or  to  live  in  a half  world  of  fear.  From  now  on 
each  time  the  word  cancer  is  mentioned  or  read, 
certain  definite  harmful  reactions  are  experi- 
enced, lowering  the  somatic  resistance,  producing 
various  vasomoter  and  physiologic  disturbances 
through  the  body,  until  it  is  most  difficult  to  dif- 
ferentiate cause  from  effect. 

To  give  another  example : One  of  the  most 

frequent  complaints  to  harass  the  urologist  is 
the  burning  irritation  of  the  male  urethra.  Any 
one  who  has  tried  his  hand  at  diagnosing  or  re- 
lieving these  paresthesias,  I feel  sure,  has  had  his 
patience  and  ingenuity  taxed  to  the  limit.  I 
refer  to  cases  in  which,  after  a diligent  search, 
no  pathology  is  found  to  justify  the  complaint. 
The  patients  with  paresthesias  and  dysesthesias, 
accompanied  by  irritable  bladder  and  frequency, 
resist  all  forms  of  routine  treatment.  No  sooner 
is  the  patient  dismissed  than  he  is  back  again 
with  the  same  complaint.  A diligent  search  made 
with  all  the  equipment  of  urologic  armamentar- 
ium fails  to  reveal  the  cause.  Applications,  in- 
stillations or  irrigations  fail  to  give  relief.  Why 
do  they  fail?  Obviously  because  the  seat  of  the 
lesion  is  not  in  the  urethra  but  in  the  subcon- 
scious mind.  The  patient  is  suffering  from  a 
psychic  trauma,  the  result  of  a sexual  act  or  some 
act  committed  in  childhood  which  has  been  re- 
vived. The  subjective  expression  is  manifested 
by  pain,  in  a location  where  he  has  led  himself 
to  fasten  the  pain. 

Since  I have  adapted  a method  of  mental  prob- 
ing in  these  cases,  I have  met  with  a fairly  satis- 
factory number  of  cures  without  instrumentation 
except  for  examination.  If  the  physician  can 
set  the  patient  on  the  track  to  solve  his  own  prob- 
lem by  suggestion  in  small  doses,  and  he  reasons 
the  symptoms  out  himself  or  thinks  he  has,  we 
not  only  have  a cured  patient  but  one  who  is 
now  equipped  with  a sword  to  slay  the  dragon 
fear,  when  it  appears  under  another  guise. 

Conversely,  who  has  not  had  experience  with 
the  patient  who  returns  times  without  number 
to  be  reassured  that  he  really  has  been  cured  of 
a specific  urethritis.  This  patient  projects  the 
symptoms  from  the  subconscious  to  the  conscious 
mind  long  after  the  exciting  cause  has  been  re- 
moved. It  is  a most  difficult  and  trying  ta.sk  to 
assure  this  type  of  individual  that  he  has  been 
cured.  The  psychic  trauma,  resulting  from  the 
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sliock  of  acquiring  a venereal  disease,  leaves  an 
after  image  that  is  revived  upon  the  slightest 
stimulus,  bringing  in  its  train  all  the  subjective 
phenomena  that  occurred  previously.  It  is  some- 
what disturbing  to  our  dignity  if  we  later  learn 
the  patient  has  enlisted  the  services  of  a cultist, 
whom  he  now  credits  with  the  cure,  to  the  detri- 
ment again  of  scientific  medicine. 

The  urologist  is  interested  only  so  long  as  he 
has  a definite  entity  to  treat.  When  he  has 
assured  himself  by  repeated  laboratory  tests  that 
the  causative  organisms  are  extinct,  the  case  is 
closed.  The  patient  understands  only  the  stim- 
uli he  feels,  and  if  the  paresthesias  persist  he  is 
satisfied  the  disease  must  still  exist,  unrecognized 
by  his  physician.  This  explanation  may  account 
for  many  of  the  miraculous  cures  claimed  by  the 
laity  for  the  cultist. 

Impotency,  while  not  strictly  entitled  to  a place 
in  urology,  has  received  recognition  in  many  uro- 
logic  text  books.  The  authors  deal  largely  with 
the  anomalies  as  a cause.  While  it  must  be  con- 
ceded that  certain  anomalies  are  at  times  respons- 
ible, by  far  the  greatest  number  of  cases  occur 
in  young  men  in  the  prime  of  the  reproductive 
period,  in  whom  a causative  pathology  is  entirely 
absent. 

The  majority  of  patients,  victims  of  impo- 
tency, are  suffering  from  a psychic  trauma,  of 
which  one  type  results  in  a conflict  neurosis. 
Let  me  illustrate  my  point.  The  sexual  act  is 
one  of  male  aggression,  entailing  a responsibility 
and  a willingness  to  assume  the  responsibility. 
Where  there  exists  the  wish  to  fulfill  the  sexual 
desire  and  also  an  urge  to  avoid  the  responsibil- 
ity, a conflict  arises  in  which  two  motives  are 
struggling  for  supremacy  in  the  conscious  mind 
at  the  same  time,  resulting  in  indecision  and  in- 
action. If  the  male  now  tries  to  bring  his  desire 
to  fulfillment,  and  at  the  same  time  has  the  im- 
pelling force  to  run  away  from  the  situation  (be- 
cause of  fear  of  marriage,  fear  of  disease,  fear 
of  pregnancy  of  the  partner),  a sexual  failure 
results.  Once  the  two  motives  are  aroused  to 
conflict,  the  basis  for  the  neurosis  is  established. 
The  patient,  once  having  a .sexual  failure,  is  apt 
to  have  the  same  experience  on  his  next  attempt. 

It  is  both  amusing  and  embarrassing  to  see 
physicians  jabbing  at  the  verumontanum  with 
a silver  nitrate  application,  in  order  to  correct 
what  is  actually  a psychogenic  disturbance.  In 
all  cases  of  sexual  impotency  a complete  life 


summation  history  is  required,  and  the  answer 
will  be  found  in  the  history  rather  than  the  ure- 
thra. If  the  physician  attempts  to  treat  such 
cases,  he  must  have  sufficient  knowledge  of  the 
psychic  mechanism  to  carry  the  treatment  to  suc- 
cess. Incomplete  knowledge  leads  to  failure,  fur- 
ther fixing  the  neurosis,  and  sending  the  patient 
on  a long  trek,  resulting  in  physical  and  mental 
deterioration.  I wonder  how  many  diagnostic 
mistakes  are  made  in  the  effort  to  treat  an  or- 
ganic condition,  when  the  patient  only  presents 
the  symptoms  of  a condition  that  has  an  organic 
counterpart. 

Another  condition  frequently  brought  to  the 
attention  of  the  urologist  is  atrophy  of  the  testi- 
cle. An  atrophy  of  one  testis  is  a common  com- 
plication of  mumps  in  the  adult,  also  certain  sur- 
gical operations,  resulting  in  atrophy  on  the  in- 
jured side.  One  type  of  patient  may  suffer  such 
accident,  readily  adjust  himself  and  pay  no  fur- 
ther attention  to  the  matter.  Another  type  will 
have  his  whole  life  course  changed. 

As  a physiologic  fact,  the  male  who  has  suf- 
fered the  atrophy  of  one  testis  has  been  in  no 
way  impaired.  It  is  only  the  consciousness  that 
he  is  now  different  from  other  males  that  pro- 
duces the  mental  disturbance.  The  patient  rea- 
sons that  since  one-half  of  his  testes  are  de- 
stroyed, he  must  be  fifty  per  cent  below  the  nor- 
mal male,  and  consequently  an  inferior  being, 
when  as  a matter  of  fact  one-quarter  of  the  re- 
maining gland  is  sufficient  to  maintain  physio- 
logic function. 

Let  us  carry  the  mental  mechanism  of  this  case 
a step  further.  Unfortunately,  the  loss  of  a tes- 
tis is  considered  humorous  by  one’s  male  friends, 
and  the  sufferer  is  the  subject  of  rude  jests  and 
jokes.  He  further  withdraws  into  himself  and 
separates  himself  from  the  outside  world.  In 
order  to  justify  his  changed  condition  he  is 
forced  to  project  the  cause  to  some  other  organ 
of  the  body.  The  changed  mental  condition  pro- 
duce.s  a general  disturbance  of  the  body  physi- 
ologv  and  a whole  series  of  unrelated  complaints 
arc  brought  to  consciousness.  The  gastrointes- 
tinal tract  is  not  infrequently  the  site  focused 
upon ; gastroatonia.  enteroptosis  and  constipation 
are  common.  He  becomes  perpetually  busy  with 
his  bodily  functions,  first  taking  one  medicine 
and  then  another,  always  seeking  relief  and  never 
obtaining  it. 
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The  prostate  may  be  the  seat  of  a psychic  dis- 
turbance. Let  me  cite  one  case  to  illustrate  my 
point. 

A man  of  65  from  a neighboring  city  presented  him- 
self for  urologic  study,  chief  complaints  being  frequent 
and  painful  urination,  pain  in  the  region  of  the  pros- 
tate intermittent  in  character,  day  urine  every  hour, 
night  urine  four  or  five  times,  duration  past  three 
months.  He  had  been  advised  to  have  a prostatectomy 
and  the  possibility  of  malignancy  was  suggested  by  his 
personal  physician.  Obviously,  the  patient  was  in  a 
highly  agitated  state,  and  if  the  diagnosis  was  sub- 
stantiated, was  about  to  go  to  an  eastern  clinic  for 
operation.  Examination  by  rectal  palpation  revealed 
the  prostate  only  moderately  enlarged  if  at  all;  resi- 
dual urine  30  cc.,  clear;  only  few  pus  cells,  no  other 
organisms.  Cystoscopic  examination  of  bladder  neck 
failed  to  show  any  pathology. 

Naturally  one  feels  that  he  is  missing  something; 
there  must  be  some  pathologic  reason  for  the  symptoms. 
A man  of  65  does  not  come  in  complaining  of  urologic 
symptoms,  even  willing  to  submit  to  a serious  major 
operation,  unless  their  is  a real  condition.  Obviously, 
if  nothing  is  found,  what  is  one  to  treat  to  relieve  the 
symptoms  ? 

I questioned  the  patient  carefully  again  regarding  his 
symptoms,  and  casually  inquired  if  he  was  worried 
over  any  particular  thing  before  the  symptoms  came. 
This  key  opened  the  lock.  The  man,  a highly  respect- 
able and  retired  business  man,  married  and  with 
married  children,  had  had  an  extramarital  experience. 
This  had  preyed  on  his  mind  until  he  had  worked  him- 
self up  into  an  hysterical  state,  but  to  all  outward  ap- 
pearances he  covered  up  his  mental  turmoil. 

Now,  to  analyze  this  case.  We  find  a man 
who  has  led  what  would  be  termed  a “clean  life,” 
a respectable  business  man.  He  has  a high  moral 
conscience,  so  that  he  is  unable  to  adjust  his 
mental  attitude  to  his  past  act;  the  reminiscence 
keeps  pushing  itself  from  the  unconscious  to  the 
conscious  mind,  and  the  conscious  mind  tries  to 
push  it  back;  the  conscious  mind  does  not  desire 
to  dwell  on  any  unpleasant  past  experience.  A 
slight  prostatic  coincidence  at  this  mental  stage 
sets  the  stream  of  thought  for  an  assurance  that 
he  has  contracted  a venereal  disease.  At  some 
time  in  his  past  life  he  has  heard  that  a certain 
type  of  venereal  disease  causes  a burning  sensa- 
tion; his  mental  state  reproduces  a burning  sen- 
sation on  urination  which  is  constant  and  is  not 
relieved.  The  longer  the  mental  state  is  al- 
lowed to  continue  the  more  fixed  becomes  the 
idea,  and  the  more  difficult  to  relieve.  It  took 
six  weeks  to  assure  this  individual  that  no  disease 
existed.  When  this  had  been  accomplished,  the 
symptoms  left  and  a recovery  slowly  took  place. 

Following  this  line  of  reasoning,  I am  led  to 
suspect  that  many  of  the  ureteral  strictures  that 
are  so  promptly  relieved  by  the  passing  of  a 


single  catheter  are  of  a psychogenic  rather  than 
an  organic  nature. 

Une  of  the  most  common  complaints  that  send 
patients  to  the  urologist  is  pain  in  the  back.  A 
pain  anywhere  near  the  kidney  region,  and  the 
kidney  is  suspected.  To  enumerate  all  the  causes 
for  pain  in  the  back  would  make  this  paper  ency- 
clopedic in  structure.  As  a matter  of  fact,  most 
people  who  believe  they  are  suffering  from  a 
kidney  condition  because  of  pain  in  the  back 
ha\e  kidneys  that  are  i^erfectly  normal.  The 
only  time  the  kidney  causes  pain  is  when  its  cap- 
sule or  the  pelvis  is  distended  beyond  its  disten- 
sibility,  or  a small  stone  is  trying  to  pass  from  the 
lielvis  into  the  ureter.  A hypernephroma  or  kid- 
ney tumor  causes  pain  by  its  pressure  on  the  kid- 
ney or  adjacent  structures.  Otherwise,  the  kid- 
ney suffers  silently. 

Why  do  people  associate  pain  in  the  back  with 
kidney  pathology?  Primarily,  because  they  have 
been  made  kidney-conscious  through  suggestion, 
fear-appeal  advertisements,  or  through  associa- 
tion with  some  one  who  in  the  past  had  a real 
pathologic  condition.  Please  understand  that  the 
writer  is  fully  conscious  that  all  these  cases 
should  be  investigated  before  passing  an  opinion, 
but  any  one  who  has  systematically  examined  a 
large  number  of  cases  by  complete  renal  study 
must  have  been  impressed  with  the  large  per- 
centage of  negative  findings. 

I believe  that  much  of  the  present  indictment 
against  the  medical  profession  relative  to  the 
high  cost  of  medical  care  comes  from  following 
a set  routine  in  physical  examination,  with  all 
its  embellishments,  instead  of  differentiating  the 
patients  at  the  beginning,  which  would  relieve 
much  unnecessary  examination. 

CONCLUSIONS 

The  subject  of  this  paper  is  not  new.  Whether 
psychogenic  conditions  are  increasing,  due  to  the 
increasing  complexities  of  life,  the  writer  is  not 
prepared  to  offer  definite  data,  but  it  would  seem 
they  are.  That  the  present  economic  depression 
has  had  a serious  effect  on  the  nervous  systems 
of  a great  many  of  our  people  cannot  be  denied. 
It  is  somewhat  analagous  to  the  late  world  war, 
during  which  so  many  young  men  broke  down 
under  the  strain  of  military  discipline.  These 
young  men  were  apparently  normal  as  long  as 
allowed  to  traverse  their  own  little  circle,  but  any 
added  burden,  increasing  their  lives  from  simple 
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to  complex,  brought  about  various  degrees  of 
neurosis  and  psychosis. 

The  neuropsychiatric  method  in  history  taking, 
of  a summation  of  the  total  personality  and  total 
situation,  could  well  be  adapted  by  all  practi- 
tioners, in  that  it  takes  in  the  whole  picture  rather 
than  any  one  anatomic  system. 

One  must  remember  that  patients  do  not 
come  labeled  as  hysterics  or  neurotics,  any  more 
than  do  people  with  definite  organic  conditions. 
To  find  the  neurotic  element  is  more  difficult 
many  times  than  to  find  obscure  pathologic  le- 
sions. 

This  paper  makes  an  attempt  to  point  out  some 
of  the  symptoms  that  are  expressed  by  the  neu- 
roses in  the  urologic  field.  Similar  conditions 
can  be  found  in  the  various  other  fields  of  medi- 
cine. Keener  observation  for  the  fear  complex 
and  neurotic  may  help  clear  up  many  cases  that 
resist  all  methods  of  standard  treatment. 


CONGENITAL  DEFORMITIES  AND 
ANOMALIES* 

Hugh  A.  Dowd,  M.  D. 

SALEM,  ORE. 

The  study  of  embryology  makes  us  wonder 
how  anyone  becomes  correctly  formed.  Anat- 
omy proves  that  no  two  human  bodies  are  con- 
structed exactly  alike.  Physiology  teaches  us 
that  no  two  individuals  respond  the  same  to  any 
physical  or  chemical  agent.  Pathology  shows  us 
each  person  will  react  differently  to  an  organism, 
a toxin  or  an  injury.  Should  Ave  wonder,  then, 
that  congenital  deformities  are  among  the  most 
common  ills  to  which  the  flesh  is  heir? 

The  past  two  years  I have  had  the  privilege 
of  seeing  and  studying  many  of  these  anomalies. 
This  experience  has  given  me  a new  realization 
of  the  frequency  and  importance  of  these  cases. 
I shall  attempt  to  present  a bird’s  eye  view  of 
the  subject  as  a whole,  not  because  I have  any 
new  ideas  to  put  across,  nor  for  the  benefit  of 
the  specialist  but  in  the  hope  the  general  man 
may  better  recognize  and  understand  these  con- 
ditions. 

It  would  be  impossible  even  to  show  slides  of 
all  these  conditions.  I shall  briefly  present  some 
of  the  more  commonly  recognized  types  and 
merely  mention  some  of  the  others. 

•Read  before  the  Fifty-eighth  Annual  Meeting  uf 
Oregon  State  Medical  Society,  Klamath  Falls,  Ore., 
Sept.  22-24,  1932. 


Some  of  the  endocrine  deformities  are: 

Congenital  cretinism,  in  which  there  is  an 
absence  or  complete  atrophy  of  the  thyroid  gland. 
It  occurs  infrequently  and  is  characterized  by 
horizontal  pig-like  eyes,  a pale  waxy  complexion 
with  a sallow  tint,  a dull  expression,  thick  tongue, 
dry  coarse  skin  and  hair,  bloating  of  subcutan- 
eous tissues,  large  abdomen  and  square  spade- 
like hands. 

Congenital  hypothyroidism.  Here  there  is  a 
deficiency  of  thyroid  secretion.  The  condition  is 
probably  quite  common,  but  usually  not  recog- 
nized. These  are  short,  chunky,  rather  obese  in- 
dividuals inclined  to  be  slow  and  unambitious. 
The  basal  metabolic  rate  is  low. 

Gigantism  is  due  to  a hyperpituitarism  of  the 
anterior  lobe,  starting  early  in  life.  The  true 
cases  are  rather  rare.  These  are  very  tall  indi- 
viduals with  long  extremities,  early  sexual  matur- 
ity, hypertrichosis,  enlargement  of  the  sella  tur- 
cica, early  impotency  and  physical  weakness ; few 
live  to  be  middle  aged. 

Dystrophia  adiposogenital,  the  so-called  Froeh- 
lich’s  syndrome,  is  a hypopituitary  disease,  usual- 
ly caused  by  an  hypophyseal  tumor  (fig.  1).  The 
child  is  short,  fat  and  flabby  with  sexual  dys- 
trophy, headaches  and  visual  disturbances.  The 
roentgenogram  usually  shows  sella  turcica 
changes. 

Mongolian  idiots  are  mentally  deficient  indi- 
viduals. The  cause  of  this  disease  is  unknown. 
It  is  a rather  rare  condition,  characterized  by 
oblique  palpebral  fissures,  short  round  heads, 
scrotal  tongues,  strabismus,  short  little  fingers, 
fine  soft  hair,  lax  and  flexible  joints.  These  are 
restless,  inquisitive,  mischievous  children  who  are 
always  making  faces. 

Other  endocrine  conditions  are  congenital 
goiters,  persistent  thymus  and  status  thymicolym- 
phaticus. 

Some  of  the  nervous  system  deformities  are : 

Congenital  hydrocephalus,  caused  by  a great 
accumulation  of  fluid  within  the  ventricles  of 
the  brain.  It  is  not  veiy  frequent  and  is  charac- 
terized by  a very  large  head,  small  face,  bulging 
eyes  and  bulging  fontanels. 

Congenital  spastic  paralysis  is  an  upper  motor 
neuron  lesion,  occurring  during  labor  or  intrau- 
terine development.  The  condition  is  quite  com- 
mon and  is  characterized  by  stiff,  irritable  mus- 
cles often  with  scissors  gait,  walking  on  toes, 
exaggerated  reflexes  and  mental  impairment. 
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Pig.  1 Fig-.  2. 

Fig.  1.  Dystrophia  adiposogenital. 

Fig-.  2.  Dwarfism  Lorain  type. 

Congenital  epilepsy,  the  so-called  inherited  ep- 
ilepsy, comprises  some  twenty-five  per  cent  of  all 
epileptic  cases.  It  usually  starts  quite  early  in 
life  and  has  a histoiy  of  other  cases  in  the  family. 

Other  congenital  nervous  system  conditions 
are  anencephalic  monsters,  morons,  insanity  and 
hydromyelia. 

Some  blood  abnormalities  are: 

Hemophilia,  an  hereditary  disease  occurring 
in  males  and  transmitted  by  females.  It  is  prob- 
ably due  to  some  abnormality  of  the  blood  plate- 
lets. There  is  a prolonged  coagulation  time  but 
not  a prolonged  bleeding  time.  A family  history 
of  bleeders  can  usually  be  obtained. 

Other  congenital  blood  diseases  are  hemorr- 
hagic disease  of  the  newborn,  comprising  one 
per  cent  of  all  births  and  congenital  hemolytic 
icterus. 

Some  cardiovascular  and  lymphatic  conditions 
are: 

Congenital  hemangioma.  These  blood  vessel 
tumors  are  very  frequent,  occurring  in  fifty  per 
cent  of  children.  They  are  usually  reddish,  soft, 
compressible  tumors  of  varying  sizes.  Aspiration 
or  biopsy  may  be  necessary  to  make  a diagnosis. 

Dwarfism  Lorain  type  is  due  to  congenital 
mitral  stenosis.  It  is  rare  and  characterized  by  a 
small  pale,  underdeveloped  child,  having  a mit- 
ral stenosis  dating  from  birth  (fig.  2). 

Lymphangiomata  are  tumors  composed  of 
lymph  sinuses  and  spaces.  They  are  quite  rare, 
soft,  spongy,  cystic  tumors,  often  transmitting 
light  and  are  histologically  made  up  of  endo- 
thelial lined  spaces  containing  a clear  serous 
lymph. 

Cystic  hygromata  of  the  neck  are  soft,  cystic 
tumors,  supposedly  arising  from  vestigial  rem- 
nants of  the  jugular  and  subclavian  lymph  sacs. 
They  are  rare  and  develop  upon  one  side  of  the 
neck,  usually  in  early  childhood. 


Congenital  lymphoma  is  a lymph  gland  tumor 
present  at  birth.  It  is  rare  and  usually  benign. 

Some  other  deformities  of  this  type  are  arteri- 
ovenous fistula,  patent  ductus  arteriosus  and  dex- 
trocardia. 

The  skin  presents  many  common  congenital 
anomalies  as  moles,  hypertrichosis,  leukoderma, 
ichthyosis  and  the  frog  skins. 

Some  genitourinary  deformities: 

Undescended  testes  or  cryptorchidism  is  a fail- 
ure of  the  testes  to  descend  into  the  scrotum. 
This  occurs  about  once  in  a thousand  cases. 

Hypospadias  is  a malformation  of  the  penis 
and  urethra,  in  which  the  external  urinary  meatus 
is  located  proximal  to  its  normal  location  on  the 
ventral  wall  of  the  urethra.  It  occurs  once  to 
every  two  hundred  births. 

Horseshoe  kidney.  The  upper  or  lower  poles  of 
the  kidneys  are  fused  across  the  midline  of  the 
body  (fig.  3).  It  occurs  about  once  to  each 
eight  hundred  and  fifty  births.  It  is  character- 
ized by  no  definite  symptoms  but  because  of  the 
uretei’al  position  these  kidneys  are  predisposed 
to  hydronephrosis,  calculi,  tuberculosis  and  pyo- 
nephrosis. Double  pyelograms  make  the  diag- 
nosis. 

Supernumerary  kidney  is  a rather  rare  condi- 
tion, in  which  there  are  two  separate  or  fused 
kidneys  on  one  or  both  sides  (fig.  4).  It  is  usually 
found  only  at  operation  or  autopsy.  It  may  be 
found  by  intravenous  or  retrograde  pyelography. 

Supernumerary  ureters  occur  in  about  three 
per  cent  of  cases.  It  may  be  unilateral  or  bi- 
lateral, complete  or  incomplete.  A double  pelvis 
usually  accompanies  a double  ureter.  Pyelography 
makes  the  diagnosis. 

Congenital  bladder  diverticula  are  globoid  blad- 
der projections.  They  may  predispose  to  urin- 
ary obstruction  or  infection.  Cystoscopic  or 
cystogram  examination  makes  the  diagnosis. 

Exstrophy  of  bladder.  Here  the  anterior  wall 
of  the  bladder  and  corresponding  portion  of  ab- 
dominal wall  are  lacking.  It  occurs  about  once 
in  thirty  thousand  cases. 

Congenital  diverticula  of  urethra  are  globoid 
urethral  projections.  Radiograms  of  the  urethra, 
after  it  is  distended  with  some  radiologic  opaque 
substance,  make  the  diagnosis. 

Poylcystic  kidney  occurs  about  once  in  seven 
hundred  fifty  cases.  It  is  usually  bilateral.  Kid- 
ney enlargement,  hematuria,  pain  or  nephritic 
symptoms  may  suggest  the  condition.  Pyelo- 
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Fig.  .3  Fig.  4 Fig.  5 

Fig.  3.  Hor.'se-.'^hoe  Kidney.  Large  left  pyonephrosis.  Fig.  4.  F>ilateral  supernumerary  kidney.  One  kid- 
ney ha.s  been  removed  on  left  side.  Fig.  5.  Bilateraal  polycyystic  kidney. 


grams  showing  an  elongated  pelvis  without  dila- 
tation with  elongated  and  flattened  major  and 
minor  calyces  settle  the  diagnosis  (fig.  5). 

Pseudohermaphroditism.  Here  we  have  part 
of  the  sexual  apparatus  of  both  male  and  female. 
True  hermaphroditism  is  very,  very  rare. 

Some  other  genitourinary  deformities  are  no 
vagina,  double  uterus,  double  vagina,  imperforate 
hymen,  phimosis,  epispadias,  paraphimosis,  hy- 
drocele, lack  of  testicles  or  ovaries,  fistula  of 
urachus,  excessive  number  of  testicles  or  ovaries 
and  lack  and  deformity  of  the  penis. 

Some  respiratory  and  gastrointestinal  deform- 
ities: 

Harelip  and  cleft  palate  are  due  to  failure  of 
globular  and  maxillary  processes  to  properly 
fuse.  It  occurs  once  in  two  thousand  newborns. 

Some  other  respiratory  deformities  are : steno- 
sis of  trachea  and  bronchi  and  congenital  bron- 
chiectasis. 

Megacolon,  Hirschprung^s  disease,  is  a dilata- 
tion of  the  large  intestine  usually  limited  to  the 
sigmoid.  The  cause  or  causes  are  under  dispute. 
It  is  fairly  rare  and  characterized  by  constipation, 
distention,  poor  nourishment  and  restlessness. 

Congenital  diverticulitis  of  the  colon  is  a condi- 
tion in  which  globoid  pockets  occur  along  the 
colon.  Barium  enema  or  barium  meal  usually 
makes  the  diagnosis. 

Persistent  cloaca  is  a rare  condition,  in  which 
the  bladder  and  rectal  differentiation  has  failed 
to  develop.  Early  death  usually  results. 

Imperforate  anus  occurs  once  in  five  thousand 
cases. 

MeckeVs  diverticulum  represents  a persistent 


omphalomesenteric  duct.  It  occurs  in  one  to  two 
per  cent  of  cases,  only  a small  percentage  of 
which  develops  symptoms.  It  usually  occurs 
about  one  meter  from  the  ileocecal  valve. 

Some  other  deformities  affecting  this  system 
are  pyloric  stenosis,  tongue  tie,  atresias  and 
pouches  of  the  esophagus,  gallbladder,  liver  and 
pancreatic  anomalies,  duodenal  diverticula,  rectal 
and  intestinal  atresias,  umbilical  and  diaphra- 
gramatic  hernia. 

Some  embryonic  rest  deformities : 

Pilonidal  cysts.  These  are  quite  common  hair- 
containing  sacrococcygeal  dermoid  cysts  which 
occur  in  the  posterior  raphe  over  the  coccyx. 
They  are  characterized  by  postanal  dimples  with 
sinuses  that  do  not  connect  with  the  rectum.  In- 
fection, rupture,  drainage  and  a repitition  of 
this  cycle  is  the  usual  history. 

Embryonic  rests.  These  tumors  are  of  em- 
bryonic type  cells,  as  sex  or  early  kidney  cells. 
They  are  often  retroperitoneal  in  origin. 

Branchial  cysts  and  fistulae  are  vestigial  em- 
bryonic remnants  of  the  branchial  clefts.  They 
are  fairly  frequent  and  have  fistulae  or  cysts 
which  open  upon  either  side  of  the  neck,  usually 
near  the  sternomastoid  muscle. 

Teratomata  represent  incomplete  twin  forma- 
tion. They  are  not  common  and  are  character- 
ized by  tumor  formation  in  some  part  of  the 
body,  representing  the  three  germinal  layers 
(fig.  6). 

Other  rather  common  deformities  in  this  group 
are  the  thyroglossal  cysts  and  fistulae. 

A congenital  bacterial  disease  is  congenital 
syphilis.  Infection  by  the  spirocheta  pallida,  re- 
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Fig'.  6.  Teratoma. 


ceived  during  intrauterine  life,  causes  the  disease. 
It  is  of  common  occurrence  and  characterized  by 
saddle  nose,  interstitial  keratitis,  deafness,  Hut- 
chinson’s teeth,  rhagades,  skin  lesions  and  snuf- 
fles. 

Some  heterogeneous  deformities  are: 

Congenital  inguinal  hernia  is  a common  de- 
formity and  is  due  to  the  failure  of  the  tunica 
vaginalis  process  to  close.  The  hernia  usually 
dates  from  birth  and  at  operation  contents  of 
hernial  sac  are  found  in  contact  with  the  testes. 

Visceroptosis  is  a common  condition,  where 
the  viscera  rest  abnormally  low  in  the  abdominal 
cavity  when  the  individual  is  in  the  upright  posi- 
tion. They  are  tall,  thin,  long  legged,  narrow 
chested,  lordotic  individuals  with  bulging  of  the 
lower  abdomen.  They  are  constipated,  easily 
fatigued  and  have  a multiplicity  of  complaints. 

Strabismus  or  cross  eye  is  a deviation  of  the 
visual  line  of  one  eye. 

Some  deformities  usually  considered  ortho- 
pedic : 

Congenital  club  foot  is  a developmental  ab- 
beration  usually  producing  an  inversion,  adduc- 
tion and  plantar  flexion  deformity.  It  occurs 
once  in  one  thousand  births. 

Congenital  dislocation  of  hip.  The  head  of 
the  femur  is  outside  of  the  acetabulum.  It  oc- 
curs once  in  every  two  hundred  and  fifty  births. 
A wobbly  gait,  flattening  of  buttucks,  greater  tro- 
chanter above  Nelaton’s  line,  shortening  of  limb 
and  positive  Trendelenburg’s  position  character- 
ize the  condition.  The  roentgenogram  settles  the 
diagnosis. 

Osteogenesis  imperfecta  or  osteopsathyrosis. 
Here  there  is  a deficiency  in  the  periosteal 
growth,  resulting  in  brittle  bones.  They  are 
delicate  faced,  slender  limbed  children  with  blue 
sclerae  and  thin  cortexed  bones  which  fracture 
very  easily  and  heal  readily. 

Achondroplasia  is  a disturbance  in  the  epi- 
physeal growth  of  long  bones,  resulting  in  dwarf- 
ism (fig.  7).  The  individual  has  a chunky  long 
trunk  with  short  extremities,  trident  hands. 


pushed-in  face,  large 
head,  lumbar  lordosis 
and  normal  mental 
development. 

Cervical  rib  is 
caused  by  the  devel- 
opment of  a rib  on 
one  or  more  of  the 
c,e  r V i c a 1 vertebrae, 
usually  the  seventh. 
It  is  quite  common. 
Nervous  and  circula- 
tory symptoms  of  the 
upper  extremity  usu- 
ally arouse  suspicion 
and  the  roentgeno- 
gram makes  the  diag- 
nosis. 

Congenital  zv  r y 
neck  is  caused  by  a 
twisting  of  the  head, 
due  to  aji  abnormal 
position  in  utero  or 
injury  to  the  sterno- 
mastoid  muscle  dur- 
ing delivery.  It  is 
quite  common.  The 
head  is  tilted  to  the 
side  which  has  a short  fibrous  sternomastoid,  the 
chin  turns  towards  the  opposite  side  and  active  or 
passive  correction  is  impossible. 

Congenital  elevation  of  the  scapula  or  Spren- 
gle’s  deformity.  The  scapula  is  elevated,  rotated 
forward  and  smaller  than  normal.  It  is  quite 
rare. 

Amyotonia  congenita  is  an  affection  charac- 
terized by  hypotonus  of  the  voluntary  muscles 
and  great  weakness,  usually  followed  by  contrac- 
tures. 

Spina  bifida  manifesta  is  a failure  of  the  neur- 
al arch  of  one  or  more  vertebrae  to  close,  with 
meningeal  protrusion.  It  is  common  and  may  or 
may  not  involve  neural  structures.  A cystic  tu- 
mor is  seen  along  the  spine.  The  roentgenogram 
settles  the  diagnosis. 

Spina  bifida  occulta  is  a failure  of  the  neural 
arch  of  one  or  more  vertebrae  to  close  without 
noticeable  meningeal  protrusion.  A local  dimple, 
tuft  of  hair,  nevus,  claw  foot,  club  foot,  flaccid 
or  spastic  paralysis,  trophic  ulcers  or  enuresis 
may  call  attention  to  its  presence.  It  is  common. 
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Congenital  club  hand  is  a deformity  or  absence 
of  the  radius  or  ulna.  The  hand  is  deviated  to 
the  ulnar  or  radial  side,  usually  at  a right  angle 
or  greater  to  the  forearm. 

Dysostosis  cleidocranial  is  due  to  defects  in 
the  ossification  of  clavicle  and  cranium.  An  ab- 
normal shoulder  mobility,  high  palate,  retarded 
development  of  the  frontal  bones  and  large  fon- 
tanel are  present.  The  roentgenogram  shows  the 
defects.  It  is  rare. 

Hemigigantisni.  The  cause  for  this  condition 
is  not  well  understood.  It  is  supposedly  due  to 
poor  development  of  one  side  of  the  body. 

Spondylolysis  is  an  incomplete  neural  arch  oc- 
curring in  five  per  cent  of  persons.  There  may 
be  no  signs  or  symptoms  until  some  strain  or 
trauma  produces  a spondylolisthesis.  Then  we 
have  pain,  disability,  deformity  and  often  ner- 
vous symptoms.  Lateral  roentgenogram  makes 
the  diagnosis. 

Hemisacralization.  The  transverse  process  of 
the  fifth  lumbar  vertebra  is  in  contact  with  the 
sacrum  on  one  side.  There  is  limited  movement 
of  the  lumbosacral  region.  Pain  and  disability 
occur  on  increased  movement. 

Lumbar  rib.  A rib  is  developed  on  one  or 
both  sides  of  a lumbar  vertebra,  usually  the  first. 
It  is  quite  rare  and  is  usually  found  accidentally. 

Hereditary  deforming  chondrodystrophy  is  a 
disturbance  of  the  intermediary  cartilage  during 
the  growth  period.  A family  history  of  deform- 
ity usually  occurs. 

Congenital  scoliosis  is  due  to  various  causes,  as 
abnormal  pressure  in  utero,  wedge  formation  of 
vertebrae,  spina  bifida,  spinal  clefts,  disalign- 
ments of  the  fifth  lumbar  and  sacrum,  congenital 
elevation  of  scapula,  etc.  It  may  or  may  not  be 
noticeable  in  infancy. 

Birth  paralysis  is  due  to  an  injury  of  the  bra- 
chial plexus  during  delivery.  It  is  quite  frequent. 
The  fifth  and  sixth  cervical  roots  are  the  most 
frequently  involved. 

Other  conditions  occasionally  found  are  ab- 
sence of  arms,  absence  of  legs,  absence  of  sac- 
rum, absence  of  vertebra,  deformed  ears,  absence 
of  femur,  single  and  bilateral,  congenital  shorten- 
ing of  femur,  coxa  valga,  congenital  hand  de- 
formity, polydactylism,  genu  recurvatum,  double 
vertebra,  hemivertebra,  spine  and  rib  deform- 
ities, sacral  cleft,  six  lumbar  vertebrae. 

The  study  of  these  interesting  conditions 
should  not  stop  here.  As  varied  and  manifold 


as  are  the  congenital  developmental  abnormali- 
ties that  can  be  recognized  by  the  naked  eye,  how 
much  greater  must  be  those  that  must  be  recog- 
nized by  the  microscope,  by  functional  peculiari- 
ties, including  metabolic  and  physical  abnor- 
malities. We  know  there  is  some  congenital 
change  or  weakness  that  predisposes  some  to 
early  kidney  breakdown,  others  to  heart  failure, 
arteriosclerosis,  insanity,  diabetes,  cancer,  ner- 
vous exhaustion,  etc.  For  example,  one  man 
goes  through  life  working  hard,  eating  and  drink- 
ing heartily  and  is  quite  hale  and  hearty  at  ninety. 
Another  living  similarly  dies  of  cerebral  hemorr- 
hage at  thirty-eight.  Another  lives  very  care- 
fully and  modestly  but  dies  of  senile  changes  at 
seventy-five.  There  must  be  a different  potential 
at  birth  in  each  case. 

Here  is  another  chance  for  the  yearly  health 
examination  to  prove  its  value.  It  is  not  enough 
to  advise  these  people  as  to  health  habits,  pro- 
phylaxis against  contagious  disease,  early  recog- 
nition of  disease  and  the  proper  accomodation  of 
the  daily  life  to  suit  the  circumstances.  We  must 
go  back  and  estimate  the  potentials  of  our  pa- 
tients from  each  side  of  the  family  and  advise 
them  accordingly. 

We  cannot  advise  against  marriage  for  the 
visceroptotics,  the  cardiorenal  family  and  the  ner- 
vous individuals.  Other  factors  may  offset  a 
potential  weakness  and  the  offspring  will  usually 
prove  valuable  citizens  and  often  real  leaders  in 
spite  of  their  handicaps.  That  luetics,  epileptics, 
morons,  habitual  criminals  and  insane  people 
should  not  be  allowed  to  reproduce  is  just  com- 
mon horse  sense. 

In  conclusion,  I believe  it  is  fair  to  say  that 
congenital  deformities  and  abnormalities  are 
among  the  commonest  ills  of  the  human  b(.'dy 
and  their  place  in  diagnosis  is  self-evident.  Their 
early  recognition  and  proper  treatment  or  obser- 
vation as  indicated  is  vital  to  future  health  and 
happiness. 

In  our  daily  contact  with  our  fellow  man,  if 
we  will  remember,  “that  some  are  made  of  oak 
and  some  of  basswood  and  that  we  can  patch  the 
basswood  up  all  we  will,  but  we  still  have  bass- 
wood,” we  will  not  suffer  quite  so  many  disap- 
pointments and  heartaches,  and  consequently  will 
enjoy  several  more  years  of  earthly  sojourn  with 
our  friends  and  loved  ones  and  yield  several 
more  years  of  service  for  our  patients. 
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HEMORRHAGIC  ENCEPHALITIS 

ARSENICAI, 

J.  Guy  Strohm,  M.  D. 

PORTLAND,  ORE. 

A well  developed,  medium-sized  woman,  twenty  years 
of  age,  weigliing  130  pounds,  with  a positive  Wasser- 
mann,  on  January  18,  1933,  received  0.40  gram  of  one 
of  the  best  brands  of  neoarsphenamine  intravenously. 
There  was  no  reaction,  not  even  the  temperature  and 
general  malaise  which  usually  follow  the  first  injec- 
tion. On  January  22,  she  was  given  0.60  gram  of  neo- 
arsphenamine. 

Three  days  later,  in  the  afternoon  of  January  25, 
she  complained  of  symptoms  which  the  family  thought 
were  due  to  influenza.  A nurse  in  the  same  apartment 
house  saw  the  patient  at  3 :30  o’clock  with  normal  tem- 
perature and  pulse  at  80,  but  she  was  irrational  and 
another  physician  was  called. 

The  physician’s  report  was  as  follows : “The  patient 
was  in  a semicomatose  condition.  She  could  be  roused 
but  could  not  answer  questions.  There  was  no  pain. 
Examination  showed  the  pupils  to  be  equal  and  re- 
acted. No  meningismus.  The  deep  tendon  reflexes  of 
the  extremities  were  all  elicted  and  equal.  Babinsky 
was  negative.  There  was  no  evidence  of  spasticity  of 
any  of  the  extremities.  The  head  and  neck  were  essen- 
tially negative.  The  chest  was  of  the  normal  midtype, 
negative  to  percussion  and  auscultation.  The  heart 
was  of  normal  size,  shape  and  position,  tones  clear.  The 
abdomen  was  soft,  no  masses  or  areas  of  tenderness. 
I thought  that  the  girl  was  under  the  influence  of  liquor, 
or  had  been  using  some  drug  such  as  veronal,  which 
might  explain  the  semicomatose  condition.” 

The  nurse  stated  that  the  girl  gradually  grew  worse 
during  the  evening.  They  were  unable  to  force  fluids 
because  of  vomiting,  and  her  arms  and  legs  seemed 
to  draw  up  and  become  spastic.  This  was  bilateral. 

Early  the  next  morning,  Thursday,  January  26,  I was 
informed  over  the  telephone  that  the  girl  had  suffered 
from  severe  headaches,  later  was  dull,  semiconscious, 
disoriented,  unable  to  speak,  and  finally  became  un- 
conscious. She  was  immediately  sent  to  the  County 
Hospital  with  a diagnosis  of  “suspected  encephalitis” 
due  to  arsenic.  The  interne  thought  it  was  a case  of 
epilepsy. 

Her  temperature  was  102.20,  pulse  60,  and  respiration 
22.  The  patient  was  in  a coma  with  clonic  convulsions. 
The  spinal  fluid  report  was  as  follows : Moderate  in- 

creased pressure;  color,  cloudy;  globulin  3 plus;  cell 
count  0;  Kolmer  4 plus;  Kahn  4 plus;  Lange  0123444- 
444.  Blood:  Hgb.  100  per  cent;  r.b.c.,  4,630,000;  w.b.c., 
14,750;  urea.  N.  15.0;  alk.  res.  67.2.  She  was  given 
adrenalin  subcutaneously  and  intravenously,  and  50  cc. 
of  50  per  cent  glucose  intravenously.  She  died  at  10 
a.m.  that  morning. 

The  autopsy  was  as  follows : 

Brain.  Gross  pathology.  When  the  dura  is  reflected 
there  is  seen  marked  engorgement  of  the  meningeal 
veins.  The  brain  is  exceedingly  hyperemic.  When 
the  brain  is  removed,  the  convolutions  are  seen  to  be 
flattened.  The  sulci  are  markedly  narrowed  and  shal- 
lowed. When  the  dura  is  stripped  from  the  skull,  no 
gross  evidence  of  fracture  is  found.  There  is  some 
hemorrhage  into  the  right  middle  ear.  There  are  no 
gross  changes  in  the  sphenoidal  sinus,  the  posterior  eth- 


moidal cells  or  the  hypophysis.  Serial  coronal  sections 
of  the  brain  reveal  the  presence  of  multiple  pin-point 
to  pin-head  sized  red  dots  which  may  be  dilated  and 
engorged  blood  vessels  or  petechial  hemorrhages.  The 
ventricles  are  small  and  collapsed.  The  cerebellar  ton- 
sils are  slightly  accentuated,  forming  slight  pressure 
cone. 

Microscopic  pathology.  Frozen  sections  from  the 
centrum  ovale  and  the  medulla  oblongata  show  no 
changes  other  than  engorgement  and  dilatation  of  the 
capillaries  and  considerable  edema.  In  the  spleniutn 
of  the  corpus  collosum  are  multiple  tiny  fresh  hemorr- 
hages. 

Paraffin  sections  stained  with  hematoxyln-eosin  and 
Cresylecht  violet  show  multiple  fresh  punctate 
hemorrhages  and  foci  of  necrosis.  Some  areas  contain 
necrotic  centers  surrounded  by  areas  of  hemorrhage. 
There  is  considerable  widening  of  perivascular  and 
perineuronal  spaces.  The  capillary  blood  vessels  are  all 
dilated  and  packed  with  blood.  In  the  medulla  some 
neurones  show  marked  degenerative  changes  in  the  form 
of  chromatolysis,  while  others  are  intact.  Neurono- 
phagia  is  not  seen  and  the  microglia  have  apparently 
formed  as  yet  no  gitterzellen. 

Autopsy  of  the  rest  of  the  body  reveals  nothing  ex- 
ceptional, except  for  marked  hyperplasia  of  all  the 
lymphoid  structures  of  the  body,  and  widespread  dila- 
tation and  engorgement  of  arterial,  arteriolar  and  ca- 
pillary blood  vessels.  Evidence  of  acute  passive  hyper- 
emia is  abundant  throughout  the  body. 

Anatomic  diagnosis.  Acute  neoarsphenamine  hemorr- 
hagic encephalitis,  slight  acute  dilatation  of  the  right 
heart,  general  acute  passive  hyperemia  and  capillary 
vasodilation,  acute  pulmonary  hyperemia  and  edema, 
secondary  syphilis,  general  hyperplasia  of  the  lymph 
glands  and  follices,  lymphoid  hyperplasia  of  spleen, 
chronic  fibrous  adhesive  pelvic  peritonitis,  probably 
gonococcic,  petechial  hemorrhage  of  gastrict,  duodenal, 
ileal,  and  colic  mucosa,  multiple  hemorrhage  into  the 
right  middle  and  internal  ears. 

Stokes,  in  his  admirable  book  on  “Modern 
Clinical  Syphilology,”  states  that,  “hemorrhagic 
encephalitis  is  the  distinctive  complication  of  ars- 
phenamine  treatment  which  involves  the  nervous 
system,  and  ranks  as  the  chief  cause  of  death 
after  arsphenamine  treatment,  50  per  cent  of  all 
fatalities  being  due  to  it.”  The  case  he  reports 
parallels  that  of  my  patient  very  closely,  as  she 
was  beyond  help  before  the  people  in  the  apart- 
ment house  realized  her  condition. 

Patients  receiving  arsenicals  should  be  given 
more  definite  warnings  regarding  complications, 
and  should  report  any  unusual  symptoms  which 
might  arise  to  the  attending  physician.  As  a rule, 
they  will  not  give  a history  of  having  received  in- 
travenous injections  to  friends  or  physicians,  and 
the  early  diagnosis  of  this  condition  is,  therefore, 
most  difficult  for  the  outside  physician  who 
might  be  called. 
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that  compulsory  vaccination  limits  the  incidence 
of  smallpox.  While  this  fact  has  long  been 
demonstrated  in  some  European  countries  where 
universal  vaccination  has  been  enforced,  many 
residents  of  this  country  have  refused  to  admit 
the  accuracy  of  such  statements. 


EDITORIAL 


COMPULSORY  VACCINATION 
ELIMINATES  SMALLPOX 

No  more  persistent  and  prejudiced  protagon- 
ists exist  than  the  bigoted  antivaccinationists. 
They  are  so  obsessed  in  their  blind  opposition  to 
vaccination  that  they  fail  to  admit  the  truth  of 
established  facts  when  they  are  presented  con- 
cerning vaccination  and  smallpox.  Recentl}'  a 
map  was  broadcast  by  one  of  their  organizations, 
showing  the  attitude  of  the  different  states  con- 
cerning compulsory  vaccination.  Woodward  and 
P'eemster^  have  utilized  this  map,  together  with 
illustrative  tables,  to  demonstrate  the  actual  situ- 
ation resulting  from  the  attitude  of  different 
states  toward  this  problem. 

A record  was  made  of  the  total  number  of 
smallpox  cases  and  rates  per  100,000  in  the  dif- 
ferent states  for  ten  years,  1919-1928.  Ten 
states  have  compulsory  vaccination,  in  which  the 
number  of  smallpox  cases  reported  per  100,000 
population  ranged  from  one  in  Massachusetts  to 
37.4  in  South  Carolina.  In  six  states  compul- 
sory laws  are  left  to  the  discretion  of  local 
authorities.  In  them  the  cases  per  100,000  ranged 
from  3.5  in  N^ew  Jersey  to  179.5  in  Oregon. 
There  are  twenty-nine  states  with  no  compulsory 
laws.  The  lowest  morbidity  rate  per  100,000  in 
these  was  presented  by  Delaware  with  13.6.  At 
the  other  extreme  appears  Idaho  with  155  and 
Washington  with  193  cases.  In  four  states  com- 
pulsory vaccination  is  prohibited,  where  we  see 
the  morbidity  rate  45.1  in  Arizona  and  272  in 
Utah.  It  will  be  noted  that  all  of  our  states  of 
the  Pacific  Northwest  rate  among  the  highest  in 
the  record.  In  fact,  the  rate  of  Utah  alone  ex- 
ceeds that  of  Washington,  Oregon  and  Idaho.  If 
the  figures  at  the  two  extreme  are  grouped  so 
as  to  cover  all  the  respective  states,  those  with 
compulsory  vaccination  have  an  average  of  only 
6.6  per  100,000,  while  those  prohibiting  compul- 
sion rise  to  115.2.  Reviewing  these  figures,  no- 
body can  be  so  blind  as  not  to  recognize  the  fact 

1.  Woodward,  S.  B.  and  Peemster,  R.  P. : Relation  of 
Smallpox  Morbidity  to  Vaccination  Laws,  New  Png- 
land  J.  Med.  208:317-318,  Peb.  9,  1933. 


PHYSICAL  THERAPY  IN  THE 
HOSPITAL 

Following  the  World  War  physical  therapy 
was  recognized  as  an  important  factor  in  many 
phases  of  medical  and  surgical  practice.  Owing 
to  the  fact  that  comparatively  few  physicians 
were  trained  in  this  line  of  practice  and  it  was 
not  taught  in  the  medical  schools,  the  manufac- 
turers of  apparatus  took  upon  themselves  the 
task  of  imparting  information  to  prospective  pur- 
chasers of  their  products.  As  a result  much  mis- 
information was  disseminated  which  soon  served 
to  prejudice  to  a great  extent  the  minds  of  prac- 
titioners against  these  new  measures.  Within 
recent  years,  however,  through  a process  of  ex- 
periment and  elimination,  the  value  of  various 
physical  therapy  procedures  have  become  fairly 
well  established.  This  has  resulted  from  the 
labors  of  conscientious  workers  in  various  parts 
of  the  country,  together  with  the  investigations 
and  reports  of  the  Council  of  Physical  Therapy 
of  the  American  Medical  Association. 

Although  the  application  of  various  physical 
therapy  agencies  is  fairly  well  understood  by 
those  who  have  made  a special  study  of  this 
department  of  practice,  the  assistance  and  bene- 
fit which  can  be  derived  by  thorough  develop- 
ment of  physical  therapy  in  the  hospital  is  not 
thoroughly  appreciate  or  accepted  in  many  parts 
of  the  country.  With  a few  exceptions  this  fact 
is  true  in  the  states  of  the  Pacific  Northwest. 
The  most  outsanding  example  of  scientific  physi- 
cal therapy  in  hospital  practice  is  noted  at  Van- 
couver, B.  C.  General  Hospital,  where  Dr.  G.  A. 
Greaves  is  in  charge  of  this  work.  During  a 
period  of  fifteen  years  he  has  devoted  his  whole 
time  to  ph)^sical  therapy  in  this  institution,  devel- 
oping the  most  complete,  systematic  and  effi- 
cient department  to  be  found  in  any  hos- 
pital in  Canada  and  equalled  by  few  in  the 
States.  Housed  in  a building  erected  for  its  use, 
there  is  presented  a coordination  between  this  and 
the  various  hospital  departments  which  utilize 
its  various  agencies  most  effectively  in  promoting 
convalescence  and  rehabilitation  from  a great 
variety  of  medical  and  surgical  conditions,  one 
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of  the  most  noticeable  being  postfracture  restora- 
tion. If  any  one  were  to  question  the  necessity 
of  this  specialty  to  supplement  many  phases  of 
hospital  treatment,  he  should  visit  this  institution, 
where  he  can  have  demonstrated  to  him  the  re- 
sults of  the  scientific  application  of  physical  ther- 
apy. 


AN  INTERNATIONAL  MEDICAL 
MEETING 

The  international  character  of  Pacific  North- 
west Medical  Association  was  emphasized  by  its 
meeting  in  Vancouver  last  month.  Naturally  the 
greatest  number  in  attendance  were  from  British 
Columbia,  although  about  one-fourth  came  from 
below  the  line,  the  majority  of  these  being  from 
Washington,  with  a good  number  from  Oregon 
and  others  from  Idaho,  Montana,  Wyoming  and 
Utah.  The  Canadian  profession  with  their  wives 
are  very  hospitable  people,  as  is  well  known  by 
physicians  from  the  states  who  have  visited  them 
from  time  to  time  on  other  medical  occasions.  The 
golfers  were  particularly  well  cared  for,  since 
this  international  game  is  so  popular  on  both 
sides  of  the  line.  Every  afternoon  the  visiting 
ladies  were  entertained  with  luncheons,  teas  and 
drives  by  which  they  became  well  acquainted 
with  the  charming  ladies  of  Vancouver  and  the 
many  attractions  in  and  about  the  city.  An  ar- 
rangement of  the  program  which  differed  from 
the  usual  procedure  provided  for  papers  in  the 
morning  and  evening  with  the  afternoon  devoted 
to  clinics  and  various  diversions  aside  from  the 
scientific  program.  This  arrangement  seemed 
satisfactory,  as  witnessed  by  the  large  attendance 
at  the  evening  sessions  when  large  numbers  con- 
tinued to  the  end  despite  the  late  hour. 

The  speakers  on  the  program  were  all  from  the 
Universities  of  McGill,  Toronto  and  Manitoba 
except  Dr.  Kinnier  Wilson  from  London  who 
made  the  journey  to  Vancouver  for  the  purpose 
of  addressing  this  meeting.  All  who  attended 
the  last  meeting  of  the  association  at  this  city 
nine  years  ago  had  most  pleasing  recollections  of 
Dr.  Wilson  and  his  reappearance  on  this  occasion 
emphasized  more  than  ever  his  delightful  person- 
ality and  fund  of  information  which  he  possesses. 
Neurologic  subjects  under  his  charming  delivery 
are  most  fascinating,  even  though  some  in  the 
past  may  have  considered  them  dry  and  unattrac- 
tive. His  unfailing  fund  of  humor  embellished 


every  address  with  incidents  and  anecdotes  which 
added  to  their  charm.  A notable  feature  of  all 
the  speakers  was  the  cultivated  diction  which, 
whether  or  not  the  hearer  was  versed  in  the 
specialty  which  was  being  presented,  made  their 
addresses  attractive  and  entertaining.  All  of  the 
speakers  are  distinguished  men  in  the  lines  of 
practice  which  they  represent.  Accordingly,  the 
messages  which  they  delivered  were  authoritative 
and  comprehensive  of  the  latest  investigations 
and  applications  of  the  principles  involved. 

No  attempt  will  be  made  at  this  time  to  out- 
line or  suggest  the  contents  of  the  papers  and 
addresses  comprising  the  program.  It  is  ex- 
pected that  a goodly  number  of  these  will  be 
available  for  future  publication  in  this  journal, 
promise  having  been  received  for  the  delivery  of 
them  on  the  part  of  a number  of  the  speakers. 
It  is  needless  to  say  that  the  visitors  to  this  Van- 
couver meeting  brought  back  with  them  the  pleas- 
antest recollections  of  the  enjoyable  occasions 
resulting  from  the  scientific  program  and  associ- 
ations with  the  friendly  physicians  of  our  sister 
country.  The  next  meeting  of  the  organization 
will  be  held  in  Salt  Lake  City  with  Dr.  F.  F. 
Attix,  of  Lewistown,  Mont.,  as  president. 


FEATURES  OF  THIS  MONTH’S 
WASHINGTON  MEETING 
The  forty-fourth  annual  meeting  of  Washing- 
ton State  Medical  Association  will  be  held  in 
Seattle,  August  28  to  31,  with  headquarters  at 
the  Olympic  Hotel.  The  program  published  below 
deserves  close  reading.  Among  the  special  fea- 
tures will  be  many  interesting  pathologic  speci- 
ments.  There  will  be  a series  of  interesting  kid- 
neys, showing  various  stages  of  tuberculous  gen- 
eration, congenital  hydronephrosis  in  infants  and 
tumors.  There  will  also  be  a very  fine  collec- 
tion of  hearts,  among  which  will  be  the  specimen 
removed  from  the  recently  deceased  elephant, 
Tusko,  which  weighs  forty  pounds.  A splendid 
collection  of  specimens  of  various  types  of  car- 
cinoma of  the  lung  and  many  lesions  of  the  liver 
will  be  presented.  The  State  Department  of 
Health  will  sponsor  an  exhibit  showing  the  con- 
dition of  the  sewage  disposal  throughout  the 
State  and  the  plans  now  made  to  keep  pure  our 
streams,  rivers  and  lakes.  Many  new  instru- 
ments and  medical  apparatus  will  be  on  exhibition, 
showing  the  latest  advances  made  in  this  line. 
There  will  be  movies  demonstrating  surgical  tech- 
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nic  and  various  operations,  some  of  them  in 
color. 

The  economic  problem  of  the  Association  will 
be  taken  up  in  a symposium  and  conditions  in 
which  the  profession  are  very  much  interested 
will  be  gone  into  most  thoroughly.  This  is  the 
result  of  two  years’  study  by  the  various  state 
committees.  New  diagnostic  and  surgical  pro- 
cedures will  be  demonstrated  at  Harborview  Hos- 
pital at  the  breakfast  clinics,  where  the  visitors 
will  have  an  opportunity  to  come  in  direct  con- 
tact with  the  demonstrators.  This  will  include 
such  things  as  spinal  anesthesia,  roentgen  ray 
technic,  various  functional  tests  for  liver  and 
kidney,  cardiograms,  prostatic  resection,  fracture 
appliances,  blood  transfusion  technic  and  the  pre- 
paration of  intravenous  solutions.  The  guest 
speakers  are  all  brilliant  teachers  and  will  add 
much  by  their  personality  and  enthusiasm. 

There  will  be  a stag  dinner  with  noteworthy 
addresses,  story  telling  and  boxing.  A novelty 
dinner  and  dance  will  be  held  at  the  Olympic 
Hotel.  The  Woman’s  Auxiliary  has  made  ela- 
borate preparations  to  entertain  the  visiting  ladies 
with  teas,  luncheons,  golf,  cards,  sightseeing  and 
dinner.  It  is  suggested  that  plans  be  made  now, 
both  as  to  time  and  hotel  reservations.  The  doc- 
tors of  King  County  are  especially  anxious  to 
make  this  meeting  highly  instructive  and  most 
sociable.  Now  is  the  time  when  the  organization 
of  the  State  Association  should  reach  is  highest 
point  of  development.  There  is  every  indication 
that  the  doctors  must  organize  for  preservation 
and  protection ; this  is  your  opportunity. 

PROGRAM 

GUEST  SPEAKERS 

Dr.  E.  S.  Eliason,  Professor  of  Clinical  Surgery,  Uni- 
versity of  Pennsylvania. 

Dr.  R.  A.  Fenton,  Professor  of  Otolaryngology,  Uni- 
versity of  Oregon. 

Dr.  Herman  L.  Kretschmer,  Professor  of  Clinical 
Urology,  University  of  Chicago. 

Dr.  John  V.  Barrow,  Professor  of  Medicine,  College 
of  Medical  Evangelists,  Los  Angeles. 

Dr.  Ralph  C.  Brown,  Professor  of  Clinical  Medicine, 
University  of  Chicago. 

Sunday,  August  27 

10  a.m. — The  Annual  Convention  of  the  local  health 
officers  of  the  State  of  Washington  will  be  held 
at  Olympic  Hotel,  just  preceding  the  meeting  of 
Washington  State  Association. 

Monday,  August  28 

8-12  a.m — Registration.  Olympic  Hotel,  Spanish  Lounge. 
Chairman : Dr.  Roll  Dillon,  Stimson  Bldg. 
Tournament  of  Washington  State  Golf  Association 
Broadmoor  Golf  Club.  Chairman;  Dr.  Dan  Hous- 
ton. 

10-12  a.m. — Public  Health  League  of  Washington.  Busi- 
ness Meeting. 


I- 4  p.m. — Meeting  of  Trustees.  Junior  Ball  Room, 

Olympic  Hotel. 

Technical  Exhibits.  Spanish  Lounge,  Olympic  Ho- 
tel. 

a.  Scientific,  Dr.  Conrad  Jacobson,  Cobb  Bldg. 

b.  Commercial,  Mr.  S.  D.  Bracken,  405  Union  St. 

6- 8  p.m. — Golf  Dinner.  Broadmoor  Golf  Club. 

Tuesday,  August  29 

7- 9  ;30  a.m. — Breakfast  Clinic.  Harborview  Hospital. 
9-11  a.m. — Economic  Section. 

1.  “Organizing  and  Coordinating  of  Service  Bu- 
reaus.” Dr.  Garner  Wright,  Seattle. 

2.  “Health  Insurance  as  Applied  to  the  State  of 
Washington.”  Dr.  H.  J.  Whitacre,  Tacoma. 

3.  “Care  of  the  Indigent  Sick  by  the  County  Medi- 
cal Society.”  Dr.  Nathan  Thompson,  Everett. 

4.  “Legislative  Actions  and  Policy.”  Dr.  W.  B. 
Penney,  Tacoma. 

II- 12  a.m. — House  of  Delegates. 

12:30-1:30  p.m. — No  Host  Luncheon,  Olympic  Hotel. 

1 :30  p.m. — “Individuality  in  the  Treatment  of  Frac- 
tures.” Dr.  E.  S.  Eliason,  Philadelphia. 

2 p.m. — “Automatic  Fixation  of  Fractures  of  the  Long 

Bones.”  Dr.  R.  Anderson,  Seattle. 

3 p.m. — “Treatment  of  Fractures  of  the  Radius.”  Dr. 

D.  A.  Murray.  Seattle. 

3 :30  p.m. — “Prevention  of  Postoperative  Complica- 
tions.” Dr.  S.  S.  Nunn,  Vancouver,  Wash. 

4 p.m. — “Study  of  End-Results  of  Cholecystectomy. 

Follow-up  of  152  Cases.”  Dr.  O.  F.  Lamson,  Seattle. 
4:30  p.m. — “Indications  and  Contraindications  for  Ex- 
trapleural Paravertebral  Thoracoplasty.”  Dr.  J.  M. 
Nelson,  Spokane. 

6 p.m. — Stag  Dinner.  Olympic  Hotel. 

Introduction  of  Guests. 

Address.  “The  First  Doctor  of  the  Pacific  Coast.” 
Dr.  Stephen  B.  L.  Penrose,  President  of  Whitman 
College,  Walla  Walla. 

Stunts. 

Wednesday,  August  30 

7-9 :30  a.m. — Breakfast  Clinic.  Harborview  Hospital. 

9 :30  a.m. — “Amebiasis  in  Clinical  Practice.”  Dr.  J.  V. 
Barrow,  Los  Angeles. 

10 :30  a.m. — “Rupture  of  the  Thoracic  Duct.”  Dr. 
James  F.  Scott,  Yakima. 

11  a.m.— “Results  of  Investigations  of  Trichinoma  Va- 
ginalis.” Dr.  Kent  Ruble,  Seattle. 

11:30  a.m. — “Certain  Functional  Disorders  of  the  Large 
Bowel.”  Dr.  Ralph  C.  Brown,  Chicago. 

12 :30  a.m. — No  Host  Luncheon. 

12-1  p.m. — Annual  Luncheon  of  Public  Health  League. 
1:30  p.m. — “Submucous  Cystitis”  (original  work).  Dr. 
D.  G.  Corbett,  Spokane. 

2 p.m. — “Eighteen  Months  Experience  in  the  Treatment 
of  Bladder  Neck  Obstruction  with  the  Resecto- 
scope.”  Dr.  Herman  S.  Kretschmer,  Chicago. 

3.  p.m. — “New  and  Hopeful  Treatment  for  Little’s 
Disease.”  Dr.  N.  W.  Clein,  Seattle. 

3:30  p.m. — “A  Oinic  on  Allergy  with  Presentation  of 
Eight  Cases  of  Asthma,  Migraine,  etc.”  Dr.  A.  L. 
Jacobson,  Seattle. 

4 p.m. — “Possibilities  of  Stock  Vaccine  in  the  Treatment 
of  Arthritis.”  Dr.  K.  K.  Sherwood,  Redmond. 
4:30  p.m. — “Mary’s  Urethritis.”  Dr.  W.  Ray  Jones, 
Seattle. 

7 p.m. — Dinner  Dance.  Olympic  Hotel. 

Thursday,  August  31 

9-9:30  a.m. — Presentation  of  Initiative  Bill  for  State 
Drug  Control.  Dr.  James  B.  Hunter,  Seattle. 

9:30  a.m. — “Present  Trends  in  the  Treatment  of  Sinus 
Diseases.”  Dr.  R.  A.  Fenton,  Portland. 

10  a.m. — “Washington  State  Health  Program.”  Dr.  E. 

R.  Coffey,  State  Commissioner  of  Health,  Seattle. 
10:30  a.m. — “Malpractice  and  Protection.”  Mr.  J.  Speed 
Smith,  Seattle. 
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11-12  a.m. — House  of  Delegates. 

Report  of  Resolutions  Committee. 

Election  of  Officers. 

11  a.m.-l  p.m. — Adjournment. 

WOMAN’S  AUXILIARY  ANNUAL 
MEETING 

The  second  annual  meeting  of  the  Woman’s 
Auxiliary  of  the  Washington  State  Medical  As- 
sociation will  be  held  simultaneously  with  the 
State  Medical  meeting  in  Seattle,  August  28-31. 
Since  inspiration  comes  from  the  exchange  of 
ideas  and  experiences,  members  of  auxiliaries  of 
all  western  states  are  most  cordially  invited  to 
attend  both  the  business  meetings  and  the  social 
events  of  the  convention  at  Seattle. 

On  Monday,  the  twenty-eighth,  a golf  tourna- 
ment will  be  held  in  which  the  wives  of  doctors 
and  women  physicians  are  urged  to  participate. 
Following  the  golf  tournament  a tea  will  be  held 
at  the  home  of  Mrs.  Otis  Floyd  Lamson,  so  de- 
lightfully situated  on  Lake  Washington.  The 
unusual  Marine  Room  of  the  Edmond  Meany 
Hotel  will  be  the  scene  of  a no-host  luncheon  on 
Tuesday,  followed  by  a drive  to  various  points  of 
interest.  That  same  evening  a dinner  followed 
by  cards  will  be  held  at  the  Women’s  University 
Club.  At  a luncheon  on  Wednesday,  at  the  Wash- 
ington Athletic  Club,  the  retiring  and  the  new 
officers  will  be  honored.  The  same  evening  the 
members  of  the  Washington  State  Medical  Asso- 
ciation will  entertain  at  a dinner  dance  in  the 
Spanish  Ballroom  of  the  Olympic  Hotel  to  honor 
their  wives. 

The  business  meetings  of  the  Auxiliary  will 
take  place  in  the  Junior  Ballroom  of  the  Olympic 
Hotel  at  nine  o’clock  Tuesday  and  Wednesday 
mornings.  Due  to  the  absence  of  Mrs.  Lamson, 
who  went  east  to  attend  the  national  meeting  at 
Milwaukee,  the  program  has  not  been  announced 
at  this  time  but  will  certainly  be  well  worth 
attending.  Mrs.  Horace  Whitacre,  who  was  re- 
elected first  vice-president  of  the  Woman’s  Aux- 
iliary of  the  American  Medical  Association,  and 
Mrs.  O.  F.  Lamson  will  undoubtedly  bring  valu- 
able messages  from  the  meeting  at  Milwaukee. 
A hearty  welcome  awaits  all  visitors  from  mem- 
bers of  the  Woman’s  Auxiliary  of  King  County 
Medical  Association. 


IDAHO  ANNUAL  MEETING 
This  year’s  meeting  of  the  Idaho  State  Medi- 
cal Association  was  originally  scheduled  for  Yel- 


lowstone National  Park  during  August.  Later 
the  place  and  date  were  changed  to  Twin  Falls, 
September  18-19.  The  complete  program  of  the 
meeting  is  not  at  present  available.  It  is  stated, 
however,  that  guest  speakers  will  be  Drs.  A.  W. 
Adson  and  R.  K.  Dixon  of  The  Mayo  Clinic, 
Dean  Lewis  from  Johns  Hopkins,  and  Henry 
Odland  of  Seattle.  Papers  from  these  men,  sup- 
plemented by  those  from  members  of  the  state 
association,  will  present  a program  which  it  is 
expected  will  be  one  of  the  best  which  has  been 
offered  to  the  Idaho  profession. 


A MEDICAL  JOURNAL’S  PROGRESS 

For  forty  years  The  Medical  Woman’s  Journal 
has  been  the  outstanding  publication  representing 
the  medical  women  of  the  United  States.  Its 
field  has  been  even  broader  than  this  in  its  efforts 
to  record  the  work  of  medical  women  through- 
out the  world.  It  has  now  been  decided  to  ex- 
tend the  field  of  its  activities  and  not  to  confine 
its  efforts  alone  to  the  achievements  of  women 
in  medicine  and  surgery.  The  journal  has  been 
enlarged  so  that  it  will  include  material  pertain- 
ing to  food  and  nutrition,  dental  research  and 
medical  jurisprudence.  The  labors  of  women  in 
public  health  will  also  receive  due  attention.  In 
order  that  its  title  may  represent  its  broadened 
field  of  work  the  journal  hereafter  will  be  known 
as  The  Medical  and  Professional  Woman’s  Jour- 
nal. This  will  be  the  only  scientific  monthly  pub- 
lication issued  which  will  include  so  many  fields 
of  activity  of  medical  and  professional  women 
in  all  countries.  The  promoters  of  this  enter- 
prise are  entitled  to  congratulations  for  past 
achievements  and  the  good  will  and  encourage- 
ment of  all  medical  practitioners  for  their  future 
accompl  i shments. 

MEDICAL  NOTES 

OREGON 

Hospital  Improvements.  County  Commissioners  of 
Multnomah  County  have  determined  on  a building  pro- 
ject, if  federal  funds  are  made  available  for  it.  These 
will  include  an  addition  to  the  county  hospital  and  an 
addition  to  the  nurses  home  at  this  institution.  A 
tuberculous  hospital  will  be  constructed  at  the  county 
farm. 

New  Hospital  Proposed.  There  is  prospect  of  a 
modern  hospital  being  constructed  at  Gold  Beach. 
Whether  it  shall  be  maintained  by  the  county  or  as  a 
private  institution  has  not  been  determined.  At  present 
hospital  patients  must  be  transferred  to  Coos  bay  cities 
or  to  California. 
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Hospital  Alterations.  .\  contract  has  been  awarded 
for  alteration  to  be  made  in  the  Hahnemann  Hospital 
of  Portland.  The  project  involves  complete  reconstruc- 
tion of  the  first  three  floors  of  the  present  five-story 
building. 

Melville  S.  Jones  of  Portland,  a recent  graduate  of 
University  of  Oregon  Medical  School  who  has  devoted 
recent  time  to  hospital  work,  has  located  for  practice 
at  Springfield  where  he  will  be  associated  in  a partner- 
ship with  W.  C.  Rebhan. 

G.  H.  Strickland  has  located  for  practice  at  Oregon 
City.  He  has  recently  interned  in  Multnomah  County 
Hospital  after  graduating  from  University  of  Oregon 
Medical  School. 

George  R.  Suckow  has  located  for  practice  in  the 
Piedmont  district  of  Portland.  He  is  a recent  gradu- 
ate of  University  of  Oregon  Medical  School  and  later 
completed  internship  at  Multnomah  County  Hospital. 

R.  C.  Wilbur,  recent  graduate  of  University  of  Ore- 
gon Medical  School,  has  located  at  Grants  Pass,  where 
he  will  engage  in  practice  with  Drs.  Moser  and  Moser. 

Charles  E.  Hunt  of  Eugene  has  resumed  practice 
after  a long  period  of  illness  which  has  kept  him  from 
active  work  for  nearly  a year. 


WASHINGTON 

UNitTTtsiTY  Lectures.  The  course  of  University  lec- 
tures held  in  Seattle  last  month  was  one  of  unusual 
value  and  interest.  In  spite  of  the  universal  depression 
the  attendance  was  much  larger  than  anticipated.  In- 
terest in  the  lectures  continued  to  the  end,  extending 
over  a week,  thus  indicating  the  importance  attached  to 
them  by  those  present.  The  subjects  receiving  the 
most  attention  pertained  to  the  endocrines  and  hor- 
mones. These  were  included  in  the  lectures  of  several 
on  the  program,  indicating  the  importance  they  bear 
to  the  latest  theories  of  the  origin  and  development  of 
certain  diseases.  The  University  management  is  to  be 
congratulated  on  having  conducted  so  successful  and 
satisfactory  a course  of  lectures. 

Controversy  over  Hospital  Construction.  The 
county  commissioners  of  Pierce  County  have  deter- 
mined on  building  a proposed  new  wing  of  the  county 
hospital  to  cost  $125,000.  Physicians  of  the  city  have 
protested  against  this  expenditure.  Tacoma  General 
and  St.  Joseph’s  hospitals  can  provide  three  hundred 
beds  for  the  care  of  county  patients  at  the  same  cost 
which  the  county  would  pay  in  the  added  wing.  This 
arrangement  would  obviate  the  cost  of  construction  to 
the  taxpayers  and  would  furnish  equally  good  accomo- 
dations for  the  needy.  Some  acrimonious  controversy 
has  followed  this  suggestion. 

Elimination  op  County  Health  Department.  The 
Chelan  County  Medical  Service  Corporation,  compris- 
ing physicians  of  the  county,  have  submitted  to  the 
county  commissioners  at  Wenatchee  a plan  to  eliminate 
the  county  health  department.  Instead  of  employing  a 
county  health  officer  this  service  corporation  will  care 
for  indigent  persons  at  a cost  less  than  that  of  past 
years,  including  hospitalization  and  drugs. 


Seattle  Academy  of  Surgery  held  its  annual  meet- 
ing July  12-13  with  a program  of  clinics  and  lectures, 
concluding  with  a dinner  that  was  largely  attended. 
The  guest  clinicians  and  lecturers  were  Dr.  A.  T. 
Bazin,  professor  of  surgery  McGill  University  Medical 
School,  and  Dr.  D.  W.  Boyd,  professor  of  pathology. 
University  of  Manitoba  Medical  School. 

New  County  Health  Officer.  J.  C.  Wiik  of  Belling- 
ham has  been  appointed  by  Whatcom  county  commis- 
sioners as  county  health  officer,  beginning  July  1.  He 
succeeded  Marion  Le  Cocq  of  Lynden. 

W.  O.  Bell  of  Seattle  has  returned  home  after  sev- 
eral months  spent  in  Europe  devoted  to  ophthalmologic 
study.  His  special  objective  was  the  meeting  in  Madrid 
of  the  Fourteenth  International  Ophthalmological  Con- 
gress, beside  a special  meeting  in  London. 

C.  M.  Jordan  of  Bremerton  has  moved  to  Sedro 
Woolley,  where  he  will  have  charge  of  approximately 
six  hundred  men  who  will  be  stationed  at  the  three 
C.  C.  C.  camps,  Hamilton  at  Lyman,  Skagit  on  Bacon 
Creek,  and  another  near  Glacier. 

G.  W.  OvERMEYER,  who  has  for  several  years  been 
medical  director  at  the  Orting  Soldiers  home,  has  lo- 
cated for  practice  at  Renton.  For  a number  of  years 
he  was  in  charge  of  hospitals  at  South  Bend  and  Ray- 
mond. 

Appointed  Health  Officer.  The  county  commission- 
ers of  Piecre  County  havee  appointeed  J.  H.  Egan  of 
Tacoma  county  health  officer.  He  succeeded  E.  F. 
Dodds,  whose  term  expired  July  1. 

Dana  R.  Hillery  has  located  for  practice  in  Issa- 
quah.  He  practiced  in  Seattle  for  the  past  year  after 
serving  as  intern  at  Providence  Hospital. 

W.  A.  Hibbs,  who  has  practiced  in  Seattle  for  the 
past  fifteen  years,  has  located  in  Sequim,  where  he 
resided  before  going  to  Seattle. 

Wedding.  E.  J.  Fitzgerald  of  Wallace  was  married 
to  Miss  Marion  Lane  of  St.  Louis  at  that  city  on  June 
28. 


IDAHO 

County  Health  Contract  Sustained.  The  County 
health  contract  awarded  to  E.  L.  Spohn  of  Coeur 
d’Alene  by  the  county  commissioners  has  been  upheld 
by  decision  of  the  superior  court.  The  judge  held  it 
was  not  necessary  for  the  county  to  hospitalize  all 
indigent  sick  at  the  county  poor  farm. 

Appointed  State  Inspector.  J.  H.  Einhouse,  city 
health  officer  of  Moscow,  has  been  appointed  state  sani- 
tary inspector.  Although  this  office  carries  no  salary, 
the  incumbent  will  have  full  authority  to  enforce  the 
sanitation  health  laws  of  the  state. 

New  County  Physician.  R.  C.  Matson  of  Jerome 
has  been  appointed  county  physician  by  the  board  of 
county  commissioners  to  succeed  Dr.  Schmershall. 

A.  M.  PoPMA  has  located  for  practice  at  New  Ply- 
mouth after  graduating  from  the  Medical  Department 
of  the  University  of  Iowa.  He  served  an  internship  at 
Santa  Clara  County  Hospital,  San  Jose,  Calif. 
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OBITUARIES 

Dr.  James  F.  Donnelly  of  Portland,  Ore.,  died  June 
27,  aged  49  years.  He  was  born  in  Baker,  Ore.,  in  1884. 
He  graduated  from  University  of  Oregon  in  1904  and 
from  University  of  Pennsylvania  Medical  School  in 
1908.  He  practiced  in  Portland  for  the  past  twenty- 
five  years,  taking  a prominent  part  in  medical  and  civic 
affairs.  He  was  an  official  in  various  medical  organi- 
zations and  fraternities.  In  his  will  he  provided  be- 
quests to  the  Cancer  Clinic  of  Good  Samaritan  Hospi- 
tal and  the  Scholarship  Fund  of  the  University  of  Penn- 
sylvania Medical  School.  His  years  of  practice  were 
characterized  by  great  interest  in  charitable  agencies. 

Dr.  Charles  W.  Shaff  of  Lewiston,  Ida.,  died 
June  22,  aged  78  years.  He  was  born  at  Placerville, 
Calif,  in  1855.  He  graduated  from  University  of  Iowa 
College  of  Medicine  in  1881.  In  his  youth  he  lived  in 
Oregon  and  taught  school  in  Marion  County.  He 
moved  from  the  Willamette  Valley  to  Lewiston  in  1883. 
He  took  active  part  in  the  development  of  the  city, 
besides  being  a prominent  member  of  the  profession. 
For  many  years  he  was  a member  of  the  Board  of 
Regents  of  University  of  Idaho  and  was  on  the  Board 
of  Trustees  of  the  Lewiston  Normal  School.  On 
account  of  his  many  interests  he  is  mourned  by  a large 
circle  of  friends. 

Dr.  Walter  J.  Taylor  of  Port  Angeles,  Wash.,  died 
July  19,  following  a period  of  despondency,  aged  56 
years.  He  was  born  in  London,  Ontario,  in  1877. 
After  preliminary  study  in  his  native  city  he  attended 
medical  school  at  Western  University  Department  of 
the  Normal  School  of  London,  from  which  he  gradu- 
ated in  1908.  This  was  followed  by  postgraduate  study 
at  Chicago  Polyclinic  in  1911.  Since  that  time  he  has 
practiced  at  Port  Angeles.  For  a number  of  years  he 
was  associated  in  practice  with  his  brother  W.  H.  Tay- 
lor and  also  with  D.  E.  McGillivray.  He  took  an  active 
part  in  civic  and  church  activities.  He  was  also  actively 
connected  with  a number  of  fraternal  organizations. 
In  1926  he  was  elected  to  the  State  Senate,  of  which 
he  was  a member  for  six  years.  He  will  be  greatly 
missed  in  Port  Angeles  where  he  has  for  so  long 
been  a leading  physician  and  citizen. 

Dr.  Benjamin  F.  West  of  Seattle,  Wash.,  died  July 
3,  aged  75  years.  He  was  born  in  Crawfordsville,  Ind., 
in  1858.  He  was  graduated  from  Miami  Medical  Col- 
lege, Cincinnati,  in  1889.  For  twenty-four  years  he 
was  medical  missionary  for  the  Methodist  Episcopal 
Church  at  Straits  Settlements.  He  located  for  prac- 
tice in  Seattle  in  1906,  where  he  practiced  until  the 
time  of  his  death. 

Dr.  William  W.  McCormick  of  Spokane,  Wash., 
died  July  12  as  a result  of  a cerebral  hemorrhage  sus- 
tained a year  ago,  aged  68  years.  He  graduated  from 
Gross  Medical  College,  Denver,  in  1888.  He  formerly 
practiced  in  New  Mexico,  Tacoma  and  Yakima.  Eor 
the  past  six  years  he  practiced  in  Spokane. 
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Obstetrics  a.vd  Gynecology.  By  80  leading  special- 
ists. Edited  by  Arthur  Hale  Curtis,  M.D.,  Professor 
and  Head  of  the  Department  of  Obstetrics  and  Gyne- 
cology, Northwestern  University  Medical  School;  Chief 
of  the  Gynecologic  Service,  Passavant  Memorial  Hos- 
pital, Chicago,  111.  Complete  in  3 Volumes  and  Separ- 
ate Dest  Index.  3500  pages  with  1664  illustrations, 
many  in  colors.  Philadelphia  and  London : W.  B. 
Saunders  Company,  1933.  Per  set.  Cloth  $35.00  net. 

Perhaps  no  one  book  or  series  of  books  recently 
published  on  obstetric  and  gynecologic  problems  has 
been  more  enthusiastically  received  than  this  set  of 
three  volumes.  The  editor  says  that  the  authors  have 
been  selected  to  write  for  this  series  because  of  their 
eminence  and  prominence  in  the  medical  teaching  of 
America.  Volume  I is  presented  at  this  time. 

The  most  complete  and  coordinated  history  of  mid- 
wifery ever  presented  is  written  by  Dr.  Cutler  of  Chi- 
cago. It  is  very  instructive  and  interesting.  Beginning 
in  the  early  sixteenth  century,  it  continues  to  the  pres- 
ent time-.  The  anatomy  of  the  pelvic  soft  parts  and 
bony  structure  is  concise  and  all  illustrations  are  re- 
cent and  especially  prepared  to  aid  in  a careful  under- 
standing of  the  text.  The  chapter  on  the  physiology 
of  the  reproductive  organs  contains  all  the  recent  data, 
along  with  a well  written  article  on  menstruation  in 
the  light  of  the  newer  knowledge. 

A thorough  review  of  the  embryology  of  the  fetus 
and  female  generative  tract  is  given,  also  the  diseases 
of  the  embryo  and  its  appendages.  The  chapter  on 
prenatal  care  is  excellent  and  gives  one  an  up-to-date 
method  of  handling  patients  during  this  important 
period.  Pregnancy,  labor  and  the  puerperium  are  dis- 
cussed in  a complete  manner.  Reference  is  also  made 
to  the  newborn  child  and  the  changes  that  occur  at 
birth. 

The  chapter  on  multiple  pregnancy  with  its  accom- 
panying roentgenograms  of  intrauterine  twins,  triplets 
and  quadruplets  is  very  interesting  reading.  The  last 
section  deals  with  the  pathology  of  pregnancy.  A con- 
servative management  of  the  toxemias  and  eclampsia  is 
advised.  The  treatment  is  given  in  detail.  The  volume 
is  profusely  illustrated,  including  many  beautiful  col- 
ored inserts,  which  add  greatly  to  the  value  of  the 
text.  Every  obstetrician,  whether  a specialist  or  gen- 
eral practitioner,  will  profit  greatly  by  consulting  these 
volumes.  Flclwig. 

The  Collected  Papers  of  The  Mayo  Clinic  and 
THE  Mayo  Eoundation.  Volume  XXIV,  1932.  Edited 
by  Mrs.  Maud  H.  Mellish-Wilson  and  Richard  M. 
Hewitt,  B.A.,  M.A..  M.D.  Octavo  of  1205  pages  with 
233  illustrations.  Philadelphia  and  London : W.  B. 
Saunders  Company,  1933.  Cloth  $11.50  net. 

Of  course  it  is  impossible  to  give  any  idea  of  the 
121  papers  included  in  this  volume.  It  is  without  doubt 
the  most  valuable  collection  of  clinical  papers  published 
during  the  year.  We  will  only  mention  a few  of  the 
subjects  which  happen  to  appeal  to  the  reviewer  and 
are  likely  to  prove  of  general  interest. 

The  causes  of  sudden  death  will  appeal  to  all.  Thus 
.Smith  notes  the  incidence  of  28  sudden  deaths  in  1172 
consecutive  autopsies.  Thirteen  occurred  from  coro- 
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nary  thrombosis  (few  minutes  to  five  hours).  Five 
deaths  were  due  to  cerebral  hemorrhage  (one  to  twelve 
hours).  Three  deaths  followed  pulmonary  embolism 
within  a few  minutes.  Status  lymphaticus  “will  prob- 
ably not  be  accepted  by  reliable  authorities  for  the 
cause  of  death.”  This  last  assertation  is  based  on  the 
long  study  of  the  Medical  Research  Council  and  Patho- 
logical Society  of  Great  Britian  and  Ireland,  whose 
committee  decided  that  there  is  no  evidence  of  the 
existence  of  so-called  status  lymphaticus.  Rupture  of 
the  myocardium  is  a rare  cause  of  sudden  death;  seven 
cases  in  6, (XX)  autopsies.  Anaphylaxis  is  rarer.  Park 
cites  one  case  of  sudden  death  in  70, (XX)  patients  given 
diphtheria  antitoxin,  and  34  per  cent  of  fatal  cases  have 
had  hay  fever  or  asthma  according  to  Lamson. 

Gaarde  presents  a practical  paper  on  allergy.  He 
states  that  skin  tests  for  food  allergy  are  unreliable. 
We  may  get  negative  skin  tests  in  patients  who  are 
clinically  sensitive  to  certain  foods,  and  positive  skin 
reactions  to  foods  that  produce  no  symptoms.  Fair 
results  may  be  obtained  in  skin  tests  for  air-borne  sub- 
stances, such  as  pollens,  animal  emanations,  dusts,  vege- 
table powders  and  molds,  but  skin  tests  are  unreliable 
in  the  case  of  bacteria  and  ingested  proteins.  Gaarde 
emphasizes  the  fact  that  not  only  is  there  great  diffi- 
culty in  discovering  the  specific  excitant  in  allergic 
disease  but  when  they  are  found  their  removal  does 
not  always  cure  the  patient.  In  most  cases  the  treat- 
ment of  nonspecific  causes  as  fear,  poor  nutrition, 
fatigue,  nervous  exhaustion  and  education  of  the  pa- 
tient, or  general  medical  care  of  the  subject,  will  give 
better  results  than  investigation  from  the  allergic  stand- 
point alone. 

Dr.  W.  J.  Mayo  has  a very  interesting  address  on 
distinguished  surgeons  he  has  met  here  and  abroad  in 
his  many  journeys.  One  story  about  Sam.  J.  Mixter, 
the  reviewer’s  old  surgical  chief  when  an  interne  in 
Boston,  is  amusing.  Drs.  Mayo  and  Ochsner  went  to 
Boston  in  their  early  days  with  their  first  tuxedo  suits 
and  expected  to  be  recognized  only  by  the  janitor. 
But  Dr.  Mixter  invited  them  to  meet  the  surgical  staff 
at  the  Mass.  General  Hospital  at  lunch  and  to  dine  at 
his  home.  Ten  years  later  Prof.  J.  Collins  Warren  told 
him  how  he  first  heard  of  Dr.  Mayo  when  Sam  Mixter 
called  him  up  to  meet  two  westerners  at  his  house. 
“All  right,  who  are  they?”  replied  Warren.  “Oh, 
damned  if  I know,”  said  Mixter.  This  to  show  the 
hospitality  of  the  supposedly  exclusive  Bostonese. 

Winslow. 

Practical  Hematological  Diagnosis.  By  O.  H. 
Perry  Pepper,  M.D.,  Professor  of  Clinical  Medicine, 
University  of  Pennsylvania,  etc.  and  David  L.  Farley, 
M.D.,  Physician  to  the  Pennsylvania  Hospital,  Phila- 
delphia, etc.  562  pages,  illustrated.  Philadelphia  and 
London : W.  B.  Saunders  Company,  1933.  Qoth  $6.(X). 

In  the  preface  the  authors  state  that  the  usefulness 
of  clinical  hematology  is  handicapped  by  a confusion 
of  terms  and  methods.  They  allege  that  the  object  of 
the  book  is  for  the  purpose  of  simplification. 

The  book  is  divided  into  three  parts:  Part  1.  The 
components  of  the  blood,  the  methods  of  their  study, 
and  the  significance  of  the  results  obtained.  Part  2. 
Hematologic  diagnosis  of  the  diseases  of  the  hemo- 
poietic system.  Part  3.  Hematology  of  diseases  not 


primarily  of  the  blood.  The  discussion  as  to  the  ori- 
gin of  the  blood  definitely  leans  toward  the  polyphy- 
letic  theory.  We  do  not  believe  that  this  theory  is  as 
useful  in  the  understanding  of  hematolo^  as  the 
monophyletic  theory  as  taught  by  Maximow. 

In  the  main  this  discussion  of  methods  is  good  and 
they  do  tend  to  select  simplified  procedures.  In  Part 
3,  dealing  with  the  interpretation  of  the  blood  pic- 
ture, the  authors  are  inclined  to  arrive  at  a diagnosis 
on  blood  findings  alone.  We  feel  that  this  book  might 
better  be  read  by  one  thoroughly  familiar  with  hema- 
tology than  by  one  attempting  to  become  familiar  with 
the  subject.  Nickson. 

Holt’s  Diseases  of  Infancy  and  Childhood.  A 
Textbook  for  the  Use  of  Students  and  Practitioners 
by  the  late  L.  Emmett  Holt,  M.D.,  and  John  Howland, 
M.D.  Revised  by  G.  Emmett  Holt,  Jr.,  M.D.,  Associate 
Professor  of  Pediatrics,  Johns  Hopkins  University,  etc. 
and  Rustin  McIntosh,  M.D.,  Carpentier  Professor  of 
Diseases  of  Children,  Columbia  University,  etc.  Tenth 
Edition.  1240  pp.  $10.00.  D.  Appleton  & Co.,  New 
York  and  London,  1933. 

This  new  edition  comes  to  us  as  a most  welcome 
addition  to  the  medical  library.  At  a time  when  def- 
erence to  authority  and  adherence  to  tradition  are  giv- 
ing way  to  an  attitude  of  scientific  inquiry,  this  book 
appears  to  fill  a definite  need  to  both  the  pediatrician 
and  the  general  practitioner.  Much  of  the  book  is  of 
the  monographic  form.  The  authors,  in  the  inclusion 
of  very  recent  medical  opinions  and  conclusions,  are 
daring  as  to  customary  textbook  caution.  Their  dis- 
cussion of  the  recently  appearing  submucous  laryn- 
gitis, that  has  recently  given  such  grave  concern^  is 
timely  and  their  unrestricted  recommendation  for  early 
trachetomy  is  supporting  to  one  who  is  making  a thera- 
peutic decision.  The  section  on  infant  feeding  is 
most  lucid.  The  bedside  approach  to  the  diabetic  diet 
and  insulin  dosage  is  the  best  and  most  easily  applied 
of  all  systems  the  reviewer  has  seen.  The  pediatrician 
will  find  this  volume  most  valuable  for  quick  reference 
and  the  general  practitioner  should  find  it  indispensible. 

Wade. 

Psychoanalysis  and  Medictne.  A Study  of  the 
Wish  to  Fall  111.  By  Karin  Stephen,  M.A.,  M.R.C.S., 
L.R.C.P.  Sometime  Fellow  of  Newham  College,  Cam- 
bridge. Cloth.  238  pp.  $2.50.  The  Macmillan  Com- 
pany, New  York,  1933. 

The  author  brings  to  the  reader  a very  clear  cut 
analysis  of  the  subconscious  mind  and  its  mental  mech- 
anisms. The  book  is  based  on  a series  of  eight  lectures 
delivered  at  Cambridge  mainly  to  medical  students.  The 
hyiK>thesis  used  is  one  that  Freud  employed  in  psycho- 
analysis. In  the  history  of  medicine  certain  kinds  of 
illness,  both  bodily  and  mental,  have  been  baffling. 
When  there  is  something  organically  wrong  with  the 
body,  when  it  has  been  injured  or  infected;  orthodox 
medicine  is  at  home.  But  when  the  physician  is  unable 
to  find  an  organic  basis,  he  has  been  as  bewildered 
as  the  patient  is  knowing  which  way  to  turn.  Psycho- 
analysis is  beginning  to  bring  order  out  of  this  chaos. 
In  modern  medicine  the  term  psychogenic  is  used  to 
cover  the  whole  series  of  abnormalities  whose  origin 
appear  to  be  mental,  as  contrasted  with  the  more 
familiar  organic  illnesses  in  which  the  cause  is  physical. 
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It  is  probably  often  true  that  both  organic  and 
psychogenic  factors  are  at  work  in  a given  case.  It  is 
not  so  much  a question  of  rejecting  one  and  deciding  in 
favor  of  the  other  as  of  estimating  their  relative  im- 
portance in  the  particular  case,  and  from  the  point  of 
view  of  treatment  deciding  which  approach  seems  to 
hold  out  the  best  chance  of  lasting  cure. 

Until  recently,  medicine,  while  making  immense  ad- 
vances in  the  study  of  organic  illnesses,  has  stood 
aloof  from  the  psychogenic  side.  Orthodox  medicine 
has  with  peculiar  conformity  withdrawn  its  interest  in 
cases  of  a psychogenic  nature.  In  recent  times  Freud’s 
work  has  gone  far  to  alter  this  position.  We  now 
know  a great  deal  more  than  formerly  about  the  mental 
and  emotional  maladjustments  from  which  psychogenic 
illness  springs.  The  author  in  her  books  does  much  to 
clear  up  many  of  the  complex  mental  problems.  This 
work  is  recommended  highly  to  the  medical  practi- 
tioners. Clancy 

The  Medical  Clinics  of  North  America.  (Issued 
serially,  one  number  every  other  month)  Volume  17, 
No.  1.  (New  York  Number — July  1933).  Octavo  of 
324  pages  with  64  illustrations.  Per  Clinic  year,  July 
1933  to  May  1934.  Paper,  $12.00;  Cloth,  $16.00  net. 
Philadelphia  and  London:  W.  B.  Saunders  Company, 
1933. 

This  volume  brings  clinical  reports  from  thirty  physi- 
cians practicing  in  the  hospitals  and  educational  insti- 
tutions of  New  York  City.  They  cover  a great  variety 
of  interesting  topics.  Mosenthal,  Ashe,  Poindexter  and 
MacBrayer  discuss  a case  of  spontaneous  hypoglycemia 
occurring  in  the  course  of  essential  hypertension.  The 
hypertension  covered  a period  of  thirteen  years,  during 
which  its  height  reached  284/178.  The  hypoglycemia 
existed  for  a period  of  nine  years,  reaching  the  low 
record  of  50  mg.  per  100  cc.  Harkavy  discusses  aller- 
gic manifestations  of  the  common  cold.  He  says  that 
recurrent  winter  cough  and  bronchial  asthma  due  to 
chronic  focal  infections  in  the  respiratory  tract  arc 
allergic  manifestations  occurring  as  a sequence  to  the 
common  cold.  Many  other  suggestive  and  instructive 
clinical  cases  are  considered. 

The  Elements  of  Medical  Treatment.  By  Robert 
Hutchinson,  M.D.,  F.R.C.P.,  Physician  to  the  London 
Hospital  and  to  the  Hospital  for  Sick  Children,  Great 
Ormond  Street.  2nd  edition.  188  pp.  $2.00  Wm.  Wood 
and  Company,  Baltimore,  1933. 

This  is  not  a complete  treatise  on  medical  treatment. 
The  author  states  that  he  aims  to  set  out  principles 
and  their  application  to  the  commoner  forms  of  disease 
met  with  in  practice,  giving  special  attention  to  the 
prescription  of  drugs.  After  discussing  general 
principles  there  are  chapters  on  many  conditions  met 
by  every  practitioner,  such  as  fever,  insomnia,  consti- 


pation and  diaarrhea,  anemia,  dyspepsia.  Then  come 
chapters  on  diabetes,  endocrine  treatment  and  physical 
therapy.  If  one  wishes  practical  suggestions  in  con- 
densed form  they  are  available  in  this  volume. 

Radiologic  Maxims,  by  Harold  Swanberg,  B.  Sc., 
M.D.,  F.A.C.P.,  Editor  of  The  Radiological  Review, 
Quincy,  Illinois.  With  a forword  by  Henry  Schmitz, 

A. M.,  M.D.,  L.L.D.,  F.A.C.S.,  Professor  of  Gynecology 
and  Head  of  the  Department,  Loyola  University  School 
of  Medicine.  Cloth.  Price,  $1.50.  Pages.  126.  Quincy, 
111.  Radiological  Review  Publishing  Company,  1932. 

This  booklet  is  a compilation  of  maxims  which  have 
been  previously  published.  The  author  claims  no  ori- 
ginality for  them,  nearly  all  having  been  suggested  by 
books  and  reviews  including  short  statements  on  radi- 
ologic subjects  from  current  literature.  It  comprises 
subjects  of  information  of  one  or  a few  sentences 
grouped  under  the  general  headings  of  radiology,  roent- 
gen diagnosis  and  radiation  therapy.  The  radiologists 
will  find  informative  suggestions  in  these  pages. 

Nutrition.  By  Graham  Lusk,  Sc.D.,  M.D.,  LL.D., 
Late  Professor  of  Physiology,  Cornell  University  Medi- 
cal College.  With  13  illustrations.  142  pp.  $1.50.  Paul 

B.  Hober,  Inc.,  New  York,  1913. 

This  little  volume  of  the  ''Clio  Medica”  series  is 
another  of  the  pocket  editions  covering  numerous  his- 
torical considerations.  Tlie  author,  a distinguished 
physiologist,  finished  the  manuscript  a few  weeks  be- 
fore his  sudden  illness  after  forty-two  years  of  teach- 
ing and  research  work.  The  book  presents  a brief 
review  of  the  subject  of  nutrition  from  the  ancient 
world  to  the  nineteenth  century,  showing  the  progress 
made  and  the  investigations  of  many  distinguished 
physiologists.  This  small  volume  will  pay  the  reading 
for  one  interested  in  medical  history  and  development 
of  scientific  medicine. 

Surgical  Clinics  of  North  America:  (Issued  seri- 
ally one  number  every  other  month.)  Volume  13,  Num- 
ber 3.  (Lahey  Clinic  Number — June  1933)  275  pages 
with  98  illustrations.  Per  Clinic  Year  (February  1933 
to  December  1933)  Paper  $12.00;  Cloth  $16.(X)  net. 
Philadelphia  and  London : W.  B.  Saunders  Company, 
1933. 

This  volume  offers  clinical  reports  from  fourteen 
members  of  the  Lahey  Clinic  at  Boston.  Lahey  pre- 
sents an  instructive  discussion  of  esophageal  diverticu- 
la, describing  in  detail  operative  procedures.  They 
report  forty-two  successful  cases  without  fatality.  Most 
of  the  clinical  reports  cover  surgical  conditions.  Allan 
discusses  surgery  and  diabetes,  including  a repori  of 
varied  operations  on  patients  with  this  diseases.  There 
are  interesting  reports  of  surgical  procedures  for  car- 
cinoma of  the  intestinal  tract  and  various  goiter  condi- 
tions. 
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WINNIPEG,  MANITOBA 

When  I proposed  the  psychoneuroses  as  a topic 
for  an  address  to  your  organization,  your  secre- 
tary asked,  “which  one  ?”  The  fact  of  the  matter 
is  that,  since  this  is  a gathering  made  up  of  men 
of  A’arying  interests,  I do  not  propose  to  devote 
any  time  to  the  special  consideration  of  any  one 
of  the  psychoneuroses.  It  has  seemed  to  me  that 
under  the  circumstances  a rather  general  survey 
of  the  subject  would  be  more  appropriate. 

It  matters  little  the  branch  of  the  great  field  of 
medicine  in  which  we  labor,  psychoneurotics  are 
always  with  us.  They  constitute  a large  and  per- 
haps a growing  proportion  of  our  patients.  Some 
have  gone  so  far  as  to  say  that  70  per  cent  of  the 
complaints  of  patients  attending  the  general  prac- 
titioner or  internist  have  no  discoverable  organic 
cause  and,  therefore,  belong  properly  in  the  group 
we  now  have  under  consideration.  Possibly  this 
estimate  is  too  large.  It  serves,  however,  to  direct 
our  attention  to  a huge  reservoir  of  ill  health  and 
unhappiness  in  our  midst  and  for  the  remedying 
of  which  we  do  little  enough. 

It  is  pleasing  to  note  a growing  tolerance  to 
discussions  of  this  kind.  There  was  a time,  and 
not  long  ago,  Avhen  such  a topic  could  scarcely 
have  found  a place  on  the  program  of  a general 
medical  gathering,  or  if  it  did,  its  presentation 

•Read  before  the  Twelfth  Annual  Meeting-  of  Pacific 
Northwest  Medical  Association,  Vancouver,  B.  C.,  July 
4-7,  Vancouver,  B.  C. 


Avas  either  received  with  little  interest  or  was  the 
signal  for  rather  acrimonious  discussion.  The 
fact  of  the  matter  is  that  we  are  obliged  to  be  in- 
terested. 

Councilmen  defined  disease  as  “a  change  pro- 
duced in  living  beings,  in  consequence  of  which 
they  are  no  longer  in  harmony  with  their  environ- 
ment.” The  sick  and  handicapped  bring  their 
problems  to  us;  they  expect  us  to  assist  them  in 
the  elucidation  and  dissolution  of  what  they  be- 
lieve to  be  their  diseases.  Their  problems  are 
many,  the  failures  that  they  represent  may  lie  in 
many  fields.  The  internist,  the  surgeon,  the  op- 
thalmologist,  above  all,  the  gynecologist  meet  them 
in  consulting  room  or  hospital  department.  Each 
is  intent,  and  no  doubt  seriously  intent  on  settling 
the  problems  presented  to  him,  the  problem  of 
why  this  individual’s  life  has  not  its  due  need  of 
happy  usefulness. 

But  why  do  they  fail  so  often  and  so  mani- 
festly? We  may  well  inquire.  Some  failures  in 
this  type  of  case  are  undoubtedly  the  result  of 
ignorance  on  the  part  of  medical  men.  Starting 
with  a medical  training  redolent  of  materialism, 
the  materialism  of  anatomic,  pathologic  and 
chemical  laboratories,  their  interest  and  gaze  are 
fixed  upon  tangible,  physical  factors.  The  tend- 
ency undoubtedly  is  to  ignore  the  patient  and  con- 
centrate attention  upon  the  limited  abnormality 
of  structure  or  function  that  looks  as  if  it  might 
explain  all  the  patient’s  manifold  distresses.  In 
this  field  triumphs  have  been  won.  No  one 
doubts  nor  belittles  them.  But  in  the  glamor 
and  prestige  of  these  triumphs  hoAV  often  is  the 
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patient,  the  living  sensitive  unity  that  bears  the 
disease,  how  often  is  he  lost  sight  of  ? 

Medical  education  of  the  modern  type  has  start- 
ed an  attitude  of  mind  and  has  inevitably  directed 
and  colored  subsequent  experience  so  that  that 
which  was  not  inculcated  is  ignored  or  even 
scorned.  We  too  often  are  satisfied  when,  no 
physical  foundation  for  complaints  being  dis- 
covered, when  our  pet  remedies  and  operations 
fail  to  produce  satisfaction,  we  lapse  into  the 
primitive  method  of  denial  of  existence  and  label 
the  patient  and  treat  him  as  a fake  deserving  no 
further  consideration.  “Structural  alteration,  sub- 
tle biochemic  disorder,  obscure  infection  or  tox- 
emia” must  explain  the  complaints,  or  they  simply 
do  not  exist.  But  no  individual’s  life  exists 
simply  as  a congerie  of  integrated  structures  and 
function ; he,  himself,  is  a unity  in  which  all  the 
problems  of  life,  individual  and  social,  play  a part. 
In  these  he  may  fail,  “no  matter  how  splendid  his 
several  organs  may  be,  no  matter  howsoever  vali- 
antly his  bodily  defenses  resist  organismal  at- 
tack, no  matter  how  perfect  his  metabolism  may 
be.”  With  this  failure,  a veritable  Pandora’s  box 
of  odd  and  vague  bodily  complaints  may  be 
opened,  and,  if  intestinal  kinks,  deviated  septa, 
errors  of  refraction,  oral  sepsis,  an  acrobatic 
uterus  or  endocrine  disorder  will  not  explain 
them,  the  patient  is  very  liable  to  be  despised 
and  rejected,  from  then  on  to  seek  solace  from 
one  or  other  of  the  pseudoscientific  cults,  over 
whose  existence  we  wildly  rave.  Is  it  not  pos- 
sible, more  than  that,  is  it  not  sure  that  we  our- 
selves, in  our  ignorance  and  narrowness  of  in- 
terest, are  the  best  indirect  supports  of  these 
masters  of  effrontery? 

We  must  remember  that  to  the  patient  his  diffi- 
culties are  very  real  and  certainly  are  not  such  as 
can  be  exorcised  by  mere  scolding,  a slap  on  the 
back  with  assurance  of  his  perfect  condition,  or 
by  the  haphazard  prescription  of  medicine.  His 
belief  as  to  the  genesis  and  causes  of  his  troubles 
is  wrong  nine  times  out  of  ten,  since  he  too  is  a 
materialist,  and  must  perforce  and  for  reasons 
of  respectability  ascribe  his  discomforts  to  or- 
ganic disorder.  He  wanders  about  from  physi- 
cian to  physician,  far  more  watchful  of  them  than 
they  of  him.  He  waits  to  see  what  the  physi- 
cian’s attitude  will  be.  On  it  depends  the  con- 
tinuance of  the  relationship.  A slip  on  the  physi- 
cian’s part  and  the  budding  struggling  desire  for 
confidence  is  gone. 

The  central  nucleus  of  the  neurosis,  no  mailer 
of  what  type,  is  social  inadequacy  due  to  malad- 


justment of  the  individual  to  his  life  problems. 
As  I have  said,  no  human  being  is  simply  a group 
of  organs  or  an  isolated  unit.  He  is  a thing  of 
many  parts  intimately  related  and  correlated,  and, 
further,  is  connected  in  the  most  intimate  way 
with  his  environment.  In  fact,  he  and  his  diffi- 
culties are  only  fully  understandable  in  terms  in- 
cluding environment.  “In  other  words,  there  are 
many  sick  people  whose  problems  cannot  be  un- 
derstood unless  one  takes  into  account  the  fullness 
of  human  nature  and  the  special  environmental 
influences  under  which  they  have  broken  down.” 
One  may  quote  the  words  of  Haldane,  the  dis- 
tinguished physiologist ; “By  studying  the  re- 
sponses of  renal  excretion,  of  respiration,  or  cir- 
culation, of  blood  composition,  of  the  nervous 
system  and  of  every  other  organ  or  tissue  of  the 
body  to  changes  in  environment,  we  can  discover 
how  each  organ  or  tissue  plays  its  part  in  life 
as  a whole;  but  if  we  leave  out  of  account  life  as 
a whole,  we  reach  nothing  but  an  unintelligible 
jumble  of  unconnected  observations.  On  this 
point  I most  emphatically  mean  what  I say.” 

Life  for  the  individual  means  a continuing  at- 
tempt at  compromise  between  his  own  individual 
urges  and  the  molding  forces  of  environment  and 
custom.  The  baby  is  a thorough  going  indivi- 
dualist, intent  on  securing  his  own  comfort  and 
satisfactions.  The  child,  as  he  attempts  to  an- 
swer questions,  to  overcome  difficulties,  solve  rid- 
dles, attain  power,  is  constantly  striving  toward 
that  self-satisfying  completeness,  for  which  we 
all  war. 

Efficient  satisfying  life  depends  on : 

1.  Structural  and  functional  adequacy  of  the 
various  organs  and  systems  of  the  body,  and  es- 
pecially important  are  the  central  nervous  and  the 
endocrine  systems.  These  are  the  great  inte- 
grators and  regulators.  Disorder  in  them  most 
quickly  interferes  with  one’s  life  reactions  or 
behavior. 

2.  The  instinctive  and  emotional  equipment. 
People  vary  greatly  in  this  respect;  instinctive 
and  emotional  balance  is  necessary  for  wholesome 
satisfying  life. 

3.  The  special  experiences  of  the  individual’s 
life  aid  or  retard  him  in  his  efforts  at  adjust- 
ment. Experiences  heavily  charged  with  emotion 
mould  our  lives,  as  all  of  us  know  and  are  ready 
to  admit. 

4.  The  balance  of  work,  rest  and  recreation 
have  much  to  do  with  the  way  in  which  we  meet 
our  problems.  Each  day’s  program  must  be  bal- 
anced and  a well  planned  life  is  made  up  of  well 
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planned  days  and  absorbs  emergencies  and  diffi- 
culties without  strain. 

5.  The  actual  life  setting — domestic  life,  oc- 
cupation, social  contacts.  Disruptions  in  these 
inevitably  produce  trouble. 

Thinking  over  the  difficulties  of  life  and  grant- 
ing the  primitive  and  fundamental  need  for  food 
and  shelter,  one  must  conclude,  I think,  that  the 
major  demands  are  three  in  number:  (1)  social 
acceptance,  (2)  occupational  gratification,  (3)  a 
satisfactory  sex  life.  These  probably  cover  most 
of  the  strivings  of  human  beings  and  it  is  with 
them  that  failure  is  most  likely  to  occur.  Such 
failure  does  not  leave  the  individual  unscathed. 
There  are  reverberations  throughout  his  whole 
life  and  its  activities.  These  reverberations  con- 
stitute what  we  call  “ neurosis  or  psychoneuro- 
sis.” 

These  three  categories  are  vast  and  difficult  to 
grasp  in  sufficient  detail.  Let  us  look  more 
closely  for  some  of  the  specific  difficulties  that 
we  may  find  underlying  a given  case  of  psycho- 
neurosis, for  after  all  we  are  primarily  interested 
in  the  practical  aspects  of  the  subject. 

First  of  all  there  are  items  closely  related  to 
the  physical  life  and  among  these  the  exhaustion 
consequent  upon  illness  is  of  great  importance. 
We  need  not  be  reminded  of  the  alteration  so  pro- 
duced in  bodily  strength,  temperament,  outlooks 
and  emotional  control.  The  languid,  pessimistic 
and  irritable  convalescent  is  a familiar  figure. 
The  physical  devastations  of  his  disease  are  at  an 
end  but  he  reacts  to  his  life  in  a definitely  altered 
way.  He  cannot  work,  he  feels  himself  in  some 
vague  but  appreciable  way  temporarily  out  of 
touch  with  things.  We  scornfully  dub  him  neur- 
otic and  so  he  is  but  surely  this  should  not  blind 
us  to  his  troubles,  stop  our  efforts  to  understand 
them,  nor  deprive  him  of  our  patient,  sympa- 
thetic concern. 

Malnutrition  is  another  factor  to  be  considered. 
It  may  be  the  result  of  disease,  of  notions  as  to 
foods  that  disagree  and  that  one  by  one  are  elim- 
inated from  the  diet  till  virtually  nothing  of  value 
remains,  or  it  may  be  the  result  of  misguided 
efforts  to  lose  weight  or  to  remain  slim.  Clothes 
are  not  the  only  things  that  fluctuate  in  fashion ; 
body  conformation  periodically  becomes  the  sub- 
ject of  extreme  solicitude  and  not  infrequently 
damage  results.  Physical  processes  are  not  alone 
impoverished ; defences  against  infection  are  de- 
pleted and  often  enough  the  whole  attitude  to- 
ward and  outlook  upon  life  are  altered. 

In  these  days  of  widespread  public  knowledge 


of  disease  the  fears  engendered  by  insufficient 
knowledge  produce  many  a neurosis.  I often 
wonder  if  it  is  not  true  that  the  only  people  who 
read  the  syndicated  medical  articles  in  papers  are 
the  very  ones  who  should  not.  They  appear  drawn 
to  them  by  fear,  and,  like  the  medical  student,  fre- 
quently decide  that  this  or  that  description  suits 
their  cases  precisely  and  from  then  on  they  are  in- 
trospective and  burdened  with  apprehension. 
Medical  men  themselves  are  not  free  from  blame 
in  thus  engendering  fear.  Through  ignorance  or 
something  worse,  they  engender  or  fan  the  anxie- 
ties of  patients.  Heart  disease  where  there  is 
none,  ulcer  where  there  is  none,  magnification  of 
the  importance  of  uterine  displacements  are  some 
of  the  more  common  of  these  blunders.  On  these 
the  patient  builds  a more  or  less  terrifying  edifice, 
life  darkens,  efficiency  fails  and  the  rank  growth 
of  a neurosis  springs  up. 

Certain  physiologic  epochs  are  marked  not 
only  by  definite  functional  change  but  involve 
also  changes  in  the  relationship  of  the  individual 
to  his  life  problem.  Adolescence  is  one  of  these 
periods,  and  one  is  not  surprised  that  it  is  a time 
when  neuroses  are  particularly  prone  to  occur. 
However,  the  climacteric  is  the  star  producer  of 
trouble.  We  are  satisfied  that  frank  endocrine 
imbalance  occurs  then,  but  of  its  ramifications 
we  are  largely  ignorant.  In  addition,  the  indivi- 
dual, possibly  prepared  by  years  of  anxious  ex- 
pectation, finds  life  different.  She  fears  for  her 
relative  position  in  domestic  and  social  circles, 
usefulness  seems  threatened,  the  gaunt  shadow 
of  uselessness  falls  across  the  threshhold.  I know 
of  no  group  of  anxiety-torn  mortals  who  so  ur- 
gently call  for  and  need  the  best  that  we  can 
offer  in  sympathetic  understanding  and  assis- 
tance. 

When  we  consider  environmental  factors  we  step 
into  a field  almost  too  vast  to  compass.  We  may 
only  mention  some  outstanding  environmental  in- 
fluences that  may  engender  neuroses.  Uncongen- 
ial social  life  or  occupation  is  particularly  prone 
to  produce  that  sense  of  failure  that,  growing  and 
battening  on  consequent  inefficiency,  ultimately 
leads  to  the  neurotic  state.  The  great  majority  of 
people  instinctively  long  for  social  acceptance  at  a 
satisfying  level.  Many,  who  for  one  reason  or  an- 
other cannot  attain  it,  became  peevishly  introspec- 
tive, nourish  a resentment  against  things  as  they 
are,  and  shortly  begin  to  complain  of  the  one  or 
more  vague  discomforts  that  indicate  the  pressure 
of  neurosis.  Similarly  misfits  in  occupation  give 
evidence  of  their  disappointment  and  frustration. 
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The  woman,  whose  active  alert  mind  rides  poorly 
with  the  menial  task  into  which  circumstances 
have  forced  her,  the  man  who  flounders  along  in 
work  for  which  he  is  by  nature  poorly  equipped, 
both  are  ripe  material  for  inefficient  and  inade- 
quate adjustment  to  the  facts  of  life,  both  go  to 
swell  the  number  of  those  who  react  with  a psy- 
choneurosis. 

Someone  once  said  that  marriage  was  a good 
thing  for  the  race  but  mighty  hard  on  some  indi- 
viduals. And  it  is,  of  course,  true  since  there  are 
people  who  find  themselves,  for  one  reason  or  an- 
other, incapable  of  living  an  harmonious  do- 
mestic life.  The  grounds  upon  which  difficulties 
may  arise  are  many ; we  cannot  stop  to  mention 
them.  Sufficient  to  remind  you  that  here  again 
is  fertile  soil  for  the  development  of  neurotic 
states.  Disappointment  in  the  attainment  of  the 
ideals  once  so  fondly  cherished,  the  monotony  and 
drudgery  of  an  uphill  battle  to  keep  going,  re- 
sponsibilities grown  beyond  capabilities,  frank 
differences  in  sexual  life;  again  and  again  one 
finds  these  at  the  bottom  of  the  multitudinous 
complaints,  especially  of  women.  In  their  anxi- 
ety to  find  some  respectable  material  cause  for  the 
aches  and  pains,  the  disturbed  sleep,  the  lassitude, 
the  rebellious  stomach,  these  people  do  not  spon- 
taneously tell  of  these  extracorporeal  difficulties, 
they  may  not  suspect  them  even,  or,  suspecting 
them,  they  may  perversely  conceal  them  from  the 
knowledge  of  others. 

It  may  seem  a far  cry  from  the  neurosis  in  a 
given  patient  to  the  attitude  of  his  parents  toward 
him  in  early  life,  but  I can  assure  you  that  these 
attitudes  are  potent  causes  and  appear  again  and 
again  in  etiology.  The  parent  or  parents  who 
heap  too  much  responsibility  on  the  growing  child, 
who  spoil  him,  or  are  too  ambitious  for  him  and 
urge  him  beyond  his  capabilities,  or  who  attempt 
to  live  out  in  the  child  their  own  thwarted  ambi- 
tions, these  parents  are  storing  up  trouble  not  for 
themselves  alone,  but  to  a much  greater  degree 
for  the  individual  whose  life  they  in  their  blind- 
ness do  much  to  ruin.  Then,  too,  there  are  hated 
children;  it  is  difficult  to  credit  it,  but  there  are. 
The  child  is  astute  enough  to  discover  attitudes  of 
this  kind,  thinly  veiled  as  they  usually  are.  What 
is  to  be  his  reaction  to  life?  With  what  confi- 
dence does  he  face  his  world?  How  likely  it  is 
that  he  will  prove  socially  inadequate  and  finally 
a derelict  floating  unhappily  along  his  way. 

The  parent  who  is  overanxious,  who,  with  all 
his  or  her  affection  wrapped  up  in  the  child,  con- 
stantly fears  this  or  that  awful  thing  may  happen. 


contributes  heavily  to  the  roll  of  psychoneurotics. 
Here,  again,  the  child,  the  great  imitator,  readily 
adapts  his  parents  apprehensive  habit  of  mind  and 
becomes  himself  apprehensive  and  watchful  for 
the  first  dread  signs  of  disorder.  The  ordinary 
sensations  of  life  readily  assume  baleful  signifi- 
cance to  such  people.  In  their  watchful  cai'e, 
these  inconsequential  things  grow  and  grow.  Life 
is  soon  full  of  troubles  and  troubles  that  with  the 
real  causes  overlooked  or  with  wrong  treatment 
instituted  simply  keep  on  growing. 

We  do  not  suppose  that  all  people  are  equally 
prone  to  develop  unhealthy  reactions  of  the  neu- 
rotic type.  There  is  no  doubt  in  any  one's  mind 
that  there  are  many  people  who  are  in  a greater 
or  lesser  degree  vulnerable.  When  everything 
goes  well  and  life  runs  along  like  a song,  they 
have  little  trouble,  but  at  the  first  really  difficult 
situation  they  begin  to  show  reactions  of  a neu- 
rotic character.  During  the  first  portion  of  the 
current  depression  this  was  increasingly  evident. 
In  the  past  four  months  much  more  serious  reac- 
tions of  psychotic  type  have  been  appearing.  Dur- 
ing the  war  when  psychoneurotic  breakdown  was 
so  common,  there  was  a good  bit  of  argument  as 
to  whether  or  not  it  was  likely  that,  given  a suffi- 
ciently severe  and  prolonged  strain,  even  the  most 
sturdy  and  stable  would  break  down.  The  argu- 
ment was  never  settled  so  far  as  I know  but  there 
can  be  really  little  doubt  that  the  oversensitive, 
unstable  personality  yields  more  readily.  Nor  can 
there  be  doubt  that  some  at  least  of  these  are  the 
outcome  of  defective  inheritance.  Certain  com- 
binations of  neurotic  traits  appearing  in  childhood 
give  some  indication  of  what  adult  life  is  to  be. 
The  child,  who  has  prolonged  difficulty  with  enur- 
esis, sleep  walking,  excessive  fear  of  thunder,  nau- 
sea at  the  sight  of  blood  and  temper  tantrums,  is 
very  likely  to  turn  out  to  be  an  oversensitive, 
easily  upset  adult,  ripe  material  for  the  develop- 
ment of  a neurosis. 

With  the  sex  life  contributing  so  heavily  to  the 
factors  influencing  existence  for  good  or  ill,  it  is 
not  surprising  that  disorders  and  difficulties  in  it 
are  potent  causes  for  so  called  “nervous  break- 
down.” Illicit  relationships,  rather  philosoph- 
ically accepted  by  many,  with  others  come  into 
sharp  conflict  with  deep  rooted  moral  standards. 
The  individual  finds  himself,  or  most  likely  her- 
self, torn  by  opposing  forces — a powerful  instinct 
and  appetite  on  one  hand  and  almost  equally  pow- 
erful acquired  standards  of  conduct  on  the  other 
— a condition  that  is  the  best  of  all  starting  points 
for  neurosis. 
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Unsatisfactory  marriage  relationships,  due 
either  to  definite  disparity  in  sexual  needs  or  ill 
advised  efforts  to  control  reproduction,  are  a po- 
tent source  of  trouble  for  more  people  than  is 
supposed,  and  investigation  in  this  direction  is 
suggested  particularly  when  one  hears  complaints 
of  vague  but  insistent  anxiety,  odd  impulses  that 
are  controlled  with  difficulty  or  sleep  disturbed 
by  dreams  of  terrifying  character. 

Sterility  and  impotence  are  other  causes  of  neu- 
rotic reaction.  If  any  one  doubts  the  importance 
of  the  sexual  factor  in  peoples’  lives,  let  him  note 
the  dismay  and  distress  of  mind  that  is  exhibited 
by  the  man  who  is  or  thinks  he  is  impotent.  It  is 
quite  evident  that  he  has  been  attacked  at  a most 
vulnerable  and  important  point. 

Among  the  perversions,  homosexuality,  either 
overt  or  latent,  especially  the  latter,  is  worth  not- 
ing as  an  etiologic  factor.  It  is  also  well  to  re- 
member that  it  is  much  more  prevalent  among 
women  and,  further,  that  the  outbreak  of  a neuro- 
sis may  not  occur  till  something  happens  to  dis- 
rupt the  relationship.  Conflicts  over  youthful 
masturbation  are  such  common  causes  of  neurotic 
reactions  and  come  so  much  within  the  experience 
of  everyone  that  we  need  do  no  more  than  men- 
tion them. 

Perhaps  the  commonest  or  very  nearly  the  com- 
monest antecedent  of  neurosis  is  fatigue,  not 
merely  a day  or  so  of  fatigue  but  a succession  of 
days,  during  which  vital  reserves  are  depleted 
beyond  the  point  of  ready  rehabilitation.  Work 
alone  is  rarely  responsible.  It  is  work  plus  some 
destructive  emotion  that  does  the  damage.  And 
when  defective  sleep  is  added,  as  it  so  frequently 
is,  the  ground  may  be  said  to  be  very  well  pre- 
pared indeed.  It  is  amazing  how  many  seemingly 
intelligent  people  know  little  about  planning  their 
day’s  efforts,  who  do  things  in  the  wrong  order, 
who  get  behind  and  then  begin  to  hurry  and  fuss 
with  the  inevitable  consequence  of  worry  and 
anxiety.  A clear  idea  of  one’s  problems,  a clean 
cut  plan  of  attack,  steady  concentrated  unhurried 
effort  should  be  the  advice  to  such  people. 

So  far  I have  avoided  any  attempts  at  classifi- 
cation of  psychoneuroses  and  it  will  be  noted  that 
I have  said  nothing  regarding  the  many  schools 
of  thought  directing  their  efforts  thitherwards.  It 
is  unfortunate,  though  no  doubt  inevitable,  that 
over  a subject  of  this  character  so  redolent  of 
causes,  complaints  and  consequences,  there  should 
be  such  profound  difference  of  opinion.  The  con- 
duct of  these  exclusive  schools  reminds  one  of  the 
seven  learned  blind  men  who  quarreled  over  the 


physical  conformation  of  the  elephant.  Each  must 
have  it  his  own  way  and  will  hear  of  none  other. 
And  when  the  Freudians,  Jungians,  Adlerians 
and  others  quarrel  among  themselves,  we  but 
conclude  that  each  is  partly  in  the  right  but  all 
are  in  the  wrong  insofar  as  they  attempt  to  postu- 
late a single  exclusive  mechanism  for  neurotic  de- 
velopments in  different  people.  Some  of  the  dif- 
ferences of  psychologic  dogma  are  no  doubt  more 
apparent  than  real,  but  there  is  sufficient  real 
difference  to  make  us  long  for  the  day  when  some 
unification  of  views  may  be  accomplished. 

As  for  classification,  it  has  theoretical  interest, 
but  after  all,  giving  a name  is  the  least  important 
part  of  diagnostic  investigation.  (The  major  ques- 
tion is  not  “what  do  you  call  it,”  but  “what  can  be 
done  about  it”).  In  fact,  it  may  have  a pernicious 
influence  insofar  as  it  dampens  further  effort  to 
understand  and  elucidate  the  problem.  The  names 
of  the  various  common  types  of  psychneurosis  are 
well  known  to  all,  even  if  their  finer  distinguish- 
ing marks  may  not  be  so  well  known. 

The  term  neurasthenia  is  variously  used  to 
cover  up  an  incomplete  or  unsatisfying  clinical  in- 
vestigation, or  it  may  be  used  to  convey  a distinct 
impression  of  personal  disapprobation,  as  when 
the  surgeon,  tormented  by  the  continuing  com- 
plaints of  lower  right  sided  pain  by  the  long  lean 
woman  from  who  he  has  removed  an  appendix, 
forthwith  puts  an  end  to  the  matter  by  labelling 
her  a damned  neurasthenic  and  slyly  refers  her  to 
his  medical  confrere.  The  term,  as  we  all  know, 
has  accumulated  much  discredit  and  yet  it  does 
represent  a distinct  clinical  entity,  not  the  nerve 
weakness  that  the  name  implies,  but  a fairly  clear 
cut  type  of  psychoneurotic  reaction. 

Its  chief  clinical  characteristic  is  chronic  fati- 
gability. Those  afflicted  with  it  are  weary  or 
readily  become  so  on  slight  or  almost  no  provoca- 
tion. It  is  probably  needless  to  remind  anyone 
that  searching  examination  must  have  excluded 
possible  psysical  causes  before  the  case  is  then 
considered  to  be  neurasthenia.  One  should  be 
particularly  cautious  about  making  the  diagnosis 
in  middle  aged  people  who  give  a history  of  fairly 
recent  onset  of  weariness.  In  these,  other  causes 
are  much  more  likely  to  be  at  work.  Freud 
classes  neurasthenia  as  a true  neurosis  and  as- 
cribes it  invariably  to  autoerotic  activities.  While 
one  is  prepared  to  agree  that  this  may  be  the  pre- 
pondering factor  in  a good  many  cases,  one  is  sat- 
isfied that  there  are  many  others  in  which  much 
less  specific  difficulties  are  at  work. 

Another  common  type  of  psychoneurosis  is  the 


362 


rSYCIIOXEUROSES MATHERS 


Vol.  XXXII,  No.  9 


anxiety  neurosis,  the  name  of  which  discloses  its 
outstanding  characteristic,  viz.,  anxiety  or  a sense 
of  something  impending  accompanied  by  the  usual 
functional  accompaniments  of  anxiety.  The  lat- 
ter include  rapid  pulse,  fine  tremor,  accentuated 
reflexes,  etc.  The  patient  complains  that  his  dis- 
comfort is  either  well  nigh  continuous  or  comes 
in  spells,  often  enough  at  night.  Dreams  of  a 
sexual  character  or  in  which  fear  is  prominent 
are  commonly  related.  The  state  with  which  it  is 
most  likely  to  be  confused  is  hyperthyroidism.  In- 
deed, there  are  reputable  authorities  who  insist 
that  hyperthyroidism  is  an  anxiety  neurosis  in  the 
first  instance.  Freud  would  ascribe  this  state  to 
unsatisfactory  sexual  life  and  it  is  true  that  it 
appears  more  frequently  in  married  people  who 
are  attempting  to  limit  reproduction  by  injudi- 
cious means.  However,  I feel  much  more  inclined 
to  agree  with  Jung  when  he  states  that  the  frus- 
tration of  any  instinct  will  produce  an  anxiety 
state.  One  is  struck  with  its  frequency  among 
those,  who  in  spite  of  their  best  efforts  feel  them- 
selves up  against  insuperable  obstacles. 

Psychasthenia  has  had  a chequered  career  and 
we  owe  a great  deal  to  Janet  for  his  efforts  to 
bring  order  out  of  chaos  and  establish  the  connec- 
tion between  the  name  and  a definite  entity.  Most 
authorities  use  the  name  now  for  that  type  of  psy- 
choneurosis characterized  by  continuing  fears,  ob- 
sessions and  compulsions.  Good  examples  are  the 
people  who  are  afraid  of  knives,  closed  spaces, 
dirt,  germs,  or  who  develop  compulsive  washing 
or  who  have  certain  insistent  rituals  that  they 
must  periodically  go  through  to  relieve  a peculiar 
mental  tension  that  accumulates.  This  psychoneu- 
rosis is  a difficult  matter  with  which  to  deal.  Eti- 
ology is  often  obscure  and  elucidation  may  re- 
quire months  of  the  most  patient  searching. 
Treatment,  too,  is  full  of  discouragements,  so  like- 
ly to  be  dotted  wth  periods  of  relapse  that  one 
feels  that  in  these  patients  one  has  to  deal  with  a 
congenital  lack  of  some  sort,  will,  most  likely. 

Hysteria  scarcely  needs  description.  It  is  not 
the  sole  prerogative  of  women  as  the  name  would 
imply ; the  war  settled  that  at  least.  One  rarely 
sees  the  major  type  of  hysteria  but  the  less  dra- 
matic forms  are  common  enough  and  especially 
among  the  victims  of  industrial  damage,  where 
one  might  almost  say  a premium  is  placed  upon 
cupidity  or  its  unconscious  equivalent.  Anyone 
dealing  with  many  cases  of  hysteria  is  ready  to 
admit  that  in  these  people  there  is  a congenital 
deficiency,  not  necessarily  in  intelligence  but  in 
other  phases  of  mental  life.  They,  too,  are  dis- 


couraging people  to  treat,  since  with  the  almost 
dramatic  exorcism  of  one  manifestation,  another 
takes  its  place.  The  suggestibility  that  is  taken 
advantage  of  in  treatment  works  also  to  produce 
fresh  trouble. 

If  one  were  to  summarize  the  outstanding  per- 
sonality characteristics  of  psychoneurotics  of 
whatever  type,  one  might  state  them  as  follows : 
“(1)  oversensitiveness  to  the  disagreeable  and 
painful,  (2)  overbalance  of  one  or  more  instincts, 
(3)  faults  in  application  of  intelligence  and  ideals 
to  instinctive  forces,  (4)  unevenness  in  the  rela- 
tive development  of  the  physical,  mental  and  mor- 
al sides  during  growth.”  One  or  more  of  these 
is  always  the  fundamental  factor  in  that  mal- 
adaptation  known  to  the  laity  as  nervousness  and 
to  us  as  psychoneurosis. 

The  first  and  paramount  rule  in  both  investiga- 
tion and  treatment  is  individualization.  None 
will  succeed  without  its  observance.  The  reason 
is  not  far  to  seek.  No  two  people  have  exactly 
the  same  constitutional  equipment,  no  two  have 
been  conditioned  by  the  same  or  like  experiences 
and  in  these  two  lie  the  noxious  elements  in  causa- 
tion. Attempts  to  investigate  or  treat  by  rule  of 
thumb  are  foredoomed  to  failure.  Further  needs 
are  the  preservation  of  an  objective  attitude  and 
patience.  One  must  attempt  to  sincerely  feel  him- 
self into  the  patient’s  state  of  mind  but  at  the 
same  time  to  resist  the  constantly  present  tempta- 
tion to  jump  to  conclusions  or  to  take  short  cuts. 

For  a variety  or  reasons  it  is  best  to  let  the 
patient  do  most  of  the  talking.  It  may  be  a try- 
ing experience  for  the  physician  but,  since  sooner 
or  later  he  is  going  to  have  his  say,  one  might 
as  well,  in  fact  far  better,  let  him  get  it  over. 

Having  listened  to  the  story  as  it  is  unwound, 
often  beclouded  by  masses  of  circumstantiality 
and  irrelevant  detail,  one  must  proceed  to  a pains- 
taking, thorough  and  thoughtful  physical  exam- 
ination. The  patient  is  quite  convinced  that  he 
suffers  from  some  grievous  malady  and,  if  he 
is  to  have  faith  in  your  opinion  as  to  the  absence 
of  such,  you  must  show  him,  since  here  as  else- 
where “faith  without  works  is  dead.” 

In  this  physical  examination  deviations  from 
normal  of  some  degree  are  almost  certain  to  be 
discovered  and  one  must  exercise  a fine  discrim- 
ination in  selecting  those  to  which  attention 
should  be  directed  and  of  which  the  patient 
should  be  apprised.  It  is  sometimes  helpful  to 
discriminate  between  disorders,  such  as  spastic 
colon,  palpitation  and  disease.  The  idea  of  dis 
order  as  opposed  to  disease  seems  to  be  much  less 
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uncomfortable  to  the  patient.  One  must  never 
promise  any  startling  results  from  the  correction 
of  these  minor  faults.  The  patient  should  be 
impressed  rather  with  the  idea  of  his  being  put 
into  good  condition  for  improvement.  The  pres- 
tige of  the  profession  no  doubt  would  be  higher, 
if  we  refrained  from  spurious  promises  of  results 
from  any  one  type  of  therapy.  The  problem  of 
rehabilitation  is  much  broader  than  can  be  met 
by  any  measure  directed  to  localized  correction. 

But  with  this  frank  attitude,  the  patient  must 
detect  in  one  an  air  of  confidence.  In  the  hands 
of  the  confident  physician  the  patient  himself  is 
much  more  likely  to  be  confident  and  to  develop 
the  “getting  better”  frame  of  mind. 

With  the  physical  investigation  complete,  one’s 
attention  must  next  be  directed  to  possible  irri- 
tating foci  in  the  individual’s  life  generally.  As 
the  patient  talks,  some  of  these  may  be  disclosed 
either  directly  or  by  implication.  At  other  times 
the  most  patient  and  yet  relentless  search  must 
be  made.  It  is  to  be  remembered  that  some  of 
these  points  of  irritation  touch  upon  the  most  in- 
timate portions  of  the  patient’s  life  and  he  may 
literally  have  to  be  stalked  to  a position  where  dis- 
closure becomes  inevitable.  All  this  requires 
time  and  above  all  patience.  To  remember  that 
one  has  before  one  a personality  bewildered  and 
floundering  in  a veritable  sea  of  difficulties  will 
bring  one  to  a clear  grasp  of  the  need  for  under- 
standing and  sympathy. 

When  we  consider  the  actual  details  of  thera- 
peutic activity,  the  first  thing  that  is  necessary  is 
an  attempt  to  relieve  the  more  pressing  symptoms, 
those  with  which  the  patient  is  definitely  pre- 
occupied. As  far  as  he  is  concerned  these  con- 
stitute his  entire  trouble  and  to  disregard  them 
indicates  either  ignorance  or  callous  indifference 
on  the  part  of  the  physician.  Far  better  for  him 
to  be  thus  frankly  symptomatic  in  treatment  than 
to  tip  the  scale  against  confidence  right  at  the 
start.  To  this  end  sleep  must  be  ensured,  con- 
stipation corrected,  etc. 

It  is  often  highly  desirable  to  isolate  the  patient 
completely.  Friends  and  relatives  only  rarely 
recognize  the  true  nature  of  the  difficulty  and 
their  ill  advised  suggestions  and  opinions  may  do 
infinite  harm.  What  the  patient  does  not  think 
of  in  the  way  of  threatening  possibilities,  these 
attendants  do,  and  the  fancied  resemblance  in 
symptoms  to  the  fatal  malady  of  someone  else 
may  be  pointed  out  with  every  intention  to  be 
sympathetic  but  with  the  worst  possible  effect. 
Then,  too,  neurotic  patients  love  to  detail  their 


difficulties  not  once  but  many  times  and  with 
each  recital  everything  becomes  to  them  a bit 
more  certain.  Depriving  them  of  the  opportun- 
ity to  do  all  this  may  seem  hard  to  them  but  it 
works  out  well.  The  complete  removal  of  an 
audience  is  then  a valuable  measure. 

With  this  isolation  goes  the  daily  visit  of  the 
physician.  At  it  the  patient  talks  and  is  en- 
couraged to  talk.  One  can  detect  his  state  of 
mind  and  be  prepared  with  reassurance  and  ex- 
planation whenever  necessary.  Many  opportuni- 
ties offer  for  forwarding  the  whole  process  of 
patient  education  that  is  the  fundamental  object 
of  treatment.  Attitudes  must  be  corrected,  plans 
of  life  altered;  in  fact,  a gradual  remodelling  of 
the  patient’s  existence  must  be  expected.  His  life 
has  probably  been  a tangle  of  misdirected  ener- 
gies, devastating  emotions,  plans  impossible  of 
attainment,  strenuous  opposition  to  things  as  they 
actually  are.  A change  is  necessary  and  he  must 
be  led  up  to  it  rather  than  propelled  toward  it. 

Relapses  occur.  Days  come  in  which  the  pa- 
tient claims  to  be  as  poorly  as  ever.  It  is  well  to 
frankly  forestall  the  emotional  let  down  that  ac- 
companies these  slips  by  pointing  out  to  him  that 
recovery  is  never  a smooth  rise  but  is  rather  a 
succession  of  progressions  and  recessions,  the  lat- 
ter gradually  becoming  less  severe  and  less  fre- 
quent, the  former  more  marked  and  longer  in 
duration  till  all  is  relatively  smooth  sailing. 

Various  adjuvants  have  their  value  when  prop- 
erly utilized  and  this  means  with  some  definite 
objective  in  view.  Such  treatments,  real  or  arti- 
ficial, have  a place,  although  not  quite  to  the  ex- 
tent that  manufacturers  of  equipment  claim.  Mas- 
sage, especially  during  periods  of  diminished  ac- 
tivity, is  useful.  Stimulating  and  sedative  hydro- 
therapy have  a place  at  opposite  ends  of  the  day. 
Electrotherapy,  I should  say,  is  useless.  Drug 
treatment  will  of  necessity  be  meagre. 

Transcending  all  resources  no  doubt  is  the 
physician’s  personality.  Some  are  blessed  with 
an  indefinable  something  that  inspires  confidence, 
some  by  dint  of  observation,  constant  self-criti- 
cism and  realignment,  develop  it,  others  never 
come  within  sight  of  it.  Of  what  elements  if  is 
compounded  would  be  difficult  to  say.  One  knows 
that  it  includes  an  unmistakable  air  of  confidence 
and  of  knowing  one’s  business.  Sympathy  and 
tolerance  are  there,  as  is  also  an  exquisite  sensi- 
tiveness to  the  ways  and  frailties  of  human  exist- 
ence. Tact  certainly  must  be  there,  and  evident 
but  not  too  prominent,  the  ability  to  firmly  deal 
with  situations,  so  well  expressed  in  the  motto  of 
diplomacy,  “suaviter  in  modo,  fortiter  in  re.” 
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NEUROCIRCULATORY  ASTHENIA  AND 
HYPERTHYROIDISM 

A DIAGNOSTIC  STUDY* 

W.  H.  Bueermann,  M.D.,  Ph.D. 

PORTLAND,  ORE. 

In  the  judgment  of  most  surgeons  the  clinical 
diagnosis  of  hyperthyroidism  constitutes  an  indi- 
cation for  thyroidectomy.  In  order  to  prevent 
and  eliminate  unnecessary  and  ill-advised  thy- 
roidectomies the  prevention  must  lie  in  the  field 
of  diagnosis.  In  dealing  with  hyperthyroidism  or 
thyrotoxicosis,  we  are  dealing  with  a definite 
clinical  syndrome  when  the  disease  is  well  pro- 
nounced. However,  in  borderline  cases  confusion 
in  diagnosis  may  arise  with  the  neuroses  and  the 
psychoneuroses,  and  their  associated  tension 
states. 

Both  thyrotoxicosis  and  neurosis  are  constitu- 
tional disorders  with  symptoms  that  often  are 
readily  confused  unless  thoroughly  understood. 
Thyrotoxicosis  is  quickly  and  satisfactorily  aided 
by  operation,  whereas  the  surgical  and  psychic 
trauma  incident  to  thyroidectomy  aggravates 
rather  than  improves  the  neurotic  individual. 

In  either  case  the  border-line  cases,  which  fre- 
quently fall  into  the  group  presenting  diagnostic 
difficulties,  are  not  emergency  cases,  except 
when  hysteria  reigns,  and  then  other  procedures 
than  surgery  are  indicated.  Diagnostic  acumen 
is  and  always  will  be  more  desirable  in  this  bor- 
der-line group  than  the  most  elaborate  and  pains- 
taking surgical  technic. 

The  acute  fulminating  cases  of  thyrotoxicosis 
are  becoming  more  infrequent  than  formerly. 
Prophylactic  iodine  is  reducing  the  incidence  of 
adenomata  and,  due  to  the  greater  interest  in  thy- 
roid disease,  those  adenomata  already  apparent 
are  being  kept  under  medical  observation.  It  is, 
then,  the  border-line  case  of  hyperthyroidism, 
and  the  moderately  severe  case  of  neurasthenia 
or  effort  syndrome  which  often  taxes  our  diag- 
nostic acumen,  in  order  that  the  right  procedure 
for  the  benefit  of  the  patient  may  be  used. 

Seed^  has  shown  that  of  patients  presenting 
themselves  for  examination  for  goiter,  about  85 
per  cent  have  either  a goiter  or  goiter  trouble, 
while  about  30  per  cent  have  palpable  goiters  hav- 
ing no  relation  to  the  symptoms  presented.  On 
the  other  hand,  Dixon^,  in  a personal  communica- 
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tion.  Stated  that  in  the  last  112  cases  of  anxiety 
neurosis  seen  in  the  office,  62  per  cent  had  had 
from  one  to  three  thyroidectomies  performed 
without  symptomatic  relief.  In  one  case  six 
thyroid  operations  were  done  with  no  definite 
relief. 

Many  of  those  presenting  themselves  for  ex- 
amination are  anxious  in  their  request  for  an 
examination,  to  see  whether  the  goiter  is  the 
cause  of  their  complaints.  A visibly  enlarged  col- 
loid thyroid,  in  this  goiter-conscious  age,  may  be 
the  constant  source  of  inquiry  from  solicitous 
friends  as  to  whether  the  patient  knows  that  she 
has  a goiter.  “Oh,  did  you  know  that  you  have  a 
goiter,”  is  a frequent  form  of  greeting  by  friends, 
until  the  distracted  patient  is  finally  compelled 
to  seek  medical  advice  from  self-protection. 

A serious  burden  of  responsibility  falls  upon 
every  physician  who  calls  himself  qualified  to 
pass  upon  the  type  of  goiter  present  and  the 
method  of  treatment  to  be  employed.  The  re- 
assurance of  a goiterphobic  patient,  rather  than 
surgery,  constitutes  the  first  step  essential  in 
leading  a psychoneurotic  patient  with  a colloid 
thyroid  back  to  a state  of  normalcy. 

Laboratory  basal  metabolism  reports,  low  thy- 
roid mortality  rates  and  faultless  surgical  tech- 
nic are  still  too  often  the  incentives  which  result 
in  a thyroidectomy,  where  the  clinical  symptoms 
and  signs  presented  by  the  patient  have  received 
too  little  consideration. 

The  clinical  syndrome  of  thyrotoxicosis  should 
offer  very  little  difficulty  in  the  large  percentage 
of  the  cases  seen,  especially  when  the  clinical 
symptoms  and  signs,  and  the  laboratory  data 
agree.  A consideration  of  the  outstanding  symp- 
toms of  thyrotoxicosis  is  necessary  to  properly 
evaluate  their  importance  as  a clinical  aid  in  dif- 
ferentiating thyrotoxicosis  from  neurosis  or  ef- 
fort syndrome,  which  it  may  closely  mimic. 

The  more  prominent  symptoms  and  clinical 
findings  of  a toxic  thyroid  are  (a)  tachycardia, 
(b)  nervousness,  irritability  and  tremor,  (c)  loss 
of  weight  and  strength,  (d)  a goiter,  (e)  exoph- 
thalmos and  stare,  and  (f)  an  elevated  basal 
metabolic  rate.  All  of  these  symptoms  except 
exophthalmos  and  stare  may  be  found  present  in 
a patient  with  neurocirculatory  asthenia,  arry- 
thmia,  vagotonia,  sympathetic  imbalance,  chronic 
nervous  exhaustion  and  effort  syndrome,  all 
merely  terms  expressing  a similar  clinical  basis. 
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tachycardia 

The  first  symptom  to  be  considered  is  tachy- 
cardia. In  hyperthyroidism  a rapid  pulse  rate  is 
found  to  be  persistent  throughout  the  day  or 
night.  Rest  does  not  materially  alter  the  pulse 
level,  excitement  and  exercise  may  decidedly  raise 
it.  The  association  of  an  increased  pulse  pres- 
sure with  tachycardia,  in  the  absence  of  an  aortic 
regurgitation,  must  be  considered  pathognomonic 
of  hyperthyroidism. 

The  neurotic  patient,  as  a rule,  has  an  erratic 
pulse  which  may  vary  between  85  and  120  beats 
during  an  examination.  The  resting  pulse  of  the 
same  patient,  taken  in  the  morning  before  rising, 
often  remains  between  65  to  80  beats  per  minute. 
The  pulse  rate  taken  at  the  time  of  a metabolic 
test  usually  registers  within  the  limits  of  a normal 
pulse  reading.  The  systolic  blood  pressure  of 
the  neurotic  patient  rarely  rises  above  110  to  115, 
with  a diastolic  pressure  of  80.  This  gives  a 
normal  pulse  pressure  reading  and  is  considerably 
at  variance  with  the  usually  increased  pulse  pres- 
sure seen  in  thyrotoxicosis,  and  the  elevated  sys- 
tolic pressure,  often  to  150,  associated  with  a 
normal  diastolic  pressure  of  70  to  85.  A persis- 
tent tachycardia  in  the  presence  of  an  increased 
pulse  pressure  should  arouse  suspicion  of  thy- 
rotoxicosis. 

NERVOUSNESS,  irritability,  tremors 

The  second  group  of  symptoms  common  to 
both  thyrotoxicosis  and  neurosis  are  nervousness, 
irritability  and  tremor.  As  a rule  the  neurotic 
person  speaks  rather  boastfully  of  a long-stand- 
ing nervousness.  A long  list  of  vague  complaints 
are  often  read  from  a carefully  prepared  memor- 
andum so  that  none  might  be  forgotten.  Among 
the  symptoms  presented  are  those  of  choking 
sensations,  pressure  disturbances  of  the  throat 
and  dizzy  spells,  usually  unrelated  to  any  specific 
period  of  the  day.  Sudeck^  has  pointed  out  the 
frequency  with  which  these  symptoms  are  direct- 
ed towards  the  neck  and  are  often  manifested  by 
complaints  of  difficulty  in  swallowing,  choking 
sensations,  tightness  of  the  neck  and  pressure 
sensations  over  the  trachea.  In  neurosis  these 
complaints  are  prominently  mentioned,  in  ex- 
ophthalmic goiter  they  are  only  mentioned  when 
the  size  of  the  goiter  obviously  justifies  these 
complaints. 

The  neurotic  patients  will  sit  quietly,  as  a rule, 

3.  Sudeck,  P. : Necessity  for  Differentiating:  be- 
tween True  Exophthalmic  Goiter  and  Veeretative  Neu- 
rosis. Deutsche  med.  Wchnschr.  55:2039-2044,  Dec. 
C.  1929. 


while  describing  their  nervousness,  and  emotional 
instability  is  not  manifest  except  in  the  descrip- 
tion of  disturbing  events  by  the  patient.  The 
nervousness  they  describe  seems  to  be  something 
entirely  apart  from  themselves. 

The  nervousness  or  irritability,  on  the  other 
hand,  of  exophthalmic  goiter  is  a rather  charac- 
teristic phenomenon.  There  is  present  in  the 
minds  of  these  patients  a certain  self-confidence 
in  their  ability  to  do  physical  and  mental  work 
to  full  capacity,  and  they  often  do  not  give  up 
until  exhausted. 

While  sitting  in  the  consultation  room  during 
the  taking  of  a history,  they  are  continuously  on 
the  move.  Their  actions  are  a rapid  series  of 
semipurposeful  movements.  They  are  constantly 
changing  position,  adjusting  articles  of  clothing, 
tapping  the  floor  with  their  feet  and  looking 
about  the  room  with  frequently  divided  attention. 
The  speech  is  often  quick  and  jerky,  with 
thoughts  coming  rapidly  and  often  in  partly  com- 
pleted sentences.  Where  the  neurotic  patient  sits 
placidly  and  boldly  asserts  his  nervousness,  the 
exophthalmic  goiter  patient  rather  agitatedly  tries 
to  hide  his  irritable,  nervous  condition  and  in  so 
doing  often  aggravates  it.  Emotional  instability 
may  be  present  with  both  the  psychoneurotic  and 
the  thyrotoxic  patient.  The  attitude  of  the  thy- 
rotoxic patient  is  as  a rule  optimistic,  whereas  the 
neurotic  individual  frequently  assumes  a negative 
and  pessimistic  attitude,  with  definite  evidence  of 
introspective  phenomena. 

Nervousness  is  frequently  accompanied  by  a 
tremor  of  the  extended  fingers.  Tremors  may  be 
present  in  the  neurotic  individual,  especially  un- 
der duress,  and  are  usually  of  the  coarse,  irregu- 
lar type,  but  are  always  present  in  the  thyrotoxic 
patient,  averaging  as  a rule  about  eleven  vibra- 
tions per  second  and  of  a regular  short  ampli- 
tude type,  and  hence  practically  may  be  con- 
sidered of  diagnostic  importance. 

LOSS  OP  weight  and  strength 

There  are  many  diseases  in  which  loss  of 
weight  and  strength  is  a factor,  but  in  only  two 
disease  syndromes  is  it  associated  with  a normal 
or  increased  food  intake,  i.e.,  diabetes  and  thy- 
rotoxicosis. The  thyrotoxic  patient  loses  weight 
in  spite  of  a normal  or  increased  appetite.  He  en- 
joys his  food,  often  eating  a fair  sized  meal  as  a 
between-meal  lunch.  During  the  active  period  of 
hyperthyroidism  he  is  continually  hungry.  The 
appetite  of  the  neurotic  person  is  a capricious 
one,  and  he  usually  loses  his  weight  because  of  a 
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poor  appetite  which  is  often  associated  with 
symptoms  of  constipation,  indigestion,  flatulence, 
belching  and  abdominal  distress.  The  strength 
loss  of  the  neurotic  or  effort  syndrome  patient  is 
not  of  sudden  development  but  is  often  inter- 
preted as  a continuous  fatigue,  beginning  when 
he  awakens  and  continuing  throughout  the  day, 
never  permitting  a satisfactory  accomplishment 
of  a day’s  work  but  capable  of  performing  single 
acts  of  strength  rather  easily. 

The  loss  of  strength  of  the  thyrotoxic  patient 
is  one  of  the  earliest  symptoms  of  the  disease  and 
is  usually  noticed  first  in  going  upstairs  or  in 
stepping  up  on  a street  car  or  automobile  step. 
He  finds  himself  pulling  his  weight  up  with  his 
arms  rather  than  lifting  it  with  his  legs.  In 
fact,  the  weakening  of  the  quadriceps  muscle 
group  is  so  specific  and  characterictic  of  hyper- 
thyroidism that  it  has  a definite  diagnostic  sig- 
nificance. 

Plummer^  has  placed  a diagnostic  value  upon 
the  quadriceeps  test,  i.e.,  stepping  up  on  a chair, 
as  a differentiating  test  between  the  true  quadri- 
ceps weakening  seen  in  hyperthyroid  states  and 
the  lassitude  and  mental  fatigue  of  the  psycho- 
neurotic. He  states  that  the  hyperthyroid  pa- 
tient, before  trial,  is  confident  of  his  ability  to 
perform  the  test  of  stepping  up  on  the  chair  but 
accomplishes  the  result  with  obvious  exertion, 
aided  by  all  available  accessory  muscles,  especial- 
ly pulling  himself  up  by  use  of  his  arms.  The 
psychoneurotic  patient,  however,  “knows”  he  can- 
not do  it,  hesitates,  and  in  attempting  it  accom- 
plishes the  test  with  ease,  frequently  remaining 
suspended  halfway  up  without  apparent  difficul- 
ty. The  thyrotoxic  patient  feels  better  under 
rest,  and  regains  his  strength  in  part,  whereas 
the  neurotic  individual  is  little  improved  by  rest 
while  remaining  in  his  usual  environment. 
paepabeE  goiter 

A palpable  goiter  is  present  in  approximately 
ninety-five  per  cent  of  all  cases  of  thyrotoxicosis, 
being  symmetrically  enlarged  in  exophthalmic 
goiter,  with  approximately  one-third  of  the 
exophthalmic  glands,  containing  adenomatous 
masses,  giving  rise  to  asymmetry.  When  the 
goiter  cannot  be  seen  it  can  usually  be  felt  as  a 
firm  small  lobe  closely  adjacent  to  the  trachea  in 
the  thyrotoxic  patient. 

The  frequent  association  of  enlargement  of 
the  thyroid  and  thyrotoxicosis  makes  one  hesi- 
tate to  make  a diagnosis  of  hyperthyroidism  in  a 

4,  I’lummor.  H.  S. : The  Function  of  the  Thvroid 
Gland.  Roaumont  Lecture,  Detroit,  Mich.,  .Tan.  27,  192.5. 


border-line  case,  when  the  thyroid  is  not  dis- 
tinctly and  palpably  enlarged.  When  goiter  is 
present,  however,  the  patient  may  or  may  not 
have  a thyrotoxicosis. 

The  character  of  the  symmetrical  thyroid  often 
aids  in  the  differential  diagnosis.  Symptoms 
are  rarely  seen  in  patients  having  small,  diffuse 
soft  thyroids,  whereas  patients  with  symmetrical 
thyroids,  of  firm,  hard  consistency,  with  a granu- 
lar surface  are  almost  certainly  toxic,  especially 
if  an  unmistakable  bruit  is  heard  over  the  sup- 
erior thyroid  vessels. 

A nodular  thyroid  is  less  frequently  associated 
with  the  psychoneurotic  individual  and  grossly 
gives  no  clue  as  to  whether  it  is  toxic  or  nontoxic. 

In  a border-line  case  with  a diffuse  symmetri- 
cal gland  one  may  resort  to  the  therapeutic  test 
and  observe  the  result  grossly  upon  the  thyroid 
gland.  If,  after  two  to  three  weeks  of  iodine  ad- 
ministration, one  notices  an  appreciable  increase 
in  the  size  and  a firmer  consistency  of  the  gland, 
one  may  be  sure  that  the  thyroid  is  hyperplastic 
and  toxic.  The  reverse  reaction  is  usually  true 
in  the  glands  of  neurotic  and  psychoneurotic  in- 
dividuals simulating  toxic  goiter.  There  is,  also, 
in  the  thyrotoxic  patient  a concomitant  clinical 
improvement  under  iodine  administration,  where- 
as the  neurotic  individual  notices  very  little  if 
any  improvement  in  his  symptoms. 

EXOPHTEIAEMOS 

Although  the  presence  of  bilateral  exophthal- 
mos is  noted  in  only  about  60  to  80  per  cent  of 
the  cases  of  exophthalmic  goiter  first  presenting 
themselves  for  examination,  it  is  nevertheless  a 
sign  of  unquestionable  diagnostic  significance.  It 
is  truly  distinctive  of  diffuse  parenchymatous  hy- 
trophy  of  the  thyroid  gland,  and  in  the  absence 
of  other  symptoms  of  thyrotoxicosis  may  suggest 
that  the  patient  is  either  in  a stage  of  remission 
or  has  been  completely  cured  of  the  hyperthyroid- 
ism, and  that  the  ocular  changes  are  merely  phy- 
sical reminders  of  the  previous  hyperthyroidism. 

True  exophthalmos  and  stare  are  rarely,  if 
ever,  seen  in  the  psychoneuroses  or  effort  syn- 
drome states.  However,  in  the  border-line  cases 
one  must  not  be  too  ready  to  discard  the  presence 
of  mild  hyperthyroidism  in  the  absence  of  an  ex- 
ophthalmos. Difficulty  frequently  arises  in  the 
early  symptoms  and  signs  of  exophthalmic  goiter 
in  determining  whether  or  not  an  exophthalmos 
or  stare  is  present.  The  signs  of  van  Graefe, 

5.  Roothby,  W.  M..  Plummer,  H.  S.  and  Wilson.  L. 
R.:  Di.sen.ses  of  the  Thyroid  Gland.s.  Oxford  Medicine. 
Ohap.  XV-A:8I9-95fi,  1931. 
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Stellwag,  iMoebius,  Dalrymple  and  Wilder  are 
present  only  in  well  advanced  and  clinically  de- 
finite cases  of  exophthalmic  goiter  and  are  often 
of  no  assistance  in  border-line  cases  likely  to  be 
confused  with  the  neuroses.  The  stare  is  usually 
present  before  ocular  protrusion  develops,  and 
in  the  untreated  case  remains  even  after  exoph- 
thalmos has  developed.  It  is  also  of  practical  im- 
portance to  note  that  within  the  first  forty-eight 
hours  after  the  administration  of  Lugol’s  solu- 
tion the  stare  disappears,  even  though  exoph- 
thalmos may  remain  as  a more  or  less  permanent 
sign. 

Seed  has  pointed  out  that  in  the  normal  in- 
dividual the  edge  of  the  upper  lid  lies  at  a level 
between  the  upper  borders  of  the  iris  and  the 
pupil.  If  under  normal  conditions  the  upper  lid 
is  retracted  to  the  upper  level  of  the  iris  or  above, 
and  shows  more  or  less  of  the  white  sclera,  a 
stare  exists.  The  exposure  of  the  sclera  below 
the  iris  has  no  diagnostic  importance  because  of 
its  variation  in  normal  individuals.  Comparison 
of  the  doubtful  case  of  stare  and  exophthalmos 
with  a normal  individual  will  usually  allay  doubt 
as  to  the  presence  of  a stare.  As  a rule,  persons 
with  myopic  eyes  or  congenitally  protruding  eyes 
never  have  the  retraction  of  the  upper  lid. 

Three  years  ago  we  operated  on  a patient  with 
a mild  hyperthyroidism,  whose  only  ocular  sign 
was  a slight  stare  which  disappeared  under  iodine 
administration.  Within  the  past  three  months  she 
returned  with  a definite  stare,  plus  an  exophthal- 
mos. There  was  no  palpable  evidence  of  recur- 
rence of  either  lobe,  but  the  pyramidal  lobe  ap- 
parently had  been  left  and  was  palpable  as  a 
nodule  one  cm.  in  size.  After  lugolization  and 
removal  of  the  pyramidal  lobe  the  hyperthyroid- 
ism and  the  stare  have  disappeared  but  the  ex- 
ophthalmos, although  considerably  improved,  still 
remains. 

EEEVATED  basae  metabolic  rate 

From  the  laboratory  comes  our  last  diagnostic 
criterion,  which  states  that  thyrotoxicosis  and  a 
truly  normal  basal  metabolic  rate  are  incompat- 
ible. Hyperthyroidism  arising  from  a diffuse 
parenchymatous  hyperplasia  is  practically  always 
associated  with  an  elevated  basal  metabolic  rate. 
Many  patients  with  neuroses  also  have  a slight 
elevation  in  the  basal  metabolic  rate.  The  basal 
metabolic  rate,  therefore,  must  be  considered  as 
an  adjunct  to  diagnosis  rather  than  a diagnostic 
finger  pointing  to  hyperthyroidism,  if  a rate 
above  the  physiologic  normal  is  obtained.  Rates 


of  plus  ten  to  twenty  are  not  infrecpiently  found 
in  neuroses  without  clinical  proof  of  hyperthy- 
roidism. 

Dixon  has  shown  that  in  the  anxiety  neuroses 
basal  metabolic  rates  of  plus  20  to  plus  30  may  be 
obtained  during  the  tension  state  of  the  patient. 
After  relaxation,  psychoanalysis  or  even  hyp- 
nosis these  same  patients  will  give  a metabolic 
reading  within  normal  limits.  Carelessly  done 
metabolic  tests,  inadequate  apparatus  or  a per- 
forated ear  drum  may  give  erroneous  readings. 
Hamburger  and  Lev®  have  shown  that  75  per 
cent  of  patients  with  organic  heart  disease,  with 
decompensation  will  show  a metabolic  rate  aver- 
aging in  their  cases  up  to  plus  39  per  cent,  the 
degree  of  increase  being  in  proportion  to  the 
degree  of  decompensation,  and  the  rapidity  of  the 
cardiac  and  respiratory  rate.  Surgery  can  well 
be  withheld  in  these  border-line  cases  until  all 
phases  of  the  clinical  picture  have  been  thorough- 
ly investigated.  A patient  with  mild  hyperthy- 
roidism and  a rate  within  normal  limits  will  be 
helped  by  thyroidectomy,  whereas  a neurotic  pa- 
tient with  slightly  elevated  basal  rates  will  either 
not  be  helped  or  will  be  made  decidedly  worse 
by  it. 

A surgeon  employing  the  added  information 
given  by  the  basal  metabolic  reading  will  im- 
mediately rule  out  about  80  per  cent  of  his  neur- 
otic patients  with  slightly  enlarged  symmetrical 
thyroids  who  believe  their  “globus”  symptoms 
and  nervousness  are  caused  by  a goiter.  The 
other  20  per  cent  may  require  more  careful  study 
in  order  to  finally  reach  a conclusion  that  the 
thyroid  is  not  at  fault.  In  the  nodular  goiter, 
with  questionable  hyperthyroid  symptoms,  a nor- 
mal or  slightly  elevated  basal  metabolic  rate  may 
mean  a gradually  developing  hyperthyroidism ; 
hence  the  nodular  goiters  have  not  entered  into 
our  discussion  of  the  differential  diagnosis  be- 
tween neurosis  and  hyperthyroidism.  After  thirty 
years  of  age  the  removal  of  nodular  goiters,  even 
though  symptomless,  is  justifiable. 

In  about  1 to  2 per  cent  of  patients  with  hyper- 
thyroidism one  finds  all  of  the  clinical  symptoms 
and  signs  of  a moderately  advanced  exophthalmic 
goiter  hut  notes  a basal  metabolic  rate  within  the 
normal  limit  of  plus  10  to  15.  After  the  admini- 
stration of  Lugol’s  solution  for  two  weeks  a 
second  series  of  metabolic  rates  will  show  a drop 
to  minus  10  to  15,  with  a marked  clinical  im- 

fi.  H;iml)iir8'or.  \V.  W.  iind  I..pv,  M.  \V. : H.-iisal  Mota- 
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provement,  gain  in  weight  and  drop  in  the  pulse 
rate.  When  the  administration  of  Lugol’s  solu- 
tion is  stopped  for  two  weeks,  the  rate  again  rises 
to  a point  up  to  or  above  the  original  metabolic 
rate  and  all  symptoms  of  hyperthyroidism  return. 
Such  was  the  course  of  a patient  we  have  had 
under  observation  for  the  past  five  years.  It 
was  presumed  that  this  patient  had  a subnormal 
level  of  metabolism  and  that  the  metabolic  rate 
normally  was  in  the  region  of  minus  20  or  lower. 
Thyroidectomy  was  considered  unwise  and  Lu- 
gol’s  solution  was  given  over  a period  of  months 
in  gradually  decreasing  doses  for  a year.  The 
patient  has  had  no  recurrence  of  hyperthyroidism 
for  the  past  three  and  a half  years,  and  an  edema 
of  the  upper  lid  and  a mild  stare  which  were 
present  when  first  seen  have  entirely  disappeared. 
This  patient  is  now  taking  one  iodostarin  tablet 
once  a week  as  a prophylactic  measure. 

HEAT  production 

There  is  much  that  is  diagnostic  in  a hand- 
shake. Especially  is  this  true  in  the  differential 
diagnosis  between  thyrotoxicosis  on  the  one  hand 
and  neurosis  and  nontoxic  thyroids  on  the  other. 
Patients  whose  histories  suggest  hyperthyroidism 
will  frequently  unconsciously  warn  the  surgeon 
to  be  on  his  guard  by  presenting  a cold,  clammy 
hand  during  the  examination  of  the  elevated 
pulse  rate,  whereas  the  patient  with  a true  hyper- 
thyroidism practically  always  has  a warm,  moist 
hand  and  an  elevated  pulse  rate.  This  finding 
is  based  upon  an  increased  heat  production  aris- 
ing from  an  accelerated  basal  metabolism.  Heat 
intolerance  will  thus  also  be  a more  frequent 
complaint  of  the  thyrotoxic  patient.  The  neur- 
otic individuals  frequently  state  they  are  cold  and 
find  it  difficult  to  keep  warm. 

Baldridge'^  discussed  the  value  of  the  thermal 
reaction  of  hands  in  the  differential  diagnosis  of 
hyperthyroidism  and  neurosis.  He  analyzed  the 
symptoms  of  one  hundred  patients  with  toxic,  one 
hundred  with  nontoxic  goiter,  and  one  hundred 
neurotic  patients.  He  found  warm  moist  hands 
in  ninety-one  of  the  hundred  cases  and  in  only 
thirty-two  of  the  two  hundred.  On  the  other 
hand,  none  of  the  toxic  goiter  patients  had  cold 
clammy  hands,  while  more  than  50  pe-r  cent  of 
the  others  were  found  to  have  cold  hands.  The 
neurotic  and  nontoxic  goiter  patients,  with  a nor- 
mal or  subnormal  metabolism,  also  have  cold 


7.  Baldridge,  C.  W. : Clinical  Differentiation  of  Hy- 
perthyroidi.sm  and  Functional  Disorders.  J.  Iowa  Soc., 
19:236-240,  May,  1929. 


feet  as  well  as  cold  hands,  a condition  not  asso- 
ciated with  increased  heat  production. 

Surgical  interference  in  the  presence  of  these 
findings  should  be  withheld  until  a careful  study 
of  the  patient  has  been  carried  out.  At  any  rate, 
there  is  rarely  an  emergency  attached  to  this 
type  of  illness,  and  time  coupled  with  an  under- 
standing and  sympathetic  attempt  to  locate  the 
basis  of  the  neurosis  has  more  often  resulted  in 
improvement  than  a thyroidectomy  hastily  ad- 
vised and  long  regretted  by  both  surgeon  and 
patient. 

DIFFERENTIAE  ROUTINE 


In  addition  to  the  above  mentioned  criteria  we 
have  found  the  following  routine  of  value  in  the 
differentiation  of  the  thyrotoxic  patient  from  one 
suffering  from  some  functional  disorder. 

After  a careful  study  and  physical  examination 
the  patient’s  metabolic  rate  is  taken  and  repeated 
on  the  following  day,  if  convenient.  This  gives 
two  readings  from  which  to  base  an  opinion.  If 
the  clinical  symptoms  and  signs  are  strongly  sug- 
gestive of  hyperthyroidism  and  the  metabolic 
rate  is  within  normal  limits  or  even  subnormal, 
the  patient  is  instructed  to  have  some  member  of 
the  family  obtain  the  pulse  rate  and  temperature 
readings  in  the  morning  before  rising,  at  noon, 
at  4 o’clock  in  the  afternoon  and  again  just  after 
retiring.  This  is  done  on  several  consecutive 
days  and  the  record  submitted.  If  the  pulse  read- 
ings are  still  suggestively  high,  the  procedure 
should  be  repeated  in  the  hospital,  under  bed 
rest  and  with  visitors  excluded.  In  the  hyperthy-^ 
roid  states  the  pulse  rate  remains  elevated  and 
the  metabolic  rate  fails  to  show  much  of  a de- 
crease.  The  neurotic  individual,  however,  will 
show  a progressive  drop  in  pulse  rate  under  phy-  / 
sical  relaxation,  except  in  the  presence  of  decided  \ 
foci  of  infection. 


If  one  is  still  in  doubt,  and  rest  has  given  no  / 
evidence  of  improvement,  the  administration  of 
a therapeutic  test  with  iodine  is  indicated.  Ade- 
quate amounts  of  Lugol’s  solution,  usually  ten 
minims  three  times  a day,  and  a mild  sedative  j 
will  bring  marked  clinical  improvement  in  pa-  j 
tients  with  mild  hyperthyroidism,  but  will  cause 
very  little  clinical  improvement  in  the  neurotic  j 
individual,  except  the  drop  in  pulse  rate  from  / 
rest. 

If  in  the  presence  of  a normal  metabolic  rate 
one  is  still  in  doubt,  the  presence  of  the  charac- 
teristic finger-nails  of  the  hyperthyroid  indivi- 
dual may  be  of  assistance.  Flattened,  striated 
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nails  with  turned  up  ends  and  a deep  undercut, 
which  shows  evidence  of  difficulty  in  cleaning, 
are  often  pathognomonic.  The  presence  of  a pe- 
culiar orbital  edema  may  also  be  of  some  assis- 
tance in  the  differential  diagnosis. 

CONCLUSIONS 

Conservatism  should  be  the  rule  in  the  treat- 
ment and  the  surgical  judgment  focussed  upon 
this  group  of  patients.  Snap  judgments  and  a 
ready  scalpel  often  lead  to  disappointments  for 
surgeon  and  patient  alike. 

It  has  been  our  experience  that,  whenever  un- 
certainty as  to  thyrotoxicosis  exists  in  the  patient 
with  a symmetrically  enlarged  thyroid,  he  will 
not  materially  suffer  by  an  indefinite  delay  of 
operative  interference.  Thyroidectomy  can  al- 
ways be  done  when  indications  become  definite, 
but  the  results  of  an  unnecessary  thyroidectomy 
upon  a psychoneurotic  patient  frequently  leave 
scars  which  are  psychic  as  well  as  physical. 


RELIEF  OF  PAIN  ON  A SYMPATHETIC 
BASIS* 

P.  G.  Flothow,  M.D.,  F.A.C.S. 

SEATTLE,  WASH. 

The  sympathetic  nervous  system  was  thought 
until  recent  years  to  be  purely  an  efferent  system, 
for  which  reason  it  was  not  supposed  to  contain 
afferent  pain  fibers.  Kuntz^,  Ranson^,  ® and 
more  recently  Heinbecker^  have  shown  the 
presence  of  large  medulated  fibers  in  the  somatic 
nerves,  apparently  sensory  afferents.  There  is 
much  clinical  evidence  that  pain  fibers  course  in 
the  sympathetic  nerves.  The  following  is  an 
extract  from  Cadwalader^ : 

“Owing  to  the  fact  that  a sensation  of  pain 
may  persist  in  spite  of  resection  of  a series  of 
adjacent  posterior  roots,  and  that  this  disap-^ 
peared  on  section  of  the  corresponding  anterior 
roots,  it  has  been  asserted  that  an  auxiliary  sen- 
sory pathway  must  exist  through  the  anterior 
roots  and  the  sympathetic  system  (Foerster®, 

•From  the  Neuro-surgical  Clinic. 

•Read  before  a Meeting-  of  Vancouver  Medical  Soci- 
ety, Vancouver,  B.  C.,  Feb.  14,  1933. 

1.  Kuntz,  A:  The  Autonomic  Nervous  System.  Lea 
and  Feibiger,  1929. 

2.  Ranson,  S.  W. : Anatomy  of  the  Sympathetic 

Nervous  System.  J.  A.  M.  A.  86;  1886-1890,  June  19, 
1926. 

3.  Ranson,  S.  W. : Unmyelinated  Nerve  Fibers  as 

Conductors  of  Protopathic  Sensation.  Brain,  38:  381- 
389,  1915. 

4.  Heinbecker,  P. : Concerning  the  Nature  and 

Function  of  Certain  Afferent  Pathways  From  Thora- 
cic Viscera.  J.  Thoracic  Surg.,  183-195.  Dec.,  1932. 

5.  Cadwalader,  W.  B.;  Diseases  of  The  Spinal  Cord. 
Williams  & Wilkins,  Baltimore,  1932. 

6.  Foerster,  O. : Die  Leltungsbahnen  des  Schmerz- 
zustande.  Sonderbande  zu  Bruns’  Beitragen  zur  Klin- 
ischen  Chirurgie.  Berlin  und  Wien,  Urban  und 
Schwartzenberg,  1927. 


Wartenberg’,  Davis^).  The  sympathetic  system 
assists  in  the  sensory  innervation  of  every  part 
of  the  body  (Foerster®,  Kuntz).  According  to 
Foerster  the  afferent  sympathetic  nerve  fibers  of 
the  upper  extremity  radiate  down  as  far  as  the 
fifth  thoracic  root.  Whether  they  radiate  above 
the  first  thoracic  or  eighth  cervical  root,  whether 
they  enter  the  cord  through  the  seventh,  sixth, 
fifth  and  fourth  cervical  roots,  can  not  at  present 
be  stated  definitely  but  Foerster’s  experience 
would  tend  to  make  this  the  most  probable,  and 
he  concludes  that  ignorance  of  these  facts  has 
been  responsible  for  many  failures  to  relieve 
pain  by  performing  resection  of  the  posterior 
roots  alone.” 

Those  that  hold  against  the  presence  of  pain 
fibers  in  the  sympathetic  nerves  explain  the  clin- 
ical phenomena  by  various  technical  explanations, 
often  with  experimental  work  to  justify  their 
conclusions.  The  statement  is  made  that  the 
sympathetic  nerves  carry  visceral  afferent  fibers 
which  are  not  sympathetic  in  origin  but  which 
accompany  the  sympathetic  nerves.  Another  ex- 
planation (Davis^®)  is  that  stimulation  of  sympa- 
thetic nerves  produces  a metabolite  which  causes 
painful  stimuli  to  be  transferred  over  somatic 
nerves,  and  relief  of  pain  is  not  due  to  cutting 
pain  fibers  but  is  rather  the  result  of  stopping 
the  chemical  stimulus  causing  the  pain.  This 
may  be  true,  but  the  explanation  does  not  account 
for  relief  in  those  cases  in  which  pain  remains 
after  all  somatic  connections  have  been  severed 
and  ends  only  with  severing  of  the  sympathetic 
nerves.  Several  years  ago  we  reported  two  such 
cases^^,  and  have  encountered  others  since.  To 
clinicians  the  exact  physiologic  explanation  is  un- 
essential. We  are  interested  in  results  and  we 
know  that  severing  of  sympathetic  channels  re- 
lieves many  painful  conditions. 

The  more  we  note  responses  after  interruption 
of  sympathetic  pathways  in  relation  to  pain,  the 
more  we  are  convinced  that  our  concept  of  the 
mechanism  of  pain  must  be  greatly  altered.  On 
numerous  occasions  we  have  demonstrated  not 

7.  Wartenberg,  R.:  Klinlsche  Studlen  zur  Frage 
der  Geltung  des  Bell — Magendlschen  Geaetzes,  Zeit- 
schr.  f.  ges.  Neurol,  and  Psychlat.,  Bd.  113:  518-603, 
1928. 

8.  Davis,  L.,  and  Pollock,  L.  J.:  The  Peripheral 
Pathway  for  Painful  Sensations.  Arch.  Neurol.  & 
Psychiat.  24:  883-898,  Nov.,  1930. 

9.  Foerster,  O.,  Attenburger,  H.  and  Kroll.  F.  W. : 
Uuber  die  Bezeinhungen  des  vlgitatlen  Nervensys- 
tems  zur  Sensibilitet,  Zeitschr,  f.  d.  ges.  Neurol,  and 
Psychiat.  Bd.  121;  139-185,  1929. 

10.  Davis,  L.  and  Pollock,  L.  J. : Role  of  the  Symp.-i- 
thetic  Nervous  System  in  Production  of  Pain  in  the 
Head.  Arch.  Nevirol.  & Psychiat.  27:  282-293,  Feb., 
1932. 

11.  Flothow,  P.  G.:  Surgery  of  The  Sympathetic 
Nervous  System.  Report  of  Fourteen  Sympathetic 
Ganglioncctomiea.  Am.  J.  Surg.  10:8-18,  Oct.,  1930. 
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Fig.  1.  Illustrates  points  of  insertion  of  needles 
for  dorsal  and  lumbar  injections,  using  the  Lundy 
technic.  First  dorsal  segment  lies  opposite  7th  cer- 
vical spine,  showing  that  the  dorsal  injection  is  made 
opposite  the  spine,  and  lumbar  injection  opposite  the 
interspaces. 

only  relief  of  pain  by  blocking  only  the  sympa- 
thetic nerves,  but  also  relief  of  tenderness,  a 
type  of  pain  which,  according  to  our  present  con- 
ception of  the  nervous  system,  is  purely  somatic 
in  origin.  This  phenomenon  is  most  marked  in 
cases  of  vascular  insufficiency,  particularly  when 
associated  with  gangrenous  or  ulcerated  areas. 
Parts  which  could  not  bear  the  slightest  touch 
may  often  be  readily  manipulated  with  but  a 
minimum  of  discomfort,  this  in  spite  of  little  or 
no  improvement  in  the  vascularity  of  the  part. 
This  fact  is  always  considered  in  the  treatment 
of  such  conditions.  It  is  surprising  how  much 
pain  is  referable  to  sympathetic  rather  than  so- 
matic nerves. 

diagnostic  injections 

Diagnostic  injection  is  almost  invariably  per- 
formed before  the  initiation  of  therapeutic  meas- 
ures. Figures  1,  2,  3,  illustrate  the  technic  of 
injection,  details  of  which  appear  in  a previous 
publication’^’.  We  are  indebted  to  von  Gaza’^ 


12.  Flothow,  P.  G.:  Diagnostic  and  Therapeutic 
Injections  of  Sympathetic  Nerves.  Am.  Jour.  Surg. 
14;  591-604,  Dec.,  1931. 

13.  Von  Gaza,  W. : Die  Resektion  der  Paravertebra- 
len  Nerven  und  die  isolierte  Durchschneidung  des 
Ramus  Communlcans.  Arch  f.  klin,  Chir.  133:  429, 
1924. 


Pig.  2,  IlUi.-itral es  points  of  in.seruon  of  needles 
in  dor.sal  region.  Shows  the  Lundv  and  Labat  methods 
(taken  from  Labat). 


Pig.  3.  Illustrates  the  Lundy  and  Labat  technic 
for  lumbar  injection  (taken  from  Labat). 


and  White”  for  the  institution  of  this  diagnostic 
method.  Before  the  introduction  of  these  diag- 
nostic procedures  therapeutic  measures  directed 
toward  the  sympathetic  nerves  were  largely  em- 
pirical. Now  the  problem  as  to  whether  a pain 
is  sympathetic  in  origin  or  transmission  is 
quickly  and  definitely  decided  by  injection  of  the 
proper  sympathetic  segments.  This  is  fortunate 
and  fundamental  for  the  future  of  sympathetic 
surgery  since  we  are  now  able  to  avoid  useless 
operations. 

14.  White,  J.  C. : Diagnostic  Blocking  of  Sympa- 
thetic Nerves  to  Extremities  with  Procaine  ;Test  to 
Evaluate  Benefit  of  Sympathetic  Ganglionectomy.  J. 
A.  M.  A.  94:  1382-1388,  May  31,  1930. 


September,  1933 


relief  of  pain — FLOTHOW 


371 


It  is  my  aim  to  cover,  as  completely  as  possible, 
the  subject  of  pain  of  sympathetic  origin.  This 
is  a difficult  undertaking,  because  each  subject 
warrants  as  much  space  as  is  available  for  the 
entire  paper. 

PAINS  IN  THE  HEAD  AND  NECK 

Migraine.  This  term  is  very  loosely  applied. 
Many  headaches  are  erroneously  classified  as 
migraine.  In  speaking  of  migraine  proper  we 
refer  to  hemicrania,  a disease  characterized  by 
severe  unilateral  headaches  often  associated  with 
visual  and  gastric  disturbances.  There  is  con- 
siderable evidence  that  true  migraine  is  a sympa- 
thetic syndrome.  Some  of  the  earliest  operations 
on  the  cervical  sympathetics  were  performed  for 
migraine,  frequently  with  inconclusive  results.  It 
it  well  to  note  in  passing  that  the  doubtful  results 
of  the  early  work  were  probably  due  to  the  inade- 
quacy of  the  surgery  rather  than  the  principle, 
which  in  many  instances  was  correct.  Dandy^®, 
in  1931,  reported  relief  of  hemicrania  by  removal 
of  the  inferior  cervical  and  first  thoracic  sympa- 
thetic ganglia. 

It  is  not  our  object  to  suggest  indiscriminate 
surgury  for  headaches,  but  where  disabling  hemi- 
crania associated  with  hemianopsia  or  scotoma, 
a comparatively  uncommon  disease,  occurs,  a 
diagnostic  injection  at  the  time  of  the  attack 
definitely  determines  whether  or  not  the  sympa- 
thetics are  at  fault.  In  some  cases  of  severe 
headache,  not  migraine,  a diagnostic  injection 
will  give  valuable  information  as  to  possibility 
of  treatment.  Incidentally  many  of  these  are 
allergic  in  origin. 

Trifacial  neuralgia.  Although  the  great  ma- 
jority of  these  cases  respond  to  the  classic 
methods  of  treatment,  there  are  cases  in  which 
pain  recurs  in  spite  of  complete  section  of  the 
sensory  nerves.  Perhaps  this  occurs  only  in  atyp- 
ical cases.  In  1929,  in  a discussion  of  a paper 
by  Adson^®,  I reported  such  a case,  in  which  the 
pain  was  relieved  by  removal  of  the  stellate  and 
second  dorsal  sympathetic  ganglia.  On  the  basis 
of  this  report  Mixter^'^  did  a similar  case  with  a 
successful  result.  The  question  can  be  readily 
settled  by  use  of  the  diagnostic  injection. 

15.  Dandy,  W.  E.:  Treatment  of  Hemicrania  (Mi- 
fi-.iine)  bv  Removal  of  Inferior  C'ervical  and  Fir.'st 
Thoracic  Sympathetic  Ganglia.  Bull.  Johns  Hopkims 
Hosp.  48:  357-361,  June.  1931. 

16.  Rowntree,  L.  G.  and  Adson,  A.  W.;  Polyarthri- 
ti.s.  Further  Studies  on  the  Effects  of  Sympathetic 
Ganglionectomy  and  Ramisectomy.  J.  A.  M A 93- 
179-182,  July  20,  1929. 

17.  Mixter.  W.  J..  and  White,  J.  C. : Rain  Fatlnvav.s 
in  the  Sympathetic  Nervous  System.  Clinical  Evi- 
dence. Arch.  Neurol.  & I’sychiat.  25:  986-997,  May 


Atypical  facial  pain.  In  1928  Glaser  analyzed 
one  hundred  and  forty-three  cases  of  atypical 
neuralgias.  The  pain  is  often  a constant,  burn- 
ing, boring  type  of  pain,  rather  than  the  lancinat- 
ing pain  of  true  trifacial  neuralgia.  Frazier^® 
in  the  same  year  reported  unsuccessful  attempts 
to  relieve  this  condition  by  operations  on  the 
cervical  sympathetics.  Peet’s^*^  experience,  re- 
ported in  1929,  was  also  rather  unsatisfactory. 
Our  conviction  that  their  failures,  in  some  in- 
stances, were  due  to  incomplete  denervation  of 
the  sympathetics  was  registered  in  1930^^,  when 
w’e  reported  a similar  case  relieved  by  removal 
of  the  sympathetics  by  the  posterior  route. 

All  of  the  above  work  was  performed  before 
the  advent  of  diagnostic  injections.  The  question 
is  easily  settled  now.  We  have  ruled  out  the 
sympathetics  in  several  such  cases  and  in  others 
have  relieved  the  pain  by  injection  of  alcohol  into 
the  sympathetics,  following  diagnostic  injection. 
It  is  our  impression  that  a fairly  large  percentage 
of  these  cases  are  psychogenic,  not  neurogenic  in 
origin. 

Malignancies  of  head  and  neck.  In  a discus- 
sion on  injections  published  in  193F^,  we  sug- 
gested that  cases  of  painful  malignancies  might 
be  treated  by  alcohol  injection  rather  than  sur- 
gery. The  results  have  not  been  brilliant.  We 
have  injected  three  cases;  in  each  the  pain  has 
been  definitely  improved  but  not  entirely  re- 
lieved. However,  acting  on  this  suggestion.  Dr. 
Moore  of  Columbia,  South  Carolina,  injected  two 
such  cases  with  excellent  results^i.  We  feel  that 
it  is  distinctly  worth  while  to  do  a diagnostic  in- 
jection in  this  type  of  case;  if  pain  is  relieved, 
alcohol  injection  should  follow  as  surgery  is  not 
warranted. 


ANGINA  PECTORIS 


Much  has  been  done  on  the  surgical  treatment 
of  this  condition.  Most  of  the  work  has  been 
on  the  cervical  sympathetic  trunk,  and  for  this 
reason  the  results  were  not  constant.  The  early 
work  was  by  Jonnesco,  Danielopolu  and  Leri- 
che.  In  this  country  Coffey  and  Brown^^  advo- 
cated removal  of  the  superior  cervical  ganglion 


18.  Glaser,  M.  A.:  Atypical  Neuralgia,  So-Called; 
Critical  Analy.sis  of  One  Hundred  and  Forty-three 
Case.s.  Arch.  Neurol.  & Psychiat.  20:  537-558,  Sept., 

19.  Frazier,  C.  H.:  Atypical  Neuralgia:  Un.succe.ss- 
ful  Attempts  to  Relieve  Patients  by  Operations  on 
Cervical  Sympathetic  Sy.stem.  Arch.  Neurol.  & Psv- 
chiat.  19:  650-659,  April,  1928. 

20.  Peet.  M.  M. : Role  of  Sympathetic  Nervou.s  Sv.s- 
tem  in  Painful  Di.sea.se.s  of  Face.  Arch.  Neurol.'  & 
P.sychiat.  22:  313-321,  Aug.,  1929. 

21.  Moore,  T.,  Columbia,  S.C.  Personal  Communi- 
cation. 

22.  Coffey,  W.  B.  and  Brown.  P.  K.:  Surgical  Treat- 
ment of  Angina  Pectori.s.  Arch.  Int.  Med.  31:  200-220 
Feb.,  1923. 


372 


relief  OE  pain — FLOTHOW 


Vol.  XXXII,  No.  9 


only  and  reported  good  results,  but  apparently 
this  work  has  not  stood  the  test  of  time. 

Since  the  heart  receives  sympathetic  innerva- 
tion through  the  three  cardiac  nerves  from  the 
cervical  trunk  plus  branches  from  the  first  five 
dorsal  ganglia  on  the  left  side,  it  is  difficult  to 
understand  how  surgery,  limited  to  the  cervical 
chain,  could  be  expected  to  relieve  pain  in  all 
cases.  Removal  of  the  stellate  and  upper  dorsal 
ganglia  is  apparently  effective  in  about  three- 
fourths  of  the  cases  ^ reported  by  White-^,  with 
an  apparent  mortality  of  about  twenty-five  per 
cent.  To  insure  erradication  of  all  sympathetic 
fibers  to  the  heart,  it  would  be  necessary  to  re- 
move the  first  five  dorsal  ganglia  on  the  left 
side,  though  the  possibility  of  recurrence  of  pain 
in  the  right  side  would  still  remain.  The  opera- 
tion is  feasible  and  can  be  performed  by  removal 
of  the  second  and  fourths  ribs  and  transverse 
processes,  but  in  this  type  of  case  the  mortality 
must  be  high.  In  one  of  our  cases,  a most  severe 
angina,  the  patient  chose  the  operation  rather 
than  injection.  He  expired  on  the  table. 

Mandl-^  in  Vienna,  in  1924,  was  the  first  to 
emiffoy  injections  for  angina.  He  used  procaine 
only  and  sometimes  obtained  relief  for  a year’s 
duration.  Obviously  in  most  cases  the  eft'ect  must 
be  short  lived.  Swetlow-®,  in  1926,  was  the  first 
to  utilize  alcohol.  Reports  from  both  White-® 
and  Swetlow-^,  on  a large  series  of  cases,  show 
about  seventy-five  per  cent  good  results.  Our 
technic  differs  from  that  outlined  by  these  men; 
we  feel  that  it  obviates  the  danger  of  entering 
the  dura,  and  lessens  the  chance  of  piercing  the 
pleura.  Furthermore,  in  our  hands  it  is  easier  to 
perform  (figs.  1,  2). 

We  have  done  fourteen  alcoholic  injections  in 
eleven  cases  of  angina  pectoris.  In  three  of  the 
cases,  because  of  the  occurrence  of  right  sided 
pain,  a second  injection  on  the  right  side  was 
necessary,  in  one  instance  four  months  after  the 
first  injection  and  in  the  other  two  eight  months 
later.  In  none  of  the  successful  cases  has  there 
been  recurrence  of  pain  in  the  left  side.  Nine 
of  the  eleven  cases  had  complete  relief  of  anginal 

23.  White,  J.  C. : Angrina  Pectoris;  Relief  of  Pain 
by  Paravertebral  Alcohol  Block  of  Upper  Dorsal  Sym- 
pathetic Rami.  Arch.  Neurol.  & Psychiat.  22:  302-312, 
Aug.,  1029. 

24.  Mandl,  F. : Die  Werkung  der  paravertebralen 
Injecktion  bei  Angina  Pectoris.  Arch.  f.  klin.  Chir. 
136:  495.  1925. 

25.  Swetlow,  G.  T.:  Paravertebral  Block  in  Cardiac 
Pain.  Am.  Heart  J.  1:  393-412,  April,  1926. 

26.  White,  J.  C.:  Angina  Pectoris;  Treatment  by 
Paravertebral  Alcohol  Injection  or  Operation  Based 
on  Newer  Concepts  of  Cardiac  Innervation.  Am.  J. 
Surg.  9:  98-105,  July,  1930. 

27.  Swetlow,  G.  I.:  Angina  Pectoris.  Paravertebral 
Alcohol  Block  for  Relief  of  Pain.  Am.  J.  Surg.  9:88-97, 
July,  1930. 


pain.  Included  in  these  nine  are  those  in  which 
a right-sided  injection  was  subsequently  neces- 
sary. While  marked  improvement  ensued  in  the 
two  remaining  cases,  the  results  were  not  entirely 
satisfactory.  Both  of  these  Cases  were  women; 
all  the  men  had  good  results. 

Because  of  the  positive  results  always  obtained, 
it  is  our  opinion  that  in  this  condition  diagnostic 
injection  is  unnecessary.  Alcohol  is  inserted  di- 
rectly after  ascertaining  that  the  pleura  has  not 
been  entered  and  the  patients  are  given  sufficient 
gas  for  analgesia  during  the  injection. 

Although  there  have  been  no  deaths  as  a result 
of  the  injection,  we  feel  that  it  is  potentially 
dangerous,  and  hence  are  always  prepared  for  an 
emergency.  Four  of  the  patients  have  since  ex- 
pired. One  death  occurred  two  months  after 
injection,  one  eight  months,  one  twelve  months. 
In  the  most  recent  one,  a very  severe  case,  mor- 
tality followed  a week  after  injection,  as  the 
result  of  thrombosis  of  the  major  abdominal  ves- 
sels. The  anginal  attacks,  which  had  occurred 
every  few  minutes,  did  not  recur. 

Practically  all  of  our  cases  have  been  very 
severe  ones  of  advanced  years  with  unquestion- 
able severe  coronary  disease,  whose  time  has  been 
limited  at  best.  But  we  feel  strongly  that  injection 
should  not  be  reserved  for  this  type  of  patient. 
Better  results  would  be  obtained  were  these  peo- 
ple treated  earlier  in  the  course  of  their  disease. 
The  ideal  case,  of  course,  is  the  younger  indi- 
vidual without  coronary  damage.  It  is  our  be- 
lief that  practically  every  case  of  this  class  can 
be  relieved  and  life  markedly  lengthened. 

Angina  pectoris  is  one  of  the  few  conditions 
for  w'hich  we  advocate  alcoholic  injections  of  the 
dorsal  nerves.  In  most  other  conditions  surgery 
is  preferable;  moreover,  it  is  not  attended  with 
neuritis  which  follows  alcoholic  injection.  This 
is  often  quite  severe  and  may  last  from  three  to 
twelve  weeks.  Patients  having  had  angina  are, 
nevertheless,  glad  to  bear  this  in  order  to  obtain 
relief  from  the  pain  of  their  primary  disease. 

PAINFUL  THORACIC  ANEURYSM 

White^®  has  reported  three  cases  of  painful 
aneurysm  of  the  arch  of  the  aorta  successfully 
treated  by  alcoholic  injection  of  the  first  two 
dorsal  ganglia.  This  is  also  a class  in  which,  due 
to  the  condition  of  the  patient,  injection  is  pre- 
ferable to  surgery.  In  his  report  White  ex- 
presses the  opinion  that  paravertebral  injection 
of  alcohol  is  a poor  substitute  for  sympathetic 

28.  White,  J.  C.:  Painful  Aneurysm.s  of  Aortic  Arch. 
Relief  bv  Paravertebral  Injection.^!  of  Procaine  and 
Alcohol.  J.  A.  M.  A.  99:  10-13,  July  2.  1932. 
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ganglionectomy  in  an}'  patient  who  is  a reason- 
ably good  operative  risk. 

BRACHIAL  PLEXUS  NEURITIS 

This  condition  may  be  due  to  a variety  of 
causes.  We  shall  treat  them  all  as  one  subject 
and  merely  wish  to  stress  the  fact  that  at  times, 
when  all  other  therapeutic  measures  have  failed, 
a diagnostic  injection  of  the  upper  two  dorsal 
ganglia  may  point  the  way  to  a successful  method 
of  treatment.  Occasionally,  all  that  is  needed  to 
give  relief  is  the  injection  of  procaine.  The 
mechanism  of  this  relief  apparently  consists  in 
breaking  the  pain  reflex.  This  subject  will  be 
discussed  later  with  reference  to  pelvic  lesions. 

We  have  in  mind  two  cases,  both  old  men,  one 
of  malignancy  involving  the  brachial  plexus,  the 
other  of  extensive  arthritis  of  the  cervical  spine. 
In  the  former  procaine  injection  caused  marked 
amelioration  of  symptoms ; in  the  latter  alcohol 
was  used  with  distinct  improvement.  We  must 
confess  that  in  the  majority  of  these  cases  the 
results  are  poor,  but  occasionally  marked  benefit 
will  ensue. 

PAINFUL  amputation  STUMPS 

Leriche  reported  good  results  years  ago  by 
stripping  the  major  vessels  of  the  extremity,  but 
success  with  this  method  of  treatment  was  the 
exception  rather  than  the  rule.  In  1930  we  re- 
ported three  cases  treated  by  removal  of  the 
stellate  and  upper  dorsal  ganglia  by  the  posterior 
approach^^.  All  of  these  cases  were  done  before 
the  advent  of  diagnostic  injections.  In  one  of 
the  cases  the  result  was  good ; the  other  two  were 
failures. 

Since  we  have  been  employing  diagnostic  in- 
jection, we  find  that  the  great  majority  of  these 
cases  are  not  suitable  for  sympathectomy.  Even 
the  diagnostic  injection  is  not  absolutely  reliable 
because  of  the  influence  of  the  mental  side  of 
these  patients.  They  have  difficulty  in  evaluat- 
ing the  result  of  the  injection,  and  are  so  anxious 
for  relief  that  frequently  the  effect  is  p.sychic. 
As  an  example,  in  the  past  year  we  performed 
an  operation  based  on  what  was  seemingly  an 
inaccurate  deduction  by  the  patient,  with  a con- 
sequent failure.  A doctor  with  a painful  stump 
informed  us  that  following  a diagnostic  injection 
it  was  most  difficult  to  judge  whether  or  not  the 
pain  was  relieved.  Therefore,  unless  the  patient 
states  without  reservation  that  the  pain  is  gone, 
we  do  not  think  operation  should  be  performed. 
In  occasional  cases  alcohol  is  used  as  a glorified 
diagnostic  procedure,  followed  by  operation  when 
the  results  warrant. 


Obviously  the  case  most  apt  to  be  benefited  is 
the  cold  cyanotic  stump  with  excessive  perspira- 
tion. In  our  experience,  where  the  stump  is 
warm,  it  is  rarely  one  in  which  sympathectomy 
will  be  of  any  use.  A recent  report  by  Drury 
and  SchwartzelE®  is  an  example  of  the  occasional 
case  benefited  by  sympathectomy  and  warrants 
the  application  of  diagnostic  injection  to  every 
such  case. 

In  this  review  we  are  not  considering  such 
painful  conditions  as  Raynaud’s  and  Buerger’s 
disease  and  arthritis,  for  the  benefits  of  sympa- 
thectomy in  these  conditions  are  well  known.  Our 
results,  particularly  for  the  first  two  conditions, 
continue  excellent. 

ABDOMINAL  CONDITIONS 

We  now  enter  a phase  of  the  subject  which 
is  still  somewhat  in  the  realm  of  conjecture.  On 
certain  factors,  however,  we  have  definite  know- 
ledge. Since  it  has  been  rather  definitely  proven 
that  the  vagus  does  not  play  any  role  in  visceral 
pain,  it  follows  that  all  abdominal  pain  must  of 
necessity  be  mediated  through  visceral  afferent 
fibers  coursing  with,  even  if  not  truly  part  of 
the  sympathetic  visceral  nerves. 

Laewen  has  shown  (White^®)  that  by  infiltrat- 
ing procaine  at  various  levels  in  patients  suffer- 
ing from  severe  abdominal  pain,  the  sensory 
fibers  from  the  abdominal  viscera  enter  the  cord 
at  the  following  segments : 


Stomach 
Gallbladder 
Small  intestine 
Kidneys 
Appendix 


D7— D6 
D 10  right 
D 9— D 10 
D 12— L 1 
L 1 — 2 right 


With  these  facts  in  mind  White  has  success- 
fully applied  injection  and  surgical  removal  in 
tabetic  crises  and  other  severe  abdominal  pains  of 
undetermined  origin.  Archibald^^  reports  sim- 
ilar results.  In  several  cases,  in  which  etiology 
was  uncertain,  we  have  been  able  to  relieve  se- 
vere abdominal  pain  by  injection  of  the  lower  dor- 
sal segments.  We  must  also  report  a number 
of  failures,  probably  due  to  unsuccessful  location 
of  the  injection  level. 

PELVIC  CONDITIONS 

In  the  past  year  gynecologic  literature  has  con- 
tained numerous  reports  of  pain  relief  by  sever- 
ance of  sympathetic  fibers  in  the  course  of  gyne- 


29.  Drury,  R.  B.  and  Schwartzell,  H.  H. : Diagno.'itic 
Novocaine  Block  Followed  by  Sympathectomy  for  Re- 
lief of  Amputation  Stump  Bain.  Am.  J.  Surg-.  19:  55- 
58,  Jan.,  1933. 

30.  White,  J.  C. : Diagnostic  Novocaine  Block  of 
Sensory  and  Sympathetic  Nerves;  Method  of  E.stimat- 
ing  Results  which  can  be  Obtained  by  their  Perman- 
ent Interruption.  Am.  J.  Surg.  9:  264-276,  August.  1930. 

31.  Archibald,  E.;  Effect  of  Sympathectomy  upon 
T'ain  of  Organic  Disease  of  Arteries  of  Lower  Limbs 
and  for  Obscure  Abdominal  Pain.  Ann.  Surg.  88;  499- 
509,  Sept.,  1928. 
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cologic  operations.  Harris®-  has  recorded  relief 
from  painful  kidney  and  ureteral  conditions  by 
renal  sympathectomy  (stripping  of  renal  vessels). 
Learmonth®®  reports  relief  of  painful  bladder 
conditions  by  removal  of  the  presacral  nerves. 

We  have  had  two  interesting  pelvic  cases.  One 
was  a woman  forty  years  of  age  who  had  been 
suflfering  for  twelve  years  with  a very  painful 
bladder  spasm.  All  manner  of  treatment  gave  no 
relief.  Cystoscopic  examination  showed  no  blad- 
der abnormality,  yet  she  was  totally  incapacitated 
and  obtained  only  slight  measure  of  respite  by 
pouring  hot  water  on  the  vulva  and  perineum 
every  few  minutes.  Examination  under  anes- 
thesia revealed  a small  tumor  mass  which  under 
deeper  anesthesia  relaxed,  proving  to  be  a spastic 
bladder.  Pelvic  exploration  had  revealed  noth- 
ing except  a retroflexed  uterus,  which  was  sus- 
pended without  relief. 

This  case  was  called  to  our  attention  at  The 
Coffey  Clinic  and  we  suggested  a diagnostic  in- 
jection to  determine  if  the  spasm  could  be  re- 
lieved. Bilateral  procaine  injection  of  the  four 
lumbar  segments  was  then  done.  Within  ten 
minutes  the  pain  had  entirely  disappeared  and 
vaginal  examination  disclosed  no  evidence  of 
bladder  spasm.  Believing  that  the  result  was 
perhaps  psychic,  alcohol  was  not  injected.  Ap- 
pro.ximately  a year  has  now  elapsed  without  any 
return  of  the  spasm  or  pain. 

This  is  another  of  those  phenomena  previously 
metioned,  where  simple  temporary  breaking  of 
the  pain  reflex  (in  this  case  associated  with 
spasm)  by  means  of  procaine  has  served  as  cure. 
Apparently  some  physiologic  principle  is  involved 
which  is  hard  to  explain.  Possibly  it  is  related 
to  the  chemical  reactions  at  the  synapses  of  the 
neurons  carrying  painful  stimuli. 

The  other  case  was  that  of  a married  woman, 
twenty-six  years  of  age,  who  had  suffered  ter- 
rific dysmenorrhea  since  the  onset  of  menses  at 
fourteen.  For  approximately  six  hours  at  be- 
ginning of  each  period  she  suffered  excruciating 
pain,  requiring  the  use  of  morphia  as  nothing 
else  gave  relief.  She  had  had  several  pelvic 
operations  and  all  manner  of  medical  treatment 
to  no  avail.  The  pain  was  always  associated 
with  exquisite  lower  abdominal  tenderness  which 
usually  persisted  for  twenty-four  hours.  The 
menstrual  pain  was  disappearing  rapidly  when 

32.  Harris,  S.  and  Harris,  K.  G.  S. ; Renal  Sympa- 
thetico — Tonus,  Renal  Pain  and  Renal  Sympathec- 
tomy. Brit.  J.  Urol.  2:367-374,  Dec.,  1930. 

33.  Learmonth,  J.  R. : Neurosurgery  in  Diseases  of 
Urinary  Bladder.  Am.  J.  Surg.  16:270-274,  May,  1932. 


we  gave  the  first  injection.  Bilateral  injection 
of  the  lumbar  sympathetics  with  procaine  caused 
the  abdominal  tenderness  to  entirely  disappear. 
At  the  ensuing  menstrual  period  we  injected  her 
at  the  peak  of  her  pain,  at  two  o’clock  in  the 
morning.  After  bilateral  lumbar  injection  of 
procaine  all  pain  disappeared  in  less  than  ten 
minutes.  On  this  basis  alcohol  was  injected  and 
she  has  been  entirely  relieved  for  the  ten  months 
to  date. 

These  two  cases  give  some  idea  of  the  possi- 
bilities of  treatment  in  painful  conditions  of  this 
type. 

TRAUM.LTIC  SYMPATHALGIxV  (CAUSALGIA) 

Traumatic  sympathalgia  is  a term  we  have 
coined  for  use  in  contradistinction  to  neuralgia 
and  is  applied  to  those  cases  in  which  the  injury 
is  vascular  and  the  pain  transmitted  over  sympa- 
thetic channels.  We  feel  that  this  terminology 
is  more  descriptive  than  causalgia  and  more  ex- 
clusive. The  condition  is  in  the  nature  of  a trau- 
matic Raynaud’s  disease,  usually  the  result  of  a 
crushing  injury  to  the  extremity,  though  fre- 
quently the  trauma  is  trivial.  It  also  occurs  fol- 
lowing compound  or  comminuted  fractures,  es- 
pecially of  the  lower  extremity. 

Symptomatology  is  characterized  by  a cold, 
painful,  cyanotic  extremity  following  an  injury. 
The  diagnosis  is  made  by  injection.  Our  first 
case,  reported  in  Surgical  Clinics  of  North 
Ainerica^'^,  is  typical  of  the  group.  A young 
woman,  twenty-five  years  of  age,  had  run  a 
hook  into  the  back  of  her  right  hand,  a year  pre- 
viously. After  the  wound  healed  she  continued 
to  have  pain.  Later  the  injured  area  was  ex- 
plored on  the  assumption  that  periostitis  was 
present.  The  pain  persisted  and  when  we  saw 
her,  the  right  hand  was  several  degrees  colder 
than  the  left  and  definitely  cyanotic.  Diagnostic 
injection  caused  a marked  increase  in  temperature 
and  complete  relief  of  pain.  Ganglionectomy  fol- 
lowed successfully  and  the  pain  has  not  recurred. 
We  have  seen  five  such  cases  in  the  upper  ex- 
tremity, four  in  women.  Two  instances  followed 
crushing  injuries  to  the  hand,  one  a chemical  burn 
on  the  back  of  the  hand,  and  the  other  had  as  the 
inciting  factor  a bee  sting  on  the  hand.  Four  of 
these  cases  were  operated  on  with  relief  of  the 
pain  in  all.  The  compensation  cases  developed 
other  complaints,  but  all  were  relieved  of  the  ori- 
ginal condition. 

34.  Swift,  G.  AV.,  and  Flothow,  P.  G. : Pain  of  Sym- 
pathetic Origin.  S.  Clin.  North  America.  11:  1181-1186, 
Oct.,  1931. 
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W e have  seen  a number  of  these  cases  in  the 


SURGICAE  TECHNIC 


lower  extremities,  some  of  w'hich  have  been  suc- 
cessfully treated  by  alcoholic  injections,  others 
by  ganglionectomy.  In  other  instances  the  sym- 
pathetics  as  a factor  have  been  ruled  out  by 
failure  of  injection  to  relieve  pain.  White^®, 
Spurling^®,  Morton  and  Scott*^  and  others  re- 
port similar  cases. 

arteriosclerotic  pain 

In  September^*,  1931,  we  reported  the  result 
of  alcoholic  injection  of  the  lumbar  sympathetics 
in  eight  cases  of  old  arteriosclerotics  with  painful 
feet  and  claudication,  and  in  December  of  the 
same  year  reported  four  additional  cases  with 
e.xcellent  results  in  ten  of  the  twelve  cases^®. 
Since  then  we  have  augmented  this  list  by  a large 
number  of  cases  wdth  marked  benefit  in  approxi- 
mately seventy-five  per  cent. 

It  is  frequently  possible  to  relieve  pain,  even 
though  there  is  little  or  no  immediate  increase  in 
the  vascularity  of  the  extremity.  Reichert"*® 
points  out  that  there  is  often  no  evidence  of  im- 
proved circulation  until  ten  to  fourteen  days 
after  injection.  This  coincides  wdth  our  experi- 
ence. For  this  reason  diagnostic  injection  is  done 
and  if  relief  of  pain  occurs,  alcohol  is  injected 
even  without  the  evidence  of  increased  tempera- 
ture of  the  extremity. 

In  this  type  of  case  the  exquisitely  tender  feet 
can  frequently  be  manipulated  wdthout  pain  after 
injection,  a fact  referred  to  previously.  Usually 
the  good  subject  is  one  with  cold,  clammy,  cyan- 
otic feet.  If  the  feet  are  red  and  dry  the  out- 


Little  need  be  said  on  technic.  For  the  upper 
dorsal  and  lower  cervical  ganglia  the  posterior 
approach  by  the  way  of  the  second  rib,  suggested 
by  Henry'*^  and  modified  by  Adson^^  who  re- 
moves the  first  rib,  remains  the  method  of  choice. 
We  prefer  to  remove  the  second  rib.  The  ap- 
proach has  been  considerably  simplified  since 
Henry’s  description. 

For  the  lumbar  sympathetics,  we  feel  that  the 
simplicity  and  safety  of  the  extraperitoneal  ap- 
proach described  by  Royle^®  makes  it  preferable 
to  the  abdominal  approach.  We  have  improved 
this  technic  by  extending  the  incision  forward 
almost  to  the  border  of  the  rectus,  a modifica- 
tion which  gives  a better  exposure  and  makes  for 
easier  and  firmer  closure.  Since  adopting  the 
extraperitoneal  approach,  we  have  done  over 
fifty  cases  without  a fatality. 

In  approximately  the  same  number  of  cases  of 
dorsal  ganglionectomy  we  have  had  but  one 
death  and  that  in  a severe  case  of  angina  pec- 
toris. Therefore,  it  can  be  said  that  operations 
on  the  sympathetic  ganglia  are  accompanied  by 
as  low  a mortality  as  any  major  surgical  pro- 
cedure elsewhere.  In  the  light  of  this  fact,  with 
the  added  ad\antage  of  diagnostic  injections  to 
outline  indications  definitely,  one  can  confidently 
conclude  that  sympathetic  surgery  is  on  a firm 
and  rational  basis. 
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look  is  not  good.  An  interesting  and  unusual 
case  is  that  of  a man  eighty-three  years  of  age, 
indicating  that  apparently  age  seems  to  be  no 
contraindication.  An  excellent  result  was  ob- 
tained. It  is  surprising  how  much  of  a vasospas- 
tic element  is  present  in  many  of  these  cases 
that  w^e  have  previously  considered  entirely  oc- 
clusive in  nature.  The  results  in  this  type  of 
case  are  most  gratifying. 


3u.  AVhite,  J.  C. : Diug-no.stic  Novocaine  Block  of 
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George  L.  Grapp,  D.D.S. 

SEATTLE,  WASH. 

Fetor  oris,  commonly  termed  halitosis,  has  re- 
ceived little  attention  from  the  medical  profes- 
sion, although  the  importance  of  poor  oral  hy- 
giene is  accepted  as  an  etiologic  factor  in  many 
diseases  of  the  mouth  and  adnexa.  On  the  other 
hand,  millions  have  been  spent  in  vain  on  fla- 
vored water  as  a panacea,  testifying  to  the  pub- 
lic interest.  It  is  true  that  foul  odor  in  the 
presence  of  various  stomatitides  is  a recognized 
syiTqitom.  But  without  evidence  of  the  oral 
lesion,  offensive  breath  has  generally  been  attrib- 
uted to  gastrointestinal  or  hepatic  disturbances. 


41.  Henry,  A. 
Left  Cervico-dor 
Angina  Pectoris. 

42.  Adson,  A. 
Trunk  Resection 
trathoracic  Appr 
1931. 

43.  Royle,  N. 
by  Sympathetic 
39;  701-720,  Dec. 


K.:  New  Method  of  Resecting  The 
sal  Ganglion  of  the  Sympathetic  in 
Irish  J.  M.  Sc.  5:  157-167,  Apr.,  1924. 
W. : Cervicothoracic  Ganglionectomy, 
and  Ramisectomy  by  I’osterior  In- 
oach.  Am.  J.  Surg.  11:227-232,  Feb., 

C. : Treatment  of  Spastic  Paralysis 
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suppuration  of  the  lungs  or  a pyogenic  process 
in  either  the  nasal  or  oral  cavity. 

Certain  states  in  the  respiratory  tract,  such  as 
lung  abscess,  -would  obviously  be  characterized 
by  odor.  But  the  malodorous  breath  has  long 
been  erroneously  listed  under  the  genetic  head- 
ing of  gastric  disorders.  Since  we  do  not  breathe 
from  the  digestive  tract,  the  odor  cannot  be  a 
reverberation  from  that  region.  Of  course,  phy- 
siologic upsets,  due  either  to  overeating  or  exces- 
sive drinking,  contribute  to  fetor  oris,  but  they 
are  secondary  factors,  because  they  lower  resis- 
tance and  inhibit  normal  saliva  flow,  thus  aug- 
menting bacterial  fermentation  with  the  resul- 
tant plastered  tongue  the  following  day.  The  re- 
port on  “leading  mouth-washes”  from  the  Coun- 
cil on  Pharmacy  and  Chemistry^,  which  disclosed 
these  antiseptics  as  decidedly  wanting,  surely 
warrants  the  statement  that  the  public,  at  least, 
does  not  feel  that  “it  comes  from  the  stomach.” 
In  fact,  it  was  the  significance  of  the  large  num- 
ber of  healthy  patients,  exhaling  noxious  odors  in 
the  presence  of  neither  dental  nor  tonsillar  in- 
fection, that  caused  the  problem  to  be  appreciated 
and  investigated. 

The  initial  question  resolved  itself  into  three 
phases : the  source  of  the  odor,  the  particular 
growth  of  microorganism,  if  any,  responsible  for 
this  most  common  complaint,  and  the  material 
on  which  the  biochemic  process  was  perpetuated. 
On  the  basis  of  these  findings  the  therapeutic 
agent  was  decided. 

CLINICAL  OBSERVATIONS  AND  LABORATORY  TESTS 

In  the  series  of  500  cases  charted,  only  one 
case  of  ozena  of  the  nose  was  found,  one  of  sep- 
tic lung,  with  several  of  infected  tonsils,  although 
every  idea,  which  associated  mouth  odors  with 
diseases  of  the  sinuses,  alimentary  canal,  et  cet- 
era, was  carefully  considered.  In  other  tests 
made  as  to  source,  whether  from  nasal  or  oral 
exhalations,  the  results  were  conclusive  that  this 
fetor  was  postoral,  not  postnasal.  The  act  of 
speech  gives  such  an  impetus  to  exhalations  as 
they  pass  over  the  surface  of  the  tongue  that  the 
gaseous  odor  is  often  carried  to  the  extent  of 
three  or  four  feet. 

Swabbings  from  the  teeth,  gingiva,  pharynx 
and  buccal  cavity  were  quite  universally  negative 
for  odor  but  extensive  caries,  also  gingival  and 
alveolar  suppurations,  must  be  noted  as  addi- 
tional factors.  Clinical  observations  disclosed  a 
coated  tongue  in  90  per  cent  of  the  cases  exam- 

1.  Editorial:  Listerine  and  Other  Mouth  Washe.s. 
J.  A.  M.  A.  96:1308.  Apr.  18,  1931. 


Fig.  1.  Area  of  tongue  outlined  is  that  which  is 
most  susceptible  to  coating.  All  photomicrographic 
studies  are  through  the  cooperation  and  courtesy  of 
Dr.  IV.  Raymond  Jones. 

ined,  fetor  varying  in  quality  as  well  as  in  degree, 
according  to  the  extent  of  putrefaction.  This 
conclusion  proved  a stimulus  for  further  clinical 
and  laboratory  investigation.  It  was  possible  to 
place  the  responsibility  of  fetid  breath  definitely 
on  the  tongue  in  90  per  cent  of  the  cases,  as  a 
result  of  hundreds  of  tests  made  from  an  un- 
selected sampling  of  smears,  individuals  ranging 
from  the  apparently  healthy  to  those  with  vary- 
ing degrees  of  morbidity. 

The  heaviest  coating  is  at  the  base  of  the 
tongue,  that  region  which  contains  the  taste  buds 
in  the  walls  of  the  circumvallate  papillae.  Al- 
though the  posterior  two-thirds  is  generally  indi- 
cated as  the  area  coated  (fig.  1),  the  mass  gra- 
dually tapers  towards  the  tip. 

It  is  simplicity  itself  to  test  whether  or  not 
the  tongue  is  the  source  of  odor.  Wipe  the  pos- 
terior portion  with  gauze  held  in  a forceps.  A 
whiff  from  the  stained  cloth  is  positive  proof. 
This  can  be  also  demonstrated  to  the  patient’s 
satisfaction  by  having  him  rub  that  surface  with 
the  forefinger  wrapped  in  a handkerchief,  while 
he  holds  the  tongue  forward  with  a towel  in  i 
order  to  reach  the  posterior  section.  | 

SOME  etiologic  influences  I 

The  infant’s  breath  is  always  sweet  but  shortly  | 
after  birth  a septic  oral  aspect  presents  itself,  a I 
natural  sequence  from  bacteria  entering  the  oral  I 
cavity,  where  they  continue  to  grow  and  increase.  I 
Because  of  certain  anatomic  relationships,  the  I 
jelly-like  formation  is  more  closely  adherent  to  1 
the  posterior  portion  of  the  organ,  which  is  sel-  I 
dom  disturbed  as  it  is  in  contact  with  the  smooth  I 
surface  of  the  soft  palate,  in  contradistinction  to  I 
the  anterior  portion  which  contacts  the  hard  1 
palate  and  the  teeth.  This  endogenous  factor,  in  I 
conjunction  with  epithelial  accumulation,  stimu-  I 
lates  and  greatly  increases  bacterial  growth.  1 
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Fig-.  2.  Micrococci  and  coliform  bacilli,  Fig.  3.  Smear  from  gingival  surface, 

typically  gas-producing  in  nature,  pre-  Vincent’s  spirilla,  fusiform  bacilli,  strep- 

dominate  in  this  smear  of  average  flora  tococci  and  a few  scattered  micrococci, 
from  tongaie  scrapings.  This  is  in  direct  contrast  to  figure  2 as 

to  gas-producing  nature. 


occur  as  a re- 
sult of  poor 
mouth  hygiene, 
particularly  in 
patients  with 
dietetic  d e f i- 
ciency.  A simi- 
lar chord  is 
struck  in  re- 
viewing the 
etiology  of 
Vincent’s  a n- 
gina,  salivary 


Even  a cursory  glance  at  the  gross  anatomy  of 
the  tongue  shows  a roughened  exterior,  whereas 
the  photomicrographic  studies  reveal  a cryptic 
and  convoluted  surface,  an  ideal  lodging  for  har- 
boring bacterial  growth  and  retention  of  minute 
food  debris.  A study  of  physical  properties 
demonstrates  why  an  accumulation  of  dead  epi- 
thelium, too  rapidly  replaced  in  the  process  of 
repair,  results  in  a septic  sequela  with  breath 
and  taste  impaired.  Man  still  produces  his  epi- 
thelium at  the  rate  required  by  the  lower  animals, 
in  which  case  this  rapid  replacement  is  being 
constantly  worn  away  by  the  vigorous  use  of  a 
masticating  machine  licking  up  foodstuff.  With 
the  tongue  at  rest  desquamation  is  naturally  de- 
layed, decomposition  takes  places,  the  accumul- 


gland  and  duct 
calculi,  postoperative  salivary  gland  infections 
and  other  lesions  of  the  oral  cavity.  Improper 
food  habits,  alcoholic  beverages,  heavy  smok- 
ing, nervous  tension  and  various  organic  and 
gastric  disturbances,  all  contribute  to  coated 
tongue  and  hence  unpleasant  breath. 

It  cannot  be  stressed  too  often  that  “fur  on 
the  tongue  is  the  consequence  of  oral  sepsis  in 
varying  degrees,  and  is  not  a mirror  of  the  state 
of  the  intestinal  canal;  if  it  be  that,  oral  sepsis  is 
the  cause  of  both.”^  The  fact  that  nasooral  sep- 
sis is  considered  by  some  authorities  as  a primary 
causative  factor  in  appendicitis  is  illustrative  of 
the  new  viewpoint  regarding  the  role  of  oral  in- 
fection in  systemic  disease.^ 

BACTERIOLOGY 


ated  organic  matter  dies  and  putrefaction  sets  in. 
In  the  degree  that  this  coating  becomes  heavy, 
the  normal  function  of  the  taste  buds  is  inter- 
fered with,  resulting  in  not  only  an  offensive 
breath  but  a putrescent  taste. 


This  brownish  grey  coating,  a superficial  glos- 
sitis, is  derived  from  a conglomerate  mass  of 
dead,  disintegrating  epithelial  cells,  decaying  food 
particles  and  a multiplicity  of  bacteria.  Staphy- 
lococci, spirillae,  molds,  diplococci,  gram-positive 


Coated  tongue  is  a resultant  of  certain  phases 
of  civilization,  as  many  of  our  habits  lower  bodily 
resistance  and  are  conducive  to  bacterial  growth. 


and  gram-negative  micrococci  and  bacilli  have  all 
been  cnltered,  direct  smears  plus  smears  made 
from  colonies  on  blood-agar  plates.  Figure  2 


According  to  Mead^,  streptococcic  stomatitis  may  represents  a typical  smear,  the  average  flora 


Fig-.  4.  Section  of  tongue  revealing 
separation  of  dead  epithelium  from  the 
underlying  healthy  tissue.  Also  shows 
necrotic  coating  accumulating  on  the 
surface. 


Fig.  5 . A section  directly  through 
the  circumvallate  papillae,  showing 
further  separation  of  necrotic  epithe- 
lium, a thick  culture  mass  which 
covers  the  posterior  two-thirds  por- 
tion of  the  tongue. 


from  tongue  scrapings 
from  an  individual  in 
apparently  excellent 
health,  though  possess- 
ing a foul  breath.  Many 
of  the  above  bacteria, 
micrococci  and  coliform 
bacilli,  predominate,  in 
direct  contrast  to  the 
nongas  producing  flora 
found  on  the  gingival 
surfaces  (fig.  3). 

From  the  photo-micro- 


2. Mead,  S.  C.:  Streptococcic  Stomatitis.  Internat. 
J.  Orthodontia.  18:748-756,  July,  1932. 

3.  Spencer,  W.  G.,  and  Cade,  S. : Diseases  of  the 
Tongue,  p.  84,  P.  Blakiston’s  Son  & Company,  Phila- 
delphia, 1931. 


graphs  of  the  tongue 

4.  Watson-Williams,  P.  and  Pickworth,  F'.  A.:  Ob- 
servation on  Nasal  and  Oral  Focal  Sepsis  in  Etiology 
of  Gastro-intestinal  and  Pulmonary  Infective  Di- 
seases. Brit.  M.  J.  1:931-934,  June  2,  1928. 
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Fig.  6.  A group  of  epithelial  cells  from  tongue 
scrapings.  Nuclei  and  protoplasm  in  a state  of  com- 
plete degeneration  by  the  saprophytic  bacterial  life. 

Fig.  7.  Several  large  epithelial  cells  from  buccal 
cavity,  showing  nucleus  and  well  formed  protoplasm 

(figs.  4,  5)  the  fur  is  seen  superimposed  upon 
the  underlying  epithelium,  demonstrating  that  the 
slow  desquamation  through  disintegration  of  cell 
life  is  not  fast  enough  to  clear  away  the  products 
of  fermentation.  N^ow  these  micrococci  and  gas- 
hacilli  not  only  thrive  upon  necrotic  matter  but 
they  form  toxic  products  of  decomposition,  which 
in  turn  injure  the  delicate  mucosa,  thus  further 
delaying  desquamation  and  increasing  putrefrac- 
tion.  As  the  vicious  cycle  continues  with  increas- 
ing epithelial  death,  there  is  consequently  a great- 
er volume  of  gas  as  the  field  gains  in  size.  Large 
epithelial  cell  masses  are  often  seen  with  nuclei 
and  their  protoplasm  in  a state  of  complete  de- 
generation, the  result  of  saprophytic  bacteria  liv- 
ing on  the  dead  organic  matter  (fig.  6).  In  com- 
parison to  the  buccal  scrapings  with  only  a few 
bacteria  floating  in  the  saliva  and  without  necro- 
tic tissue  (fig.  7),  it  is  evident  that  the  degen- 
erated condition  of  the  tongue  cells  is  due  to  bac- 
terial growth.  The  comparison  may  he  carried 
further  by  noting  the  homogeneity  between  the 
bacteria  of  the  tongue  and  the  coliform  bacilli  of 
tbe  feces,  a link  in  the  metabolic  chain  (fig.  8). 

\Ye  admit  that  the  normal  flora  of  the  oral 
cavity,  from  whichever  surface  elected,  is  com- 
posed of  many  types  of  bacteria,  some  nonpatho- 
genic  in  a clean  mouth,  but  on  the  dorsum  of  the 
tongue  the  epithelial  tissue,  in  symbiosis  with 
residual  foodstuffs,  creates  a pathologic  state  in 
the  sponge-like  surface,  devitalizing  the  underly- 
ing epithelium.  This  peculiar  type  of  cell  degen- 
eration is  particularly  adapted  to  the  papillary 
surface,  propagation  lieing  unfavorable  to  other 
oral  environment. 

TRKATMENT 

Since  life  habits  and  physical  reactions  to  var- 
ious food  and  drink  are  not  under  absolute  indi- 


r  Fif?.  s 

exhibiting-  no  degeneration  by  bacterial  life.  N'o  evi- 
dence of  necrotic  tissue,  hence  no  gas-bacilli.  The 
few  scattered  bacteria  floating  on  the  saliva  could 
easily  be  washed  out  by  liquids. 

Fig.  8.  Coliform  bacilli  of  tlie  feces. 

vidual  control,  this  septic  condition  of  the  tongue 
becomes  a localized  symptom  with  treatment  ac- 
cordingly prophylactic. 

Inasmuch  as  this  coating  is  an  emliedded  mass 
with  anaerobic  bacilli  sealed  into  the  deep  crevices 
between  the  papillae,  principles  of  treatment 
must  accord  with  the  growth  development. 
Hence,  the  culture  mass  must  be  broken  before 
antiseptics  can  be  of  use,  a mechanicochemical 
problem  which  requires  a far  different  solution 
from  methods  in  vogue.  A mouth-wash,  as  its 
name  implies,  serves  the  explicit  purpose  of  flush- 
ing out  loose  bacteria  floating  in  the  saliva.  But 
if  dead  tissue  and  other  products  of  fermenta- 
tion are  to  be  dislodged  and  bacterial  growth 
limited  in  order  to  produce  a deodorized  surface 
over  which  oral  exhalations  pass,  a different 
procedure  is  indicated. 

The  method.  To  meet  these  needs  it  was  neces- 
sary to  devise  a soft  rubber  instrument  to  loosen 
and  to  brush  away  the  collected  debris  (fig.  9). 
The  therapeutic  and  physiologic  action  of  this 
“tongue  brush”  is  used  in  coadaptation  with  an 
antiseptic  jelly,  nonirritating  and  nontoxic,  either 
through  absorption  or  accidental  ingestion. 

Technic  of  application.  The  treatment  consists 
of  two  simple  processes : first,  applying  the  anti- 
septic jelly  by  means  of  the  soft  rubber  brush, 
forcing  the  jelly  into  the  deep  crevices  of  the 
papillary  surface  and  loosening  the  coating  with 
firm,  fonvard  strokes;  and,  second,  scraping  off 
the  dislodged  debris  with  the  same  instrument 
but  merely  reversing  to  the  scraper  side,  using 
the  same  forward  sweeping  action. 

This  combined  brush  and  scraper  is  readily  ad- 
justed by  turning  the  head  of  the  instrument  in 
its  socket,  so  that  either  side  in  use  conforms  to 
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ity  to  destroy  bacteria  rapidly  with- 
out injuring  the  living  tissue.  In  de- 
termining its  efficacy,  laboratory 
tests  are  not  to  be  discredited.  It  is 
but  logical  to  assume  that  a method 
can  be  judged  in  this  manner,  pro- 
vided the  tests  are  conducted  on  a 
comparative  evaluation,  such  as 
were  carried  out  by  a competent 
technician  at  the  University  of 
Washington. 

Figure  10  graphically  presents 
results  in  treatment,  the  combined 
mechanical  and  chemical  method  in 
comparison  with  that  of  a mouth- 


FiK.  1>  Fig.  10 

Fig-.  9.  The  soft  rubber  tongue  brush.  A illustrates  the  brush  sur- 
face. B shows  the  reversed  scraper  side.  C demonstrates  the  adapt- 
able curve  of  the  head  of  the  instrument. 

Fig.  10.  Comparative  evaluation  of  two  modes  of  treatment;  the 
combined  chemical  and  mechanical  method  (upper  chart)  versus  that 
of  a well-known  mouth-wash,  specifically  advertised  for  halitosi.s 
(lower  chart). 

The  experiment  shows: 

1.  Bacterial  count  previous  to  treatment  and  at  stated  intervals 
during  the  ensuing  twenty-four  hour  and  forty-eight  hour  periods. 

2.  Production  of  gas  in  culture  tubes  inoculated  from  scrapings, 
taken  before  treatment  and  also  at  subsequent  times  during  the 
twenty-four  hour  period. 

the  marked  curvature  of  the  posterior  portion  of  in  culture 


wash,  widely  and  specifically  adver- 
tised for  halitosis.  Findings  are 
shown  on  the  chart:  (a)  as  to  the 
number  of  bacteria  before  treat- 
ment, the  count  immediately  after 
treatment  and  during  the  subse- 
quent twenty-four  hours;  and  (b) 
as  to  the  quantity  of  gas  produced 
tubes  inoculated  from  scrapings,  pre- 


the  tongue.  As  pliant  rubber  yields  to  pressure,  vious  to  treatment,  and  after  treating  as  above 


it  can  in  no  way  injure  the  living  tissue,  or  cut 
through  the  epithelium,  lubricated  by  the  anti- 
septic jelly.  Designed  as  a cleansing  agent,  its 
utilization  improves  the  circulatory  activity  of 
the  various  layers  of  connective  tissue,  thereby 
maintaining  that  tissue  balance  so  essential  in 
prevention  of  cancer.  The  metal  and  hard  rub- 
ber instrumentation,  previously  designed,  had  a 
destructive  effect  on  the  tissue  and  hence  de- 
feated the  purpose. 

The  germicide  is  a modified  form  of  Dakin’s 
chlorine  antiseptic  in  a jelly  base,  flavored  with 
essention  oils.  Its  chemical  reaction  is  due  to  the 
liberation  of  hypochlorous  acid  and  its  ability, 
when  in  contact  with  the  degenerated  proteins  of 
the  tongue’s  surface,  to  form  compounds  having 
the  common  radical,  NCI.  This  action  is  elicited 
when  one  of  the  bonds  connecting  a hydrogen  to 
a nitrogen  atom  is  reploced  by  a chlorine  atom, 
thus  forming  a new  compound  in  the  necrotic  tis- 
sue, nitrogen  chloride,  a process  responsible  for 
the  sustained  antiseptic  action  of  the  jelly.  There- 
fore, it  is  not  a matter  of  temporarily  exchanging 
one  odor  for  another  which  is  more  pleasant.  The 
means  are  provided  for  removing  the  cause  and 
rendering  the  field  unfavorable  for  active  re- 
colonization. 

COMPAR.A.TIVE  LABOR.\TORY  ANALYSIS 

The  fundamental  value  of  this  jelly  is  its  abil- 


outlined.  In  this  manner  we  were  able  to  compare 
the  therapeutic  action  of  the  two  methods,  with 
particular  reference  to  the  duration  of  the  effect. 

Cultures  were  made  by  scraping  a constant 
volume  of  material  from  the  tongue’s  surface 
and  suspending  it  in  10  cubic  centimeters  of 
sterile  physiologic  salt  solution.  At  the  same  time 
a direct  smear  was  also  made.  One  cubic  centi- 
meter of  each  of  the  saline  suspensions  was 
placed  in  sterile  media  and  then  plugged  with 
vaseline  in  order  to  observe  the  amount  of  gas 
produced  by  the  anaerobic  organisms.  The  chart 
indicates  both  twenty-four  and  forty-eight  hour 
culture  periods.  Again,  similar  suspensions  were 
made  from  the  patient’s  tongue,  and  from  these 
dilutions  up  to  1/10,000  of  the  original  volume 
were  cultured  on  blood-agar  plates.  These  re- 
sults are  noted  beneath  each  tube.  Correspond- 
ing reactions  from  using  the  mouth-wash  are  like- 
wise enumerated. 

The  findings  are  most  interesting,  as  they 
demonstrate  conclusively  that  this  new  method 
was  definite  in  its  reactions  as  to  drop  in  count, 
with  sustained  action  throughout  the  twenty-four 
hour  period,  a natural,  gradual  increase.  Al- 
though the  outcome  of  only  one  comparative  test 
is  recorded  here,  the  results  were  practically  the 
same  with  three  of  the  most  widely  exploited 
mouth-washes,  proving  them  worthless  as  anti- 
septics. 
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On  the  other  hand,  many  tests  were  made  on 
individual  subjects  with  results  consistently  the 
same,  that  is,  a decided  immediate  drop  in  bac- 
terial count  and  a sustained  low  count  through- 
out the  day.  Whether  the  treatment  was  for  a 
day  or  a month  with  the  regulatory  twice  daily 
attention  which  is  advocated,  the  combined 
mechanical  and  chemical  agencies  distrubed  the 
culture  mass  to  such  a degree  as  to  render  bac- 
terial colonization  decidedly  limited.  As  a result, 
the  tongue  takes  on  a clean  appearance,  the  gen- 
eral tone  of  the  oral  cavity  is  markedly  improved, 
salivation  is  stimulated  and  the  breath  is  re- 
freshed. 

SUMMARY 

The  tongue  has  been  found  to  be  the  most 
potent  source  of  fetid  breath,  which  arises  from 
a coating  particularly  on  the  posterior  two-thirds 
portion  of  the  organ. 

To  produce  an  optimal  condition  of  the  tongue, 
a mechanicochemical  method  has  been  described, 
which  loosens  the  coating  and  aids  in  disposing 
of  the  debris,  the  process  furthered  by  the  anti- 
septic and  lubricating  qualities  of  the  preparation 
used. 

By  the  therapeutic  and  pyhsiologic  action  of 
the  soft  rubber  tongue  brush,  used  in  conjunction 
with  an  antiseptic  jelly,  the  field  is  cleansed  and 
deodorized  by  a continued  penetrating  action. 

CONCLUSIONS 

Since  the  anatomicophysiologic  properties  of 
the  tongue  cause  it  to  be  a potential  source  of  in- 
fection, and  since  these  pathogens  occasionally 
travel  to  the  respiratory  and  digestive  tracts, 
mouth  hygiene  should  include  more  than  the  den- 
tal arch,  a small  part  of  the  oral  structure. 

As  the  septic  condition  of  the  tongue,  plus  its 
offensive  odor,  is  so  universal,  normal  individuals 
without  some  coating  being  rarely  encountered 
in  the  surveys  made,  such  a neglected  factor  in 
our  system  of  oral  hygiene  should  receive  atten- 
tion. 

Prophylaxis  is  required,  and  must  be  accom- 
plished through  some  combined  mecbanical  and 
chemical  process. 

The  prophylactic  phase  of  treatment  empha- 
sizes the  necessity  for  dental  cooperation  as  a 
preliminary  procedure  when  surgery  is  indicated. 
The  subject  of  causation  is  still  so  obscure  that 
no  important  factor  should  be  neglected. 


RINGWORM  OF  THE  HANDS 
AND  FEET 
S.  E.  Light,  M.D. 

TACOMA,  WASH. 

Ringworm,  or  tinea,  is  now  second  in  the  fre- 
quency of  skin  diseases^.  The  most  common  sites 
of  ringworm  infection  are  the  hands  and  feet.  In 
these  areas  it  is  also  called  dermatophytosis,  epi- 
dermatophytosis  or  dermatomycosis,  and  the  lay- 
man refers  to  it  as  gym.  itch  or  athlete’s  foot. 
The  disease  was  described  and  the  causative  or- 
ganisms were  demonstrated  on  the  hands  and  feet 
many  years  ago,  but  until  recently  it  was  uncom- 
mon in  this  country.  The  infection  is  usually 
mild  in  character  but  it  may  occur  in  a severe 
form  and  cause  serious  incapacity  and  loss  of 
working  time. 


spores. 


ETIOLOGY 

Ringworm  is  caused  by  a fungus,  one  of  the 
higher  fungi  or  mycetes  (fig.  1).  These  fungi 
belong,  along  with  bacteria  and  the  myxomycetes, 
in  the  fungaciae  or  chlorophyll-absent  division  of 
thallus  plants.  They  are  microscopic  in  size  and 
parasitic  in  nature.  Growth  is  by  means  of  small 
tube-like  filaments  called  hyphae.  A collection 
of  these  hyphae  is  known  as  a mycelium.  Re- 
production is  by  division  and  the  formation  of 
spores.  The  spores  are  very  resistant  to  heat  and 
antiseptics. 

Any  place  where  people  walk  in  their  bare  feet 
is  likely  to  harbor  ringworm  spores.  Even  the 
hotel  carpet  and  family  bath  mat  have  hecn  in- 

floodm.-in.  H. : Tino.-i  ; SeoondMo.st  I'rcvali'nt  OF,' 
of  tho  Skn.  Arch.  DorniHl  & S>'ph.  23:8i2-8i^, 
May,  1931. 
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Fig.  4.  A very  common  type  of  ringworm  on  the 
fingers. 

criminated  and,  in  spite  of  modern  efforts  at 
sanitation,  public  beaches,  clubs,  gymnasiums, 
bath  houses  and  such  centers  continue  to  be  the 
common  sources  of  infection. 

The  disease  is  not  frequent  among  infants  and 
small  children,  but  it  has  been  estimated  that  from 
fifty  to  seventy  per  cent  of  the  adult  population 
is  infected.  There  seems  to  lie  no  race  immunity. 
It  is  more  prevalent  among  males  than  females, 
probably  because  males  are  more  frequent  vis- 
itors to  recreation  centers. 

CLINICAL  MANIFESTATIONS 
The  usual  evidence  of  the  disease  on  the  feet  is 
sodden  maceration  and  scaling  of  the  skin  be- 
tween the  toes,  particularly  between  the  third  and 
fourth  toes.  This  condition  may  be  pre.sent  for  a 
long  time,  yet  be  so  slight  that  the  patient  may 
not  be  aware  of  it,  or  being  observed,  it  may  be 
attributed  to  the  normal  effect  of  perspiration. 
For  this  reason  a routine  inspection  of  the  feet, 
especially  between  the  toes,  should  be  included  in 


Fig.  5.  Ringworm  involving  finger.s  and  ])alnis. 

every  physical  examination.  The  lesions  may 
present  only  a slight  scaling  and  cracking,  but 
they  more  often  show  a well  defined  advancing 
border,  or  margin,  of  tiny  deep  vesicles.  In  more 
severe  cases  there  is  usually  a good  deal  of  exu- 
dation. All  the  toes  and  the  foot,  for  an  inch  or 
so  behind,  may  be  red,  swollen  and  dotted  with 
vesicles  and  with  eroded  areas  (fig.  2).  *Vt  the 
free  edge  the  skin  is  constantly  desquamating.  In- 
tense itching  is  nearly  always  present. 

Often  the  eruption  occurs  on  the  sole,  the  side 
of  the  foot,  and  the  hollow  of  the  instep  (fig.  3). 
In  these  areas  it  consists  typically  at  first  of  small 
deep  vesicles,  sometimes  occurring  singly  but  usu- 
ally in  irregular  groups.  The  skin  between  the 
vesicles  is  normal.  Later  some  of  these  vesicles 
rupture  and  discharge  their  serum  and  then  dry 
quickly.  Others  dry  up  without  rupturing.  They 
thus  form  dry  seal}'  patches.  At  or  beyond  the 
margins  of  these  patches  or  even  in  the  middle, 
new  vesicles  may  appear  and  the  entire  cycle  be 
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repeated.  Not  infrequently  the  vesicles  become 
purulent  and  a severe  cellulitis  and  lymphangitis 
may  ensue.  Rarely  the  disease  takes  a hyperker- 
atotic  form  on  the  soles  and  palms,  and  in  such 
cases  the  overgrowth  of  horny  tissue  may  become 
enormous. 

Ringworm  lesions  on  the  hands  are  much  less 
frequent  than  on  the  feet.^  The  picture  on  the 
hand  is  often  identical  with  that  presented  by  the 
foot  cases,  but  atypical  types  are  more  frequent 
and  they  are  more  easily  confused  with  other 
eruptions  (fig.  4).  Deep  vesicles  occurring  along 
the  sides  of  the  fingers  and  on  the  palms  are  fre- 
quent (fig.  5).  The  eruption  usually'^  begins  on 
one  finger,  where  it  may  remain  or  may  spread 
gradually  over  the  adjoining  fingers  and  palm.  In 
some  cases  the  greater  part  of  the  palmar  sur- 
faces are  involved.  There  is  usually  but  little 
diffuse  swelling  of  the  skin  and  subcutaneous  tis- 
sues. Sometimes  there  is  a sudden  flare-up  and 
tire  simultaneous  appearance  of  isolated  groups 
of  vesicles  or  involvement  of  the  whole  hand. 
These  are  probably  not  true  lesions  of  ringworm, 
but  epidermophytids,®  i.e.,  eruptions  due  to  ab- 
sorption of  toxins  from  a distant  focus  of  ring- 
worm, often  the  feet.  Not  infrequently  these 
become  generalized. 

Infection  of  the  hands  alone  is  rare.  For  this 
reason  the  feet  should  be  inspected  in  all  suspi- 
cious lesions  of  the  hands.  In  many  cases  the 
focus  on  the  feet  is  so  insignificant  that  it  may 
easily’  be  overlooked.  The  duration  of  the  disease 
is  variable.  Remissions  and  recurrences  are  com- 
mon. In  many  cases  the  disease  has  been  present 
for  months  or  years.  Quite  frequently  it  disap- 
pears in  cold  weather,  only  to  reappear  with  the 
return  of  hot  weather. 

Involvement  of  the  nails  (onychomycosis)  oc- 
curs in  many  cases.  One  or  more,  and  rarely  all 
the  nails  are  affected.  Williams  and  BartheF 
have  shown  that  the  toe  nails  may  be  a residue  of 
infection  long  after  the  original  lesions  have  dis- 
appeared. The  nails  are  invaded  gradually,  the 
tips  and  the  lateral  folds  usually  being  the  first 
parts  to  become  involved.  The  nail  plate  becomes 
spongy  and  irregular.  It  loses  its  transparency 
and  becomes  grayish  yellow  in  color.  It  is  often 
separated  from  the  nail  bed  by  a thick,  crumbly 

2.  LiRht.  S.  E.:  Microscopic  Demonstration  of  Ring- 
worm: Results  of  73.3  Examinations.  Arch.  Dermat. 
& Syph.  21:108-109,  July,  1921. 

3.  Williams,  C.  M.:  Epidermophytosis  (Three 

Cases).  (Discussion  of  cases  presented  before  the 
New  York  Dermatological  Society).  Areh.  Dermat.  & 
Syph.  4:404,  Sept.,  1931. 

4.  Williams,  C.  M.  and  Rarthel,  E.  A.:  Tinea  of  the 
Toe  Nails  as  a Source  of  Reinfection  in  Tinea  of  the 
Feet.  J.  A.  M.  A.  93:907-910.  Sept.  21,  1929. 


layer  of  epithelial  debris.  Ridges  and  furrows 
are  common  and  there  is  more  or  less  deformityL 
The  infected  toe  nails  frequently  become  thick- 
ened, hard  and  horny. 

DIAGNOSIS 

In  typical  cases  of  ringworm  the  diagnosis  may 
be  made  from  the  symptoms  and  clinical  appear- 
ance of  the  lesions.  On  the  other  hand,  it  often 
closely  resembles  other  dermatologic  conditions, 
and  without  the  aid  of  the  laboratory  it  may  be 
exceedingly  difficult  to  differentiate.  Between 
the  toes  the  most  likely  condition  to  be  mistaken 
for  tinea  is  hyperidrosis.  In  this  condition  the 
constant  flow  of  perspiration  gives  the  skin  a 
white,  sodden  look.  However,  vesicles  are  not 
found  and  the  skin  is  firm  and  not  friable  and 
macerated  as  in  tinea. 

Intertriginous  lesions  occurring  between  the 
webs  of  the  fingers  are  usually  caused  by  yeasts. 
This  disease  was  described  and  given  the  name 
of  “erosio  interdigitalis  blastomycetica”  by  Fabry 
in  1917.5  j(.  usually  appears  between  the  middle 

and  ring  fingers  on  one  or  both  hands.  The  les- 
ions are  superficial,  moist,  and  with  fairly  well 
defined,  slightly  undermined  borders.  Women 
having  their  hands  much  in  water  are  especially 
susceptible. 


Fig.  C.  Romphylox  of  hands  and  feet. 


The  eczemas  of  the  hands  are  apt  at  times  to 
prove  confusing.  Eczema,  however,  usually  does 
not  have  a tendency  to  produce  deep  vesicles  on 
the  sides  of  the  fingers.  The  palms  show  only  a 
diffuse  congestion,  thickening  and  scaling,  and 
there  is  no  sharp  line  of  demarcation  as  in  tinea. 
Eczema,  also,  is  usually  confined  to  the  hands 
alone.  Involvement  of  both  hands  and  feet,  the 
general  body  being  uninvolved,  is  rare. 

Dyshidrosis,  or  pompholyx,  may  affect  both 
the  hands  and  the  feet,  or  only  the  hands  (fig 
6).  It  usually  appears  as  a sudden  crop  of  deep- 
seated  persistent  vesicles  and  bullae.  There  is 

5.  Fabry,  J.:  Ueber  Erosis  interdigital  1.“!  blastamy- 
oetioa  sen  saccharoniycetica.  Muenchen.  Med.  Wchn- 
schr.  44.1557,  1918. 
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little  or  no  itching,  the  lesions  are  markedly  uni- 
form, and  there  is  a lack  of  marked  inflamma- 
tion and  exudate.  However,  the  disease  is  so  sim- 
ilar to  the  acute  vesicular  type  of  tinea  that 
many  dermatologists  now  believe  the  two  diseases 
to  be  identical. 

Acute  dermatitis  from  external  irritants  is  usu- 
ally accompanied  by  marked  serous  exudate,  pain 
and  diflfuse  edema,  quite  different  from  the  lo- 
calized deep  vesicles  of  tinea.  In  addition,  a his- 
tory of  exposure  to  irritants  can  usually  be  ob- 
tained. 

Microscopic  demonstration  of  the  parasite  is 
essential  in  many  cases,  particularly  in  industrial 
cases  and  claims  for  compensation.  In  such  in- 
stances, proof  of  the  cause  of  the  disease  will 
often  avoid  embarrassment.  Material  selected 
for  microscopic  study  should  be  taken  as  deeply 
as  possible  without  producing  bleeding.  The  tops 
of  pustules  and  vesicles  should  be  grasped  with  a 
forceps  and  portions  peeled  off  so  as  to  include 
some  apparently  normal  skin  Specimens  so  re- 
moved give  the  highest  percentage  of  positives  in 
my  experience.  The  insteps,  soles  and  interdigital 
spaces  are  the  most  fruitful  areas. 

It  is  better  to  select  the  older  lesions  for  ex- 
amination. The  later  lesions,  especially  those  ap- 
pearing as  showers  of  vesicles,  are  usually  neg- 
ative. Lesions  of  the  hands  are  rarely  positive. 
They  are  probably  epidermophytids,®  i.e.,  toxic 
eruption  due  to  ringworm  elsewhere,  usually  the 
feet.  Occasionally  there  occurs  a generalized 
toxic  eruption.  The  lesions  of  this  eruption  are 
also  negative. 

It  is  necessary  that  the  chosen  specimen  be 
thin  and  clean.  It  is  placed  on  a clean  slide,  cov- 
ered with  thirty  per  cent  potassium  hydroxide  so- 
lution and  a cover  slip.  No  stain  is  necessary.  It 
is  examined  with  the  light  cut  down,  using  the 
low  power  objective.  IMycelial  threads  are  looked 
for.  When  these  are  located  the  high  power  ob- 
jective should  be  used  for  detailed  study.  If  the 
specimen  is  not  “cleared,”  a thinner  portion  is 
selected,  the  slide  is  gently  heated  over  a gas 
flame,  or  it  is  allowed  to  stand  for  a few  minutes. 
Sometimes  “clearing”  may  be  hastened  by  gentle 
pressure  on  the  cover  slip  with  a soft  rubber  or 
pencil  eraser.  Callous  material  and  nails  require 
several  hours  of  soaking  in  the  hydroxide  solu- 
tion before  examination.  After  a specimen  is 
well  “cleared”  it  may  be  preserved  by  placing  a 

fi.  Peck.  S.  M. : Epidermopliytosi.s  of  Feet  and  Epi- 
dermopIiytid.«  of  Hands.  Arch.  Derinat.  & Svpli.  22: 
40-7G.  July,  1930. 


drop  of  glycerine  at  the  side  of  the  cover  slip. 
The  glycerine  will  flow  under  the  cover  slip  and 
gradually  replace  the  potash.  Such  a prepara- 
tion may  last  a year  or  more. 

Spores,  as  such,  cannot  be  recognized  except 
within  mycelial  threads.  No  lesions  are  positive 
unless  definite  unbroken  mycelial  threads  are 
demonstrated.  So  called  “mosaics”  are  negative, 
although  commonly  seen.  They  have  been  ex- 
plained as  artefacts,  medicaments,  intercellular 
substances  and  attenuated  fungous  forms.  How- 
ever, nothing  definite  regarding  their  true  nature 
has  been  demonstrated  or  proven.  Williams^ 
doubts  if  they  have  any  relation  to  tinea  and  in- 
sists that  they  be  considered  routinely  negative 
in  his  clinics  until  proven  otherwise.  Weidman* 
says : “I  regard  as  fungus  only  those  cases  in 
which  ‘mosaics’  are  abundant,  definitely  branch- 
ing, the  hyphae  being  continuous  and  the  sides 
being  parallel.” 

Saprophytes  and  fibers  of  cotton,  silk  and  wool 
may  sometimes  be  included  in  specimens  and 
cause  confusion  to  the  novice.  Intercellular  ma- 
terial, cellular  walls  and  overlapping  scales  will 
also  require  recognition.  However,  a little  time 
spent  in  the  study  of  these  will  soon  make  them 
familiar.  It  is  well  to  set  aside  all  negative  slides 
for  reexamination  after  several  hours  of  soaking. 
Occasionally  a positive  may  thus  be  found  which 
was  missed  in  the  original  examination. 

In  industrial  and  medicolegal  cases  it  is  ad- 
visable to  make  cultures  as  well  as  repeated  mi- 
croscopic examinations.  If  desired,  a glucose 
dressing  may  be  prescribed  for  a few  days  in 
negative  cases.  If  ringworm  is  present,  the  glu- 
cose acts  as  food  and  stimulates  growth.  The 
fungus  should  then  be  more  easily  demonstrated. 

TREATMENT 

Although  the  cause  of  ringworm  is  known, 
there  is,  unfortunately,  no  specific  remedy. 
Treatment,  as  a rule,  must  be  varied  and  con- 
tinued for  a long  period,  and  it  often  requires  in- 
telligent cooperation  and  perservcrance  on  the 
part  of  the  patient. 

Systematic  treatment.  It  is  doubtful  if  any  in- 
ternal treatment  can  materially  effect  the  con- 
dition. Efforts  have  been  and  are  being  made 
to  diagnose  and  treat  ringworm  by  the  intracu- 
taneous  injections  of  small  amounts  of  a poly- 
valent extract  of  various  species  of  trichophyton. 

7.  Willifuii.*!.  CliiU'lef!  M.illory:  Per.-<onal  Oomimiiii- 
cation  to  tlie  Author. 

8.  Weidnian,  F.  H. : L;i borator.v  of  Epi- 

dermopliytosis.  Arch.  Denuat.  & Syph,  1.7:415-450. 
April.  1927. 


384 


RINGWORM — LIGHT 


Vol.  XXXII,  No.  9 


Results,  however,  have  to  date  not  been  very 
satisfactory.  ^lany  dermatologists  believe  that 
carbohydrates  and  condiments  should  be  restricted 
and  alcohol  entirely  prohibited.  Constipation, 
food  excesses,  constitutional  diseases,  general 
hygiene,  etc.  should,  of  course,  receive  attention 
but  aside  from  this,  and  an  effort  to  keep  the 
patient  in  good  physical  condition,  there  is  no 
systematic  treatment  indicated. 

Local  treatment.  Many  drugs  have  been  ad- 
vocated for  the  local  treatment  of  ringworm. 
Among  them  we  find  iodine,  the  oils  of  thymol, 
clove,  cinnamon  and  eucalyptus,  potassium  per- 
manganate, silver  nitrate,  picric  acid,  salicylic 
acid,  benzoic  acid,  bichloride  of  mercury,  ammo- 
niated  mercury,  mercurochrome,  resorcin,  copper 
sulphate,  chrysaroliin,  sulphur,  pyrogallic  acid, 
the  various  tars,  aluminum  acetate,  various  dyes 
and  salol.  In  addition,  the  ultraviolet  and  roent- 
gen rays  have  their  enthusiasts,  and  in  come  cases 
are  very  useful.  There  is  no  standard  treatment 
which  can  be  outlined  for  every  case.  That  which 
is  efficient  for  one  patient  may  be  a failure  for 
the  next.  In  many  cases  it  is  necessary  to  first 
treat  a superimposed  dermatitis.  When  this  con- 
dition has  been  removed,  stronger  medications 
may  be  used  for  the  underlying  tinea. 

The  local  treatment  may  be  divided  into  four 
procedures:  (1)  the  treatment  of  the  acute  in- 
flammation, or  superimposed  dermatitis;  (2) 
cleansing  and  dehridement  of  the  lesions,  plus 
superficial  desquamation  to  expose  the  tissues  in- 
vaded by  the  fungus;  (3)  destruction  of  the 
parasitic  fungus,  and  (4)  prevention  of  recur- 
rence or  reinfection. 

Treatment  of  the  acute  inflammation  and  su- 
perimposed dermatitis  is  best  accomplished  by 
means  of  wet  dressings.  Boric  acid  solution,  Bur- 
ow’s  solution  of  aluminum  acetate,  magnesium 
sulphate  or  potassium  permanganate  may  be  used. 
These  .solutions  may  be  alternated  with  sooth- 
ing and  drying  lotions  such  as  calamine  lotion. 

Desquamation  of  the  superficial  layers  of  the 
skin  may  be  accomplished  hy  the  use  of  sand 
paper  and  pumice  stone,  by  the  use  of  wet  packs 
until  maceration  occurs,  or  hy  keratolytic  drugs, 
such  as  .salicylic  acid.  Whitfield’s  ointment  is 
often  used  for  this  purpose.  It  is  composed  of  six 
per  cent  salicylic  acid  and  twelve  per  cent  hen- 
zoic  acid  in  petrolatum.  Following  desquama- 
tion or  in  conjunction  with  it,  parasiticides  are 
necessary  to  destroy  the  fungus.  Tincture  of 
iodine,  mercurochrome.  chrysarobin,  resorcin. 


various  volatile  oils,  the  anilin  dyes  and  others 
have  been  used.  Acetone,  chloroform,  alcohol  and 
carbon  tetrachloride  may  be  used  as  vehicles  to 
carry  the  parasiticide  into  the  tissues. 

Finally,  efforts  must  be  made  to  prevent  the 
s^iread  of  the  disease  and  self-reinfection.  In  this 
connection  infected  nails  must  not  be  ignored. 
They  should  be  removed  for  they  are  a common 
residue  of  disease  and  source  of  reinfection.  Re- 
moval is  best  done  surgically,  but  in  some  cases 
it  may  be  accomplished  with  caustics.  Care  must 
be  taken  to  protect  the  normal  skin  when  apply- 
ing the  caustics.  After  removal,  antiseptic 
treatment  must  be  persisted  in  until  the  new  nail 
has  entirely  replaced  the  old  one.  Frequently 
roentgen  treatments  are  of  assistance  in  clearing 
up  persistent  cases  and  to  prevent  recurrence. 

PROPHYLAXIS 

Thorough  scrubbing  of  the  feet  with  soap  and 
water  after  exposure  and  the  application  of  a 
mild  antiseptic,  such  as  half  strength  tincture  of 
iodine,  should  be  practiced  routinely.  Clothing 
and  towels  should  be  sterilized.  The  wearing  of 
individual  paper  shoes  or  wooden  sandals  should 
be  insisted  upon  in  all  gymnasiums,  locker 
rooms,  showers,  etc.,  and  walking  in  bare  feet 
should  be  prohibited.  Shower  rooms  and  pas- 
sages leading  to  and  from  the  swimming  pools 
should  be  equipped  with  foot  pans  or  floor  sinks 
containing  sodium  hypochlorite®  or  sodium  thio- 
sulphate^®. In  addition,  the  floors  of  these 
places  should  be  scrubbed  daily  and  disinfectants 
applied.  Finally,  fumigation  should  be  practiced 
at  frequent  intervals. 

To  guard  individuals  under  treatment  against 
reinfection,  all  possible  linen,  clothing  and  toilet 
articles  should  be  sterilized.  Boiling  for  twenty 
minutes  is  considered  necessary  to  kill  ringworm 
spores.  The  bed  room  and  the  bath  room  should 
be  thoroughly  fumigated  wuth  formaldehyde. 
Shoes  and  other  articles  which  cannot  be  steril- 
ized should  be  included  in  the  fumigation.  In  ad- 
dition, the  individual  should  use  a daily  antiseptic 
lotion  or  mild  ointment  for  several  weeks  or 
months  after  infection  has  apparently  disap- 
peared. 

SUMM.\RY 

Ringworm  is  second  in  the  frequency  of  skin 
diseases. 

fl.  O.'sborne,  E.  D.  and  Hitclicock.  B.  S.:  Prophy- 
laxi.s  of  Ringrworm  of  Feet.  J.  A.  M.  A.  97:453-455, 
Auprust  15,  1931. 

10  Gould,  W.  L. : Riiierworm  of  the  Feet.  J.  A.  M.  .V. 
96:1300-1302,  April  18.  1931. 
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It  is  caused  by  a microscopic  fungus  which  in- 
vades the  skin.  This  fungus  is  commonly  ac- 
quired in  public  recreation  centers,  where  it  is 
customary  to  walk  bare  footed. 

The  most  frequent  sites  of  infection  are  the 
hands  and  feet,  where  it  may  present  a varied 
clinical  picture.  Most  typically,  the  lesions  con- 
sist of  groups  of  deep  vesicles  and  scaling,  well 
defined  patches.  These  may  be  accompanied  by 
generalized  toxic  eruptions.  The  nails  are  fre- 
quently infected. 

A clinical  diagnosis  may  be  made  in  typical 
cases.  In  others,  microscopic  demonstrations 
and  cultures  are  necessary. 

There  is  no  specific  remedy,  but  the  general 
treatment  consists  of  (1)  treatment  of  the  acute 
inflammation  or  superimposed  dermatitis,  (2) 
cleansing  and  debridement  of  the  lesions,  plus 
superficial  desquamation  to  expose  the  tissues  in- 
vaded by  the  fungus,  (3;  destruction  of  the 
parasite,  and  (4)  prevention  of  recurrence  or 
reinfection. 


MILDER  VARIETIES  OE  CORONARY 
OCCLUSION 

DIAGNOSIS  WITHOUT  THE  ELECTROCARDIOGRAPH* 

Richard  P.  Howard,  M.D. 

POCATELLO,  IDA. 

The  typical  case  of  coronary  occlusion  with  its 
agonizing  pain  and  marked  prostration  has  be- 
come a familiar  syndrome  to  every  well  informed 
physician.  The  rapid  development  of  pulmonary 
edema  and  other  congestive  signs,  the  frequent 
sequelae  of  embolic  phenomena  and  arrhythmias 
of  alarming  prognostic  import,  are  well  known. 
The  existence  of  types  of  coronary  occlusion  in 
which  the  pain  is  mild  enough  to  allow  the  pa- 
tient to  be  ambulant  is  recognized  to  be  of  not 
infrequent  occurrence. 

This  latter  type  of  coronary  occulsion  is  of 
considerable  importance,  and  has  received  com- 
ment in  the  literature.  However,  its  importance 
has  been  to  some  extent  ignored  by  physicians 
outside  of  the  medical  centers  with  available  elec- 
trocardiography. This  is  unfortunate,  as  the  diag- 
nosis can  often  be  made  with  a fair  degree  of 
certainty  on  the  basis  of  clinical  signs  and  symp- 
toms, together  with  such  simple  laboratory  data 
as  are  available  in  every  community. 

This  type  of  coronary  occlusion  is  responsible 
for  a number  of  our  so-called  sudden  deaths,  as 
is  borne  out  by  autopsy  records  of  such  cases, 

’Read  before  a MeetiiiK-  of  the  South  Side  Medical 
.Society,  Burley,  Idaho,  March  14,  1933. 


in  which  one  frequently  finds  cardiac  infarcts 
of  several  days  duration.  One  can  sometimes 
elicit  a history  of  several  days  of  gastrointestinal 
discomfort  preceding  sudden  death,  and  this  very 
syndrome  was  described  in  the  press  reports  of 
the  recent  deaths  of  two  of  our  national  political 
figures.  One  is  forced  to  the  conclusion  that  the 
“instantaneous  death”  of  coronary  occlusion  is 
rarer  than  was  formerly  presumed.  Although  un- 
doubtedly occurring,  many  of  these  cases  are 
probably  of  several  days  duration,  and  the  in- 
stantaneous death  is  due  to  a supervening  ventri- 
cular fibrillation. 

The  above  statements  make  it  evident  that  the 
recognition  of  these  milder  types  is  of  paramount 
importance.  Properly  treated,  they  usually  bear 
a good  prognosis.  If  left  without  treatment,  no 
one  can  foretell  the  subsequent  course  of  the  in- 
dividual. Many  will  recover,  but  some  will  have 
extensions  of  their  thrombi  which  will  lead  to 
grave  myocardial  failure,  embolism  or  death. 
The  present  paper  is  written  to  demonstrate  that 
these  mild  types  of  occlusion  may  often  be  diag- 
nosed without  electrocardiographic  evidence. 

SYMPTOMS 

The  symptoms  of  the  classical  attack  need  not 
be  analyzed  here.  In  the  milder  attacks  the  pain 
is  of  the  same  character  but  of  briefer  duration 
or  less  severity.  A fall  in  blood  pressure  is  a 
common  finding,  but  is  not  invariable  and  is  not 
necessary  to  the  diagnosis.  Collapse,  pulmonary 
edema,  Cheyne-Stokes  respirations  and  other 
manifestations  of  profound  myocardial  weakness 
are  symptoms  of  severe  occlusions  and  will  not 
be  discussed  except  to  say  that  marked  dyspnea, 
clearing  up  with  relief  of  pain,  is  often  present 
during  the  severe  pain  of  even  minor  occlusions. 

Fever  and  leucocytosis  are  of  the  utmost  im- 
portance in  diagnosis.  Any  suspected  individual 
should  have  a white  count  and  keep  a tempera- 
ture record.  These  two  symptoms  are  the  result 
of  beginning  breakdown  of  a necrotic  muscle,  and 
are  usually  present  even  in  those  cases  of  mildest 
symptomatology.  They  thus  become  of  extreme 
importance  in  the  differential  diagnosis  of  angina 
and  coronary  occlusion.  The  fever  is  usually  not 
high,  and  may  remain  elevated  with  the  white 
count  for  from  one  to  four  or  five  days. 

The  pain  of  coronary  occlusion  varies  from 
that  of  angina  pectoris  in  one  or  two  important 
respects.  It  is  usually  much  more  severe,  and  is 
often  accompanied  by  true  angor  animi.  How- 
ever, it  may  be  mild  enough  to  permit  the  patient 
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to  retain  a moderate  activity,  as  in  a patient  I 
saw  who  complained  of  pain  of  several  days 
duration,  yet  was  able  to  lounge  around  the 
house  and  eat  his  meals  at  the  table  without  ex- 
cessive discomfort.  The  duration  of  the  pain  is 
much  longer  than  that  in  angina  pectoris,  and  this 
may  be  said  to  be  an  invariable  rule. 

Individual  attacks  of  angina  are  usually  a mat- 
ter of  seconds  or  at  least  of  a few  minutes,  and 
usually  subside  promptly  with  complete  rest  or 
nitroglycerine.  On  the  other  hand,  the  pain  of 
coronary  occlusion  lasts  for  hours  or  days.  The 
longest  duration  I have  witnessed  was  in  a pa- 
tient still  suffering  unremitting  pain  on  his  dis- 
charge from  the  hospital  six  weeks  after  entry. 
This  prolonged  duration  is  one  of  the  cardinal 
points  in  the  differential  diagnosis  of  angina  and 
cardiac  infarction.  Finall}'-,  the  pain  sometimes 
tends  to  assume  atypical  locations.  I have  seen 
maximum  pain  complained  of  in  the  region  of 
the  left  scapula,  and  the  frequent  occurrence  of 
abdominal  pain  is  well  known. 

OUTCOME 

The  prognosis  of  these  milder  attacks  is  usually 
good,  provided  complete  bed  rest  for  an  adequate 
period  is  insisted  upon.  It  is  not  the  purpose  of 
this  paper  to  discuss  treatment,  but  even  the  mild- 
est cases  should  receive  at  least  three  to  four 
weeks  of  bed  rest.  Some  patients  in  whom  the 
initial  symptoms  are  mild  may  develop  conges- 
tive failure  or  embolic  phenomena  later,  but  this 
is  not  the  rule. 

DIAGNOSIS 

The  milder  attacks  are  chiefly  to  be  differen- 
tiated from  angina  pectoris,  gastrointestinal  up- 
sets and  influenza.  A close  analysis  of  the  char- 
acter and  the  distribution  of  the  pain  will  often 
enable  one  to  eliminate  the  intestinal  tract  as  a 
source.  Patients  often  complain  of  “gas  pains” 
which  on  closer  questioning  are  situated  sub- 
sternally,  sometimes  as  high  as  the  angle  of  the 
manubrium.  Once  the  pain  is  determined  to  be 
of  cardiac  origin,  differentiation  is  made  from 
angina  pectoris  by  the  duration.  Every  case  of 
cardiac  pain  of  more  than  a few  minutes  duration 
should  be  strongly  suspected  of  coronary  occlu- 
sion. and  confirmatory  evidence  sought  for.  The 
confirmatory  evidence,  in  the  absence  of  collapse, 
lies  in  frequent  blood  pressure  readings  and  an 
accurate  temperature  record,  together  with  one 
or  more  leucocyte  counts. 

In  summarizing  the  diagnosis,  one  can  say  that 
pain  of  cardiac  origin  of  more  than  a few 


minutes  duration  furnishes  the  suggestive  evi- 
dence. Leucocytosis  and  fever  are  confirmatory. 

CONCLUSIONS 

1.  Diagnosis  of  mild  coronary  occlusion  is  of 
considerable  importance. 

2.  Diagnosis  may  be  frequently  made  without 
electrocardiographic  evidence. 

3.  Prognosis  is  usually  good  if  adequate  treat- 
ment is  instituted. 

4.  Diagnosis  rests  on  two  groups  of  symp- 
toms, one  providing  suggestive  evidence,  the 
other  being  confirmatory. 

CASE  REPORTS 

Case  1.  Mr.  H.  H.  W.,  an  active  old  gentleman  of 
eighty  years,  was  seen  in  Alarch,  1932,  complaining 
of  moderately  severe  substernal  pain  of  three  day’s 
duration.  The  pain  was  described  as  being  “heavy” 
and  “oppressive,”  did  not  radiate,  and  was  not  ac- 
companied by  symptoms  of  respiratory  infection.  There 
were  no  aching  bones  suggestive  of  influenza.  The 
pain  was  severe  enough  to  keep  him  inactive,  sitting 
in  a chair,  but  he  had  been  able  to  eat  his  meals  with 
the  family.  The  pulse  was  96,  temperature  99.60  and 
the  b.  p.  130/85.  The  leucocytes  were  11,000.  There 
was  a faint  greyish  cyanosis  of  the  face.  Otherwise 
physical  examination  showed  nothing  of  importance. 

The  patient  was  put  at  absolute  rest  in  bed,  opiates 
sufficient  to  control  the  pain  were  given,  and  after  two 
days  in  bed  the  pain  subsided  and  the  pulse  and  tem- 
perature fell  to  normal.  On  the  tenth  day  he  insisted 
on  getting  up  and  has  since  led  an  active  life  to  the 
extent  of  playing  nine  holes  of  golf  twice  a month. 

Case  2.  Mrs.  L.  F.,  an  active  lady  of  64,  was  seen 
Nov.  IS,  1932,  complaining  of  sudden  agonizing  sub- 
sternal  pain,  radiating  down  the  inner  surface  of  the 
left  arm.  For  the  past  two  years  she  had  been  suffer- 
ing from  hypertension,  ranging  from  160  to  180  sys- 
tolic and  had  been  subject  to  frequent  attacks  of  ver- 
tigo. When  first  seen  she  was  sitting  immobile,  with 
arms  claspsed  to  the  chest,  and  with  agony  written  on 
her  countenance.  There  was  moderate  hyperpnea,  and 
the  pulse  rate  was  120. 

Morphia,  gr.  '74,  failed  to  entirely  relieve  the  pain 
and  was  repeated  twice  in  the  next  eight  hours.  The 
following  day  slight  pain  remained  and  the  patient 
vomited  several  times.  At  this  time  the  blood  pressure 
had  fallen  to  130  systolic,  the  temperature  rose  to 
100.40  and  the  leucocytes  were  14,200.  The  patient  re- 
mained in  bed  for  five  weeks,  feeling  well  after  the 
first  few  days,  except  for  a mild  hyperesthesia  under 
the  left  breast.  Shortly  after  she  began  to  get  up,  she 
developed  paroxysms  of  extrasystoles  which  gradually 
disappeared,  and  at  present  she  is  moderately  aetive 
without  discomfort. 

The  Systolic  Murmur:  Its  Clinical  Significance. 

Samuel  A.  Levine,  Boston  (Journal  A.  M.  A.,  .\ug. 
5,  1933"),  states  that  systolic  murmurs  do  occur  but  are 
not  common  in  normal  persons.  The  louder  ones  are 
always  associated  with  some  form  of  cardiovascular 
disease.  .■Ml  systolic  murmurs  deserve  consideration 
Many  such  murmurs,  although  frequently  regarded  as 
“benign”  because  the  persons  feel  well  and  have  no 
symptoms  of  cardiac  insufficiency,  are  due  to  organic 
changes  or  indicate  potentialities  for  the  present  de- 
velopment of  stenosis  of  the  mitral  or  aortic  va'ves. 
hypertension  and  subacute  bacterial  endocarditis. 
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REVOLUTIONARY  CHANGES  IN 
MEDICAL  PRACTICE* 

George  W.  Swift,  M.D. 

SEATTLE,  WASH. 

Dr.  George  McCleary,  for  the  past  twenty 
years  Medical  Director  of  the  British  Govern- 
ment, is  authority  for  the  statement  that  health 
insurance  in  Great  Britain  has  done  more  to 
stabilize  the  British  government  and  to  prevent 
a revolution  than  any  other  single  factor  in  the 
present  British  social  upheaval.  In  an  address  be- 
fore the  Commonwealth  Club  of  San  Francisco 
in  February  of  this  year,  he  described  this  social 
upheaval  which  has  caused  such  a profound 
change  in  practically  every  home  in  England.  He 
drew  attention  to  the  fact  that  the  one  stabilizing 
influence,  that  has  acted  as  a great  anchor  and 
has  held  the  nation  together,  is  the  fact  that  fif- 
teen million  men  and  women  do  not  fear  sickness 
in  their  families.  They  realize  that  they  will  re- 
ceive the  best  medical  and  surgical  care,  hospital- 
ization, drugs  and  surgical  appliances  whenever 
it  is  necessary;  that  during  that  period  they  will 
receive  compensation  which  will  enable  them  to 
take  care  of  other  expenses  incidental  to  illness. 

Fifteen  thousand  medical  men  in  Great  Britain 
enjoy  a stabilized  income,  that  is,  an  income  which 
is  sure,  which  is  paid  on  the  first  of  every 
month,  and  which  makes  their  particular  field  of 
practice  something  that  is  of  value  in  case  of  their 
own  death.  Dr.  McCleary  does  not  say  that  such 
a system  will  work  anywhere  else  in  the  world, 
but  that  it  does  work  in  Great  Britain  to  the  best 
interests  of  both  the  medical  profession  and  the 
general  public.  This  astounding  statement  of 
facts  regarding  conditions  in  Great  Britain  and 
the  effect  of  health  insurance  on  the  body  politic 
surely  must  be  given  serious  consideration  by  the 
thinking  members  of  the  medical  profession. 

In  order  to  get  a point  of  view  from  which  to 
study  the  medical  problem  of  today,  it  is  neces- 
sary that  selfish  motives  be  entirely  ignored  and 
that  we  consider  the  problem  only  from  the  view- 
point of  what  is  best  for  the  entire  profession 
and  the  entire  public.  The  factors  which  might 
have  an  influence  upon  the  profession  should  be 
considered  first,  because  no  matter  how  altruistic 
our  ideas  may  be,  practical  consideration  must 
be  given  an  important  place.  A dissatisfied,  un- 
derpaid medical  profession  can  never  give  effi- 
cient service. 

•Read  before  the  Annual  Meeting-  of  Medical  As- 
sociation of  Montana,  Anaconda.  Mont.,  July  12.  1933. 


One  need  go  no  further  than  the  recent  war  for 
a good  illustration  of  almost  universal  dissatis- 
faction from  the  medical  standpoint.  In  the  be- 
ginning of  the  war  when  patriotism  far  excelled 
one’s  better  judgment,  leaders  of  the  medical  pro- 
fession permitted  the  war  department  to  give  a 
rank  of  first  lieutenant  to  the  medical  recruits 
both  old  and  young,  experienced  and  inexperi- 
enced, skilled  and  unskilled,  an  asinine  attempt  to 
level  the  activities  of  the  medical  men;  urologists 
were  placed  in  charge  of  orthopedics  and  intern- 
ists were  given  surgical  positions.  It  was  only 
after  the  sanity  of  the  medical  profession  began 
to  assert  itself  and  the  government  could  not  get 
more  medical  officers,  that  rank  was  considered 
an  essential  factor;  and  in  the  service  itself,  the 
death  list  forced  those  in  authority  to  place  men 
trained  for  certain  positions  in  those  positions. 
Every  man  in  the  service  will  vouch  for  these 
statements. 

It  would  be  just  as  asinine,  again,  in  a great 
social  upheaval,  to  make  an  attempt  to  level  the 
status  of  the  entire  profession  to  the  plane  of  the 
poorest  in  the  profession.  In  other  words,  any 
change  in  the  future  which  does  not  carry  over 
the  fundamental  individuality  of  the  practitioner, 
whether  he  be  in  a small  town  doing  general 
practice  or  the  highest  developed  specialist  in  the 
largest  city,  will  fail  just  as  the  failure  to  do  this 
caused  such  havoc  in  the  early  days  of  the  war. 

Happiness  in  the  practice  of  medicine  is  not,  as 
a rule,  obtained  solely  through  a single  achieve- 
ment. The  accumulation  of  money  may  prompt 
some  men  to  believe  that  success  in  medicine  is 
measured  by  dollars  and  cents.  Acquisition  of 
fame  might  prompt  other  men  to  believe  that 
therein  lies  the  criterion  of  success.  To  be  known 
as  the  leading  surgeon  or  internist  or  specialist 
may  be  a criterion  of  success.  While  any  of 
these  three  and  many  others  may  be  spoken  of  as 
marking  a degree  of  success,  none  of  them  alone 
will  bring  happiness  to  the  individual. 

True  happiness  in  medicine  is  an  individual 
quality.  Collectively,  it  tends  to  develop  a higher 
service  to  the  public.  It  is  based  upon  the  satis- 
faction that  one  gets  in  being  able  to  do  work 
well,  to  provide  well  for  those  dependent  upon 
him,  to  have  the  respect  and  admiration  of  his 
fellow  practitioners,  and  to  be  able  to  respond 
in  full  measure  to  those  who  look  to  him  for 
medical  advice  and  attention.  These  factors  are 
essential  to  happiness  in  the  practice  of  medicine. 
They  can  be  obtained  In  a small  community  with 
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very  little  equipment;  they  can  be  obtained  in  a 
large  city  with  everything  that  modern  medical 
science  can  provide,  but  they  cannot  be  obtained 
by  anyone  who  puts  a greater  demand  upon  the 
returns  of  his  practice  than  these  simple  re- 
cpiisites  for  happiness.  In  solving  the  great  prob- 
lem before  us,  therefore,  it  is  essential  that  we 
keep  these  four  factors  in  mind.  It  is  so  essential 
that  I will  take  the  liberty  of  repeating  them: 
(_!)  One  must  do  his  work  well,  (2)  provide  for 
those  dependent  upon  him,  (3)  have  the  respect 
of  his  fellow  men,  and  (4)  give  full  service  to 
those  who  consult  him. 

Of  these  four  basic  principles  for  happiness  in 
medicine,  the  first  and  the  last  are  more  or  less 
dependent  upon  organized  medicine.  Individuality 
controls  the  second  and  third.  With  the  latter 
we  have  little  or  no  concern,  albeit  they  are  quite 
essential  to  individual  happiness.  The  first  one, 
to  do  your  work  well,  requires  the  preliminary 
foundation  of  medical  education.  That  has  been 
accomplished  through  organized  medicine  to  a 
marked  degree.  It  also  requires  such  opportuni- 
ties for  practice  as  the  individual  community  de- 
mands. It  would  be  foolish,  of  course,  to  have  a 
large  hospital  in  a small  community  or  a small 
hospital  in  a large  one,  and  expect  either  to  sup- 
ply the  needs  of  that  particular  locality.  These 
problems,  again,  have  been  very  well  worked  out. 

Social  changes  have  developed  outside  the  prac- 
tice of  medicine  which  have  changed  materially 
the  background  of  the  picture.  While  we  have 
been  developing  a very  complicated  system  of 
practice,  medically  speaking,  so  also  have  trans- 
portation facilities  been  revolutionized.  The  small 
town  patient  now  drives  in  a few  minutes,  or 
even  flies,  to  the  large  city  for  medical  attention 
and,  conversely,  the  city  patient  driving  in  the 
country  suddenly  requires  an  emergency  opera- 
tion from  the  small  hospital  and  the  surgeon  in 
charge.  Just  this  one  factor  has  caused  a tremend- 
ous change,  not  only  in  the  requirements  of  the 
small  hospital  but  financially  it  has  become  a 
terrible  burden  which  has  in  many  instances 
completely  wrecked  the  small  institution. 

It  is  impossible  for  a doctor  owning  a small 
hospital  in  a small  community,  situated  on  a na- 
tional highway,  to  take  care  of  the  emergency 
cases  that  are  brought  to  his  hospital,  and  for 
which  he  may  receive  absolutely  no  compensation. 
This  is  number  one  of  the  problems  of  our  intri- 
cate social  development.  Another  that  might  be  re- 
cited is  the  development  of  the  roentgen  ray.  It 


has  opened  up  an  entirely  new  field  of  practice, 
and  has  forced  the  small  communities  either  to 
invest  enormous  sums  in  equipment  that  will  be 
little  used  or  suffer  the  loss  of  prestige  and  fin- 
ancial return. 

The  medical  profession  is  not  alone  in  this  up- 
heaval. The  drug  stores  of  today  have  become 
restaurants,  where  the  druggist  merely  fills  an 
occasional  prescription  prepared  by  some  pharma- 
ceutical house.  Obviously,  it  is  impossible  for 
druggists  to  make  sufficient  profit  on  their  pre- 
scriptions to  pay  their  overhead.  They  must  either 
become  restauranteurs  or  charge  such  high  prices 
that  the  patients  cannot  afford  to  have  prescrip- 
tions filled.  While  this  may  not  be  directly  con- 
nected with  our  problems,  indirectly  it  is  having 
an  important  bearing  upon  this  entire  subject. 
We  might  go  on  indefinitely,  discussing  the 
various  changes  that  have  taken  place  but  these 
illustrations  should  suffice. 

The  fourth  factor  enumerated,  that  is,  to  yield 
full  measure  to  those  who  consult  a physician  on 
medical  matters,  implies  something  more  than 
the  first,  namely,  to  do  your  work  well.  A doc- 
tor who  is  worried  about  his  finances  or  who 
has  dabbled  in  so  many  things  that  his  mind 
is  not  on  medicine,  or  who  thinks  solely  of  how 
much  money  he  will  get  out  of  his  practice,  is 
not  going  to  give  full  measure  to  the  individual 
who  comes  to  him  to  consult  him  regarding  his 
ills.  Nor  is  the  man,  who  surrounds  himself 
with  a group  of  other  men  to  do  highly  scientific 
medicine,  going  to  satisfy  the  patient  who  comes 
in  to  consult  him  in  a very  intimate  manner  about 
either  himself  or  some  member  of  his  family.  To 
be  sure,  a group  surgeon  or  physician  is  un- 
doubtedly better  equipped  to  give  purely  scienti- 
fic service,  but  medicine  is  such  a complicated 
thing,  there  are  so  many  individual  elements,  the 
doctor  holds  such  a unique  position  in  the  heart 
of  the  average  patient  that  group  medicine  does 
not  satisfy,  even  though  it  is  more  scientific  and, 
we  will  admit,  more  efficient. 

In  order  to  give  full  service,  the  great  mass  of 
the  medical  profession  must  remain  individual- 
istic. Individual  medicine  must  prevail  but  with 
free  and  easy  consultations,  with  an  opportunity 
to  distribute  difficult  cases  to  such  groups  or 
hospitals  as  will  give  a more  efficient  and  scien- 
tific service,  and  yet  retain  for  the  individual 
practitioner  his  contact  and  his  association  with 
this  particular  case.  It  is  possible  to  bring  about 
these  changes  in  such  a way  as  to  preserve  for 
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the  medical  profession  this  degree  of  individual 
happiness.  It  may  be  well  to  look  at  some  of 
the  changes  which  can  conceivably  be  made  and 
sjill  retain  the  individuality  of  medicine. 

OUTSIDE  INFLUENCES 

Since  the  war,  practically  everyone  has  had 
to  reorganize  his  manner  of  life.  The  small 
tradesman  has  had  to  sacrifice  his  individual 
place  and  become  either  a part  of  a series  of 
chain  stores  or  the  manager  of  a branch  of  some 
consolidated  group.  What  has  happened  to  the 
small  tradesman  has  also  happened  to  the  large 
industries  by  mergers  and  consolidations.  Indi- 
viduality, even  of  corporations,  has  become  lost 
to  a great  degree.  We  no  longer  think  in  terms 
of  the  small  holder  of  property,  small  storekeep- 
er or  the  small  corporation,  but  rather  in  terms  of 
large  corporations. 

The  legal  profession  has  developed  a series  of 
large  copartnerships  with  many  clerks  doing  the 
routine  work,  and  specialists  in  all  of  the  various 
phases  of  legal  activity  being  paid  a salary  by 
the  two  or  three  owners  of  the  copartnership. 
Consolidation  has  been  the  tendency  everywhere. 
Unions  have  replaced  the  individuals  in  the  arts 
and  trades.  Large  corporations  today  supply 
the  plans  from  the  architect,  bids  from  the  build- 
ers, material  from  the  producers,  money  for  the 
finances,  legal  services  for  the  contracts,  insur- 
ance for  protection,  and  finally  the  tenants  for 
properties  or  outlet  for  goods  produced  in  large 
projects.  Architects  have  long  since  lost  their 
individualistic  atmosphere.  Many  lawyers  have 
become  mere  cogs  in  the  industrial  wheel.  Bank- 
ers have  had  to  give  way  to  financial  agencies 
and,  of  course,  the  unions  dictate  largely  the 
returns  for  the  various  craftsmen. 

Medicine  stands  alone  in  this  whirlpool  of  ever 
changing  activity.  Is  it  any  wonder  that  young 
men,  hearing  how  the  avenues  of  individuality 
have  been  closed  in  all  other  activities  of  life, 
have  been  willing  to  sacrifice  four,  eight  and 
even  twelve  years  of  their  lives  in  order  to  par- 
ticipate in  this  last  individual  field  of  activity. 
During  the  boom  days  when  these  mergers,  con- 
solidations and  readjustments  were  taking  place, 
medicine  did  not  entirely  escape.  The  war  taught 
many  men  the  value  of  group  association.  The 
development  of  our  large  hospitals  taught  other 
men  a similar  lesson,  and  scattered  •around  the 
country  were  centers  where  these  groups  seemed 
to  flourish  for  a time.  Gradually,  however,  the 
individualistic  tendency,  both  on  the  part  of  the 


public  for  a closer  contact  with  the  physician 
and  on  the  part  of  the  physician  in  his  search  for 
happiness  in  life,  caused  these  groups  to  change. 
A single  individual  invariably  developed  and  the 
group  took  on  his  personality. 

In  this  maelstrom  of  reorganization  it  was  but 
natural  that  certain  men,  who  had  a genius  for 
organization  and  who  could  sense  large  financial 
rewards  from  mass  medicine,  mass  service  and 
mass  income,  should  develop  a sort  of  practice 
which  we  have  perhaps  misnamed  contract  medi- 
cine. The  old  contract  doctor  in  the  army  was 
a truly  contract  doctor.  But  the  contract  doctor 
of  today  is  not  in  any  sense  similar  to  the  old 
army  surgeon,  although  the  underlying  principle 
is  perhaps  the  same. 

The  contract  surgeon,  following  the  Civil  War, 
agreed  to  care  for  the  health  of  the  troops  at  a 
stated  salary  and  everything  was  furnished.  The 
first  contract  physicians  in  industry  did  the  same, 
but  gradually  there  developed  a tendency  to  give 
as  little  service  and  to  charge  as  high  a fee  as  pos- 
sible. Then  came  the  next  inevitable  step.  One 
man  could  not  do  all  the  work  required,  so  he 
began  to  farm  out  his  work  on  a salary  basis  to 
other  men,  first  as  associates,  then  as  assistants. 
The  next  inevitable  step  was  to  have  a central 
office  controlled  by  a semiprofessional  organiza- 
tion which  could  secure  contiacts  and  sublet 
others  to  individual  doctors  in  the  various  local- 
ities. Perhaps  it  was  at  this  point  in  the  develop- 
ment of  contract  practice  as  we  know  it  today 
that  the  commercialization  of  our  profession 
began. 

While  this  development  of  contract  practice 
was  going  on,  another  took  place.  Always  asso- 
ciated with  easy  times  is  easy  money.  Individual 
doctors  and  groups  of  doctors,  small  hospitals 
and  large  hospitals,  all  expanded  their  activities 
so  that,  when  the  crash  came,  many  institutions, 
owned  either  by  physicians  or  by  nonprofit  shar- 
ing corporations,  found  themselves  saddled  with 
a large  overhead  and  practically  nothing  with 
which  to  carry  it.  It  was  but  natural  that  they 
would  be  willing  to  do  almost  anything  to  save 
their  investments.  About  the  same  time  there 
developed  the  tendency  on  the  part  of  unions  and 
mutual  organizations,  consisting  of  a large  num- 
ber of  individuals,  to  contract  with  physicians  for 
service  on  a sort  of  quasi-health  insurance  basis. 
Undoubtedly  this  trio  of  development,  namely, 
the  contract  practice,  overexpansion  of  industries 
and  the  development  of  quasi-health  insurance 
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organizations,  has  been  the  greatest  factor  in 
what  might  develop  into  the  socialization  and 
commercialization  of  the  medical  profession.  The 
contract  physicians  have  taught  others  the  value 
of  corporate  practice.  They  have  also  shown  how 
the  medical  profession  as  a whole  can  now  pro- 
ceed to  develop  this  idea  along  rational  lines. 
This  brings  us  to  the  third  phase  of  this  entire 
problem,  that  is,  the  economic  side. 

In  the  minority  report  of  the  committee  inves- 
tigating the  cost  of  medical  care,  which  was 
signed  by  physicians  who  have  had  a large  ex- 
perience in  the  practice  of  medicine,  the  outstand- 
ing conclusion  was  that  the  individuality  of  the 
practitioner  of  medicine  should  be  ratified  at  all 
costs.  The  majority  report,  however,  was  signed 
by  others  than  physicians  interested  in  this  prob- 
lem, hospital  superintendents,  public  health  work- 
ers, welfare  workers  and  many  others  who  have 
made  a very  careful  study  from  the  standpoint 
of  the  patient  rather  than  from  that  of  the  physi- 
cian. This  is  but  natural  and  it  points  clearly  to 
the  inevitable  trend  of  the  times. 

The  medical  profession,  on  one  hand,  is  in 
the  minority  and  must  defend  its  time  honored 
principles,  while  the  people  who  have  the  interest 
of  the  public  at  large  are  going  to  demand  a 
changed  system  of  practice.  Whether  this  be 
group  medicine,  as  suggested  by  the  majority 
report  or  state  medicine  as  it  has  been  developed 
in  Germany  and  England,  does  not  matter.  In 
either  event,  if  left  to  those  interested  parties 
and  not  directed  by  the  medical  profession,  we 
can  be  assured  of  one  thing.  Some  form  of 
social  medicine  will  be  adopted  that  will  destroy 
the  individuality  of  the  practitioner  of  medicine. 
It  is  idle  for  us  to  say  we  have  gotten  along  all 
these  years  very  well  and  then  all  the  other  plati- 
tudes that  we  are  so  accustomed  to  hear.  Further, 
it  is  idle  to  close  our  eyes  to  the  trend  in  other 
lines  of  activity  which  unfortunately  must  affect 
our  profession. 

Is  there  a way  by  which  we  can  assume  the 
leadership  at  the  present  time  and  demonstrate 
to  the  financial  interests  which  control  the  em- 
ployment of  labor,  to  labor  itself  which  will  be 
the  recipient  in  a large  measure  of  this  medical 
care,  and  to  the  public  at  large,  the  benefits  that 
we  feel  confident  are  to  be  derived,  if  we  are  to 
perpetuate  the  general  practitioner?  For  the  past 
five  years  there  has  been  considerable  agitation 
in  the  state  of  Washington  along  these  lines. 
Nothing  concrete  presented  itself  until  the  physi- 


cians in  Yakima  County  decided  that  they  would 
unite  and  develop  a form  of  health  insurance  ac- 
ceptable both  to  the  profession  and  to  the  public. 
It  was  indeed  fortunate  that  the  first  unit  should 
be  organized  in  a relatively  small  county  society 
rather  than  in  a large  unwieldy  organization  such 
as  King  County.  These  same  conditions  pre- 
vailed in  the  state  of  Oregon.  The  first  unit 
was  formed  in  Salem  and  the  second  in  Portland. 
The  keystone  of  the  structure  is  the  preservation 
of  the  free  choice  of  physician.  The  other  foun- 
dation stones,  that  are  perhaps  equally  important, 
are  guaranteed  service  on  one  hand  and  careful 
regulation  of  practice  on  the  other.  With  such 
a foundation  a superstructure  is  easily  built. 

Competition  in  medicine  between  groups  in- 
variably must  lead  to  cut  rates  and  inferior  ser- 
vice. Medical  men  have  been  trained  for  ages 
past  to  expect  that  just  reward  which  comes  from 
long,  careful  and  painstaking  effort  to  give  ser- 
vice. The  financial  factor  has  never,  until  re- 
cent years,  been  paramount  in  the  minds  of  the 
medical  profession.  The  changed  economic  con- 
dition of  the  last  twenty  years  has  brought  the 
financial  factor  into  the  foreground,  and  young 
men,  especially,  today  find  that  they  must  con- 
sider the  financial  side  of  medicine  very  seriously 
because  of  the  time  and  money  spent  in  their 
preparation  for  practice  and  the  keen  competition 
which  an  overcrowded  profession  naturally  de- 
velops. This  keen  competition,  while  largely  an 
economic  problem,  has  also  developed  to  a 
marked  degree  the  individual  practitioner.  So 
much  so,  that  physicians  keenly  resent  any  at- 
tempt to  regulate  their  activities. 

In  order  to  appreciate  the  change  that  has 
gradually  developed,  both  in  regard  to  industry 
and  the  individual  practitioner,  we  must  consider 
the  effect  of  the  workmens’  compensation  laws 
during  the  past  twenty  years.  In  some  states 
regulatory  measures  have  been  adopted  which 
have  resulted  in  limiting  industrial  work  to  those 
men  who  are  especially  equipped  and  trained  to 
handle  industrial  cases.  In  other  states,  parti- 
cularly in  Washington,  there  has  been,  relatively 
speaking,  free  choice  of  physician  in  most  of  the 
industries.  While  there  has  been  a development 
of  highly  specialized  industrial  surgeons,  there 
has  also  be’en  a development  of  corporate  prac- 
tice. By  that  is  meant  the  farming  out  of  the 
work  to  young  men  on  a salary  basis  by  the  indi- 
vidual or  company  which  obtains  the  contracts. 
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Under  these  various  methods  of  practice  it  has 
been  found,  by  careful  industrial  surveys,  that 
the  per  capita  cost  for  industrial  acciaems  nas 
gradually  risen  until  it  is  now  i caching  the  limit. 
Measures  must  be  instituted  to  cut  down  this 
terrific  cost.  There  is  no  question  that  the  medi- 
cal profession  is  not  alone  responsible  for  the  in- 
creased cost.  One  of  the  factors  is  the  ineffi- 
ciency in  handling  industrial  cases  on  the  part  of 
the  rank  and  file  of  the  profession.  This  has 
reached  such  an  acute  stage  that  at  the  last  ses- 
sion of  the  legislature  an  attempt  was  made  by 
the  associated  industries  to  establish  what  is  com- 
monly termed  optional  insurance.  Had  this  law 
been  enacted,  there  is  no  question  but  that  those 
practicing  industrial  surgery  in  the  state  of 
Washington  would  have  been  forced  to  accept 
whatever  compensation  the  insurance  companies 
would  grant  and  the  practice  would  certainly 
have  been  limited  to  a very  few  men. 

It  has  also  developed  a desire  for  family  in- 
surance on  the  part  of  the  layman.  From  this 
has  come  what  is  now  termed  health  insurance. 
The  contract  physicians  added  this  to  their  con- 
tracts and  showed  both  the  profession  and  the 
public  the  way  to  real  health  insurance.  Unions 
of  laundry  workers,  railway  employees,  post- 
office  employees,  milk  drivers,  department  store 
employees  and,  in  fact,  all  associations  were  be- 
ing added  to  this  list  of  possible  health  insurance 
groups.  That  is  what  brought  the  issue  squarely 
to  the  front.  It  would  be  foolish  to  expect  the 
rank  and  file  of  general  practitioners  to  sit  idly 
by  while  a few  men  secured  the  private  patients 
of  these  physicians  for  themselves,  either  through 
paid  lay  solicitors  or  by  other  methods.  The  re- 
volt was  almost  instantaneous.  After  all,  one 
fights  for  the  right  to  have  a square  deal  in  any 
activity  of  life. 

With  this  background,  the  King  County  Medi- 
cal Society  unanimously  decided  to  meet  the 
issue  in  the  broadest  possible  manner,  and  the 
outcome  has  been  the  development  of  the  King 
County  Service  Bureau  in  Seattle.  It  is  similar  or 
almost  identical  with  the  Yakima  County  Medical 
Bureau,  and  other  counties  in  the  state  are  rapid- 
ly approaching  the  time  when  they  will  be  able  to 
join  with  King  and  Yakima  counties  and  estab- 
lish a State  Bureau.  With  each  county  society 
acting  as  a unit  and  with  cooperation  among  the 
individual  members  thereof,  with  careful  regu- 
lation of  the  type  of  service  to  be  rendered,  there 
is  no  reason  in  the  world  why  the  medical  profes- 


sion should  not  develop  a policy  of  health  insur- 
ance that  will  protect  the  individual  physician 
as  well  as  the  individual  patient. 

It  is  proposed  to  furnish  complete  medical, 
surgical  and  hospital  care,  and  medicinal  and  sur- 
gical supplies.  The  compensation  for  the  physi- 
cians will  be  on  a unit  basis.  A divident  of  15 
per  cent  will  be  granted  to  each  member  of  the 
unit.  This  will  not  be  much  but  it  will  assure 
the  individual  a small  income  whether  he  does 
much  work  or  little.  It  will  also  permit  the  man 
with  a large  practice  to  pay  a portion  of  his  earn- 
ings into  the  general  fund  but  be  able  to  handle 
an  unlimited  amount  of  work.  It  will  not  work 
any  hardship  upon  him.  The  balance  of  the  net 
income  will  be  divided  pro  rata,  according  to  the 
units  of  work  performed.  Free  choice  of  physi- 
cian will  be  permitted  but  the  individual  physi- 
cian must  state  his  preference  for  cases  and  con- 
sultations will  be  ordered  whenever  advisable. 
The  central  office  will  be  in  supreme  command 
at  all  times. 

CONCLUSIONS 

1.  Medicine,  like  all  the  other  activities  of 
life,  is  undergoing  a tremendous  revolution. 

2.  To  preserve  the  individuality  of  practice  to 
the  end  that  a physician  may  derive  happiness 
from  the  practice  of  medicine,  some  system  must 
be  developed  whereby  all  members  of  the  pro- 
fession may  have  an  opportunity  to  compete,  one 
with  another,  on  a fair,  honest  and  open  basis. 

3.  Any  contract  agreements  between  indus- 
trial organizations  or  groups,  desiring  health  in- 
surance, must  be  under  the  direct  control  of  the 
organized  units  of  the  profession. 

4.  Service  must  be  given  to  the  public  which 
will  include  everything  connected  with  medical 
care,  this  service  to  be  efficient  and  honest. 

5.  The  spread  of  the  cost  of  medical  care 
should  be  so  organized  that  a large  number  of 
people  will  pay  for  the  care  of  the  few  who  be- 
come ill. 

6.  This  system  of  practice  should  be  confined 
at  first  to  those  whose  incomes  are  in  the  lower 
brackets  and  later,  if  deemed  advisable,  it  can 
be  extended  to  all  persons  who  desire  this  in- 
surance. 
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EDITORIAL 

BIRTH  CONTROL  PROHIBITION 

During  recent  years  a widespread  interest  has 
developed  in  the  subject  of  birth  control.  Inspir- 
ed by  the  enthusiasm  and  energy  of  Margaret 
Sanger  and  others,  medical  societies,  religious 
bodies  and  social  organizations  have  indorsed  this 
movement.  Instruction  concerning  contraception 
and  its  application  by  people  who  would  be  most 
benefited  by  it  have  been  prevented  by  provisions 
of  the  U.  S.  Criminal  Code  adopted  in  1873.  This 
prohibits  sending  or  receiving  through  the  U.  S. 
mail,  express  companies  or  other  common  car- 
riers, information  or  appliances  pertaining  to  the 
prevention  of  conception.  Even  the  possession  of 
such  an  article  is  prohibited.  While  these  re- 
quirements have  frequently  been  evaded  in  recent 
years,  the  possibility  of  their  invocation  and  en- 
forcement is  always  present. 

During  the  past  sixty  years  public  opinion  has 
gone  through  radical  changes  on  many  subjects. 
In  no  field  of  endeavor  is  that  fact  more  pro- 
nounced than  in  matters  pertaining  to  medical 
practice.  The  burden  and  tragedy  frequently  ob- 
served among  excessively  large  families,  over- 
whelmed by  poverty,  sickness  and  adverse  eono- 
mic  conditions,  have  been  distressingly  obvious 
to  all  medical  practitioners.  The  endeavor  to  re- 
lieve this  situation  has  appealed  most  intimately 
to  the  family  physician.  In  order  to  remove  the 
threatening  legal  disabilities  associated  with  at- 
tempts to  remedy  these  conditions,  bills  were  in- 
troduced in  both  houses  of  the  recent  Congress 
which  stated  that  provisions  of  the  code  should 
not  be  construed  to  apply  to  information  or  treat- 
ment for  prevention  of  conception  by  any  legally 
licensed  physician,  by  any  legally  chartered  medi- 
cal college,  by  any  druggist  filling  a prescription 
by  a licensed  physician,  or  any  hospital  or  licensed 
clinic.  Owing  to  the  inertia  of  conservatism  and 
political  pressure  brought  to  bear  by  religious 
prejudice  this  bill  failed  of  passage.  It  will  be 
again  introduced  at  the  next  session  of  Congress 
and  the  influence  of  the  medical  profession  is 
solicited  to  aid  in  its  enactment. 

Support  of  this  measure  should  appeal  to  all 


members  of  the  medical  profession,  whether  or 
not  they  sympathize  with  the  immediate  object  it 
aims  to  obtain,  for  the  reason  that  all  physicians 
abhor  the  existence  of  restrictions  on  their  judg- 
ment in  the  treatment  of  their  patients.  If  one 
believes  that  the  welfare  of  a woman  under  his 
treatment  requires  limitation  of  offspring,  he 
should  have  the  right  to  instruct  and  advise  her 
in  the  matter  of  accomplishing  this  result.  It  is 
contrary  to  all  medical  principles  that  laymen 
should  dictate  to  the  physician  as  to  the  manner 
of  treating  his  patients,  whatever  may  be  the  con- 
dition demanding  his  services.  The  moral  aspect 
of  this  question  is  not  being  discussed  at  this  time. 
We  are  concerned  with  the  liberty  of  the  physi- 
cian to  exercise  his  judgment  in  the  treatment  of 
a given  case,  and  his  freedom  to  pursue  the  course 
which  he  considers  to  be  necessary.  Any  effort 
to  remove  the  shackles  impeding  the  unfettered 
practice  of  medicine  should  demand  the  united 
support  of  the  medical  profession. 


THE  IDAHO  MEETING  AT  TWIN  FALLS 

The  forty-first  annual  meeting  of  Idaho  State 
Medical  Association  to  be  held  at  Twin  Falls, 
Sept.  18-19,  promises  to  be  notable  by  reason  of 
the  extensive  program  of  papers  prepared  for  it. 
Below  will  be  found  the  program  with  the  speak- 
ers listed  and  a portion  of  the  titles  of  their  pa- 
pers. The  physicians  of  Twin  Falls  extend  a cor- 
dial invitation  not  only  to  members  from  Idaho 
but  to  physicians  of  other  states  who  may  find  it 
convenient  to  attend  this  meeting. 

PROGRAM 

Dr.  Dean  Lewis,  President-elect  A.  M.  A.  Profes- 
sor of  Surgery,  Johns  Hopkins  Medical  School. 

Dr.  Alfred  W.  Adson,  The  Mayo  Clinic,  Professor 
of  Surgery,  University  of  Minnesota,  (a)  “Value  of 
Sympathectomy  in  the  Treatment  of  Hirschsprung’s  Di- 
sease, Cord  Bladder  and  Dysmenorrhea.”  (b)  “Brain 
Tumor — Diagnosis  and  Operability.” 

Dr.  C.  F.  Dixon,  The  Mayo  Clinic.  Papers  on  Goiter 
and  Colon  Surgery. 

Dr.  P.  W.  Covington,  Rockefeller  Foundation,  Salt 
Lake  City. 

Dr.  H.  E.  Kleinschmidt,  National  Tuberculosis  As- 
sociation, New  York  City.  “Finding  Tuberculosis  in 
School  Children.” 

Dr.  Alan  L.  Hart,  Seattle,  Roentgenologist  and  Tu- 
berculosis Specialist.  “Symposium  on  Tuberculin  Test- 
ing and  X-raying  of  Chests  of  School  Children.” 

Dr.  George  W.  Pierce,  San  Francisco,  (a)  “The 
Practical  Application  of  Reconstruction  Surgery.”  (b) 
“The  Rational  Treatment  of  Cleft  Lip  and  Cleft  Pal- 
ate.” 

Dr.  a.  R.  Kilgore,  San  Francisco,  (a)  “A  State 
Medical  Society  Cancer  Organization.”  (b)  “Breast 
Cancer — Accepted  and  Debatable  Procedure.” 

Dr.  Gilbert  Thomas,  Assistant  Professor,  Urology 
University  of  Minnesota. 

Dr.  James  Johnson,  Associate  Professor  of  Surgery, 
University  of  Minnesota. 

Dr.  Martin  B.  Tinker,  Professor  of  Surgery  at  Cor- 
nell University,  Ithaca,  New  York. 
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THE  OREGON  ANNUAL  MEETING 

Plans  for  the  fifty-ninth  annual  meeting  of 
Oregon  State  Medical  Society,  to  be  held  at  Port- 
land October  26-28,  are  now  being  formulated 
and  a program  of  unusual  interest  is  in  prospect. 
The  meeting  will  be  held  at  the  Hotel  Benson 
which  is  well  adapted  to  convention  purposes. 
Prominent  physicians  from  all  parts  of  the  state 
will  participate  either  as  officers  or  delegates, 
or  in  the  presentation  or  discussion  of  scientific 
papers. 

An  innovation  this  year  will  be  the  devotion 
of  one  full  day  to  the  exposition  and  discussion 
of  topics  dealing  with  medical  economics,  ar- 
ranged by  the  Committee  on  State  Industrial  Af- 
fairs and  Free  Medical  Care.  Guest  speakers 
will  include  Dr.  R.  G.  Leland,  Director  of  the 
Bureau  of  IMedical  Economics  of  the  American 
Medical  Association,  who  will  address  the  meet- 
ing on  “The  Insurance  Principle  in  the  Practice 
of  Medicine,”  and  a representative  of  the  State 
Industrial  Accident  Commission,  who  has  been 
asked  to  present  a paper  on  “The  Medical  Phases 
of  Workmen’s  Compensation  from  the  Viewpoint 
of  the  State  Industrial  Accident  Commission.” 
Other  problems  of  medical  economics  will  be 
presented  by  members  of  the  Society.  Dr.  J.  C. 
Geiger  of  the  University  of  California  Medical 
School  has  been  invited  to  present  the  results  of 
his  recent  investigations  on  the  use  of  methylene 
blue.  Another  feature  of  the  meeting  will  be 
an  extensive  technical  exhibit,  displaying  the 
latest  products  and  devices  for  the  use  of  the 
medical  profession. 

The  seventh  annual  Oregon  Medical  Golf 
Tournament,  to  be  held  at  Waverly  Country  Club 
on  the  afternoon  of  Saturday,  October  28,  is 
arousing  much  interest  among  medical  golfers. 
The  permanent  trophy,  a leg  of  which  has  been 
won  by  several  golfing  medicos  from  various 
parts  of  Oregon,  will  again  be  the  major  prize. 
Following  the  tournament,  the  participants  will 
be  entertained  at  dinner  at  the  Waverly  Club. 
Members  and  guests  who  do  not  desire  to  parti- 
cipate in  the  golf  tournament  may  journey  to 
Multnomah  Civic  Stadium  on  Saturday  after- 
noon to  enjoy  the  annual  battle  royal  between 
Oregon  State  College  and  Washington  State 
College. 

The  annual  banquet  will  be  held  on  Friday 
evening  at  the  Hotel  Benson.  Drs.  Leland  and 
Geiger  will  be  the  guests  of  the  Society  on  this 
occasion. 


Preceding  the  meeting  on  October  24  and  25, 
the  annual  conference  of  county  health  officers 
will  be  held.  The  subjects  to  be  presented  at  this 
meeting  will  deal  largely  with  various  aspects  of 
jireventive  medicine.  Physicians  in  private  prac- 
tice are  cordially  invited  to  attend. 

A preliminary  program  of  events  follows : 
Thursday,  October  26 

Morning — Breakfast  meeting  of  House  of  Delegates 
Registration 
President’s  Address 
Scientific  Sessions 
.-Vfternoon — Scientific  Sessions 

Friday,  October  27 

^lorning — Breakfast  Meeting  of  House  of  Delegates 
Session  on  Medical  Economics 
Afternoon — Annual  Luncheon  Meeting  of  Oregon  Pub- 
lic Health  League 
Session  on  Medical  Economics 
Evening— Annual  Banquet 

S.'^TURD.AY,  October  28 

Morning — Breakfast  Meeting  of  House  of  Delegates 
Business  Meeting  and  Election  of  Officers 
Scientific  Sessions 

Afternoon — Alumni  and  Fraternal  Reunions  at  Lunch- 
eon 

Seventh  Anual  Golf  Tournament 
Oregon  State  College  vs.  Washington  State  College 
Football  Game. 


OREGON  WOMAN’S  AUXILIARY 

The  Woman’s  Auxiliary  to  Oregon  State  Medi- 
cal Society  will  hold  its  seventh  annual  meeting 
in  Portland,  October  26-28,  in  connection  with 
the  annual  meeting  of  the  State  Medical  Society. 
Business  sessions  will  be  held  only  in  the  morn- 
ing, thus  allowing  the  guests  plenty  of  time  for 
sightseeing,  shopping  or  recreation  during  the 
afternoons. 

Reports  of  the  year’s  work  by  state  officers, 
committee  chairmen  and  county  presidents  will 
constitute  a large  part  of  the  business  sessions. 
Discussions  will  be  held  on  all  of  these  reports 
with  considerations  of  how  the  Auxiliary  may 
best  serve  the  interests  of  the  medical  profession. 
An  interesting  feature,  which  will  be  somewhat 
different  from  the  ordinary,  will  be  a demonstra- 
tion by  a public  school  teacher,  showing  how  she 
uses  “Hygeia”  in  her  health  teaching. 

Delegates  to  the  recent  national  meeting  at  Mil- 
waukee will  address  a no-host  luncheon  during 
one  of  the  three-day  sessions.  The  Hospitality 
Committee  of  the  local  Auxiliary,  under  the  lead- 
ership of  Mrs.  A.  H.  Cantril,  is  making  exten- 
sive plans  to  insure  a good  time  to  all  visitors.  A 
cordial  invitation  to  attend  this  meeting  is  ex- 
tended to  Auxiliary  members  from  the  neighbor- 
ing states  of  Washington  and  Idaho.  A com- 
plete program  of  the  meeting  will  appear  in  next 
month’s  issue  of  this  journal. 
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AN  HONOR  TO  WASHINGTON  AND 
THE  PACIFIC  COAST 

One  of  the  most  important  and  influential 
bodies  of  the  American  Medical  Association  is 
the  Judicial  Council,  composed  of  five  members 
who  occupy  a commanding  position  in  determin- 
ing the  policies  and  functions  of  our  national  or- 
ganization. Never  in  the  history  of  the  associa- 
tion has  a member  of  this  Council  been  ap- 
pointed from  the  Pacific  Coast.  Therefore,  a 
marked  honor  and  distinction  was  conferred  upon 
this  section  of  the  country  and  especially  the  state 
of  Washington,  when  President  Dean  Lewis  of 
the  American  Medical  Association,  at  its  Mil- 
waukee session,  appointed  Dr.  John  H.  O’Shea 
of  Spokane  a member  of  this  important  Council. 
Not  only  does  the  profession  of  the  state  take 
pride  in  the  favor  conferred  upon  it,  but  it  is 
especially  honored  that  such  distinction  should 
come  to  one  of  its  physicians  so  well  known  and 
having  such  a long  history  of  eminent  medical 
practice  and  leadership  in  its  medical  affairs,  as 
center  about  the  personality  of  Dr.  O’Shea. 

At  the  annual  meeting  of  the  State  Medical 
Association  in  Seattle  last  month,  the  House  of 
Delegates  expressed  the  feelings  of  the  profes- 
sion of  the  state  when  it  adopted  the  following 
resolutions  pertaining  to  the  appointment  of  Dr. 
O’Shea; 

WHEREAS : A signal  honor  has  been  shown  the 
Washington  State  Medical  Association  in  the  appoint- 
ment of  Dr.  John  H.  O’Shea,  a former  State  President 
and  worthy  associate,  as  a member  of  the  Judicial  Coun- 
cil of  the  American  Medical  Association,  be  it 

RESOLVED : That  the  members  of  the  House  of 
Delegates  of  the  Washington  State  Medical  Association, 
in  their  forty-fourth  annual  meeting  assembled  in  Seat- 
tle, Washington,  express  their  appreciation  to  Dr.  Dean 
Lewis,  President  of  the  American  Medical  Association, 
for  the  recognition  given  the  profession  in  this  State, 
and  be  it  further 

RESOLVED  \ That  this  resolution  be  spread  upon  the 
records  of  the  State  Association  and  a copy  sent  to  Dr. 
Lewis.  

MEDICAL  NOTES 

The  International  Assembly  of  the  Inter-State 
Postgraduate  Medical  AssoaATioN  of  North  Americ.a 
will  be  held  in  the  Public  Auditorium,  Cleveland,  Ohio, 
October  16-20,  1933.  Many  distinguished  teachers  and 
clinicians  will  appear  on  the  program.  A major  list 
of  the  names  of  the  contributors  to  the  program,  with 
other  information,  appears  on  page  7 of  this  Journal. 
All  members  of  Oregon,  Washington  and  Idaho  State 
Medical  Associations  are  cordially  invited  to  attend. 
Registration  fee  of  $5.00  admits  all  members  of  the 
profession  in  good  standing. 

United  States  Civil  Service  Examinations.  The 
United  States  Civil  Service  Commission  announces 
open  competitive  examinations  for  positions  of  medical 


officer,  associate  medical  officer,  assistant  medical  offi- 
cer. Applications  for  these  positions  must  be  on  file 
with  the  U.  S.  Civil  Service  Commission  at  Washing- 
ton, D.  C.,  not  later  than  September  28,  1933.  The 
examinations  are  to  fill  vacancies  occurring  in  the 
Federal  classified  service  throughout  the  United  States. 

In  addition  to  the  general  register  of  eligibles,  a 
separate  register  will  be  established  for  each  of  the 
following  optionals : Cardiology ; child  hygiene ; eye, 
ear,  nose  and  throat;  genitourinary  (urology);  inter- 
nal medicine  and  diagnosis;  neuropsychiatry,  pathology, 
and  bacteriology;  roentgenology;  surgery  (general  or 
orthopedic);  tuberculosis;  and  venereal  disease.  The 
entrance  salaries  for  these  positions  range  from  $2,600 
to  $3,800  a year,  less  a deduction  of  not  to  exceed  15 
per  cent  as  a measure  of  economy  and  a retirement 
deduction  of  3^  per  cent.  When  quarters,  subsistence 
and  laundry  are  furnished,  a further  deduction  is  made 
from  the  salary. 

Competitors  will  not  be  required  to  report  for  a 
written  examinations,  but  will  be  rated  on  their  educa- 
tion and  experience.  Applicants  must  have  had  certain 
specified  education  and  experience.  Full  information 
may  be  obtained  from  the  Secretary  of  the  United 
States  Civil  Service  Board  of  Examiners  at  the  post 
office  or  customhouse  in  any  city,  or  from  the  United 
States  Civil  Service  Commission,  Washington,  D.  C. 


OREGON 

Eastern  Oregon  District  Medical  Society  held  a 
meeting  at  Moore  Hotel,  Ontario,  Aug.  26.  There 
was  a large  attendance  from  the  Eastern  section  of 
the  state,  with  visitors  from  other  sections.  The  fol- 
lowing program  of  papers  was  presented. 

‘■Treatment  of  Injuries  of  the  Ankle  Joint.”  Richard 
B.  Dillehunt,  Dean  of  University  of  Oregon  Medical 
School,  Portland. 

“Physical  Measures  of  Use  to  the  General  Prac- 
titioner.” Arthur  C.  Jones,  Instructor  in  Surgery,  In 
Charge  of  Department  of  Physical  Therapy  at  Univer- 
sity of  Oregon  Medical  School,  Portland, 

“Agranulocytic  Leukemia.”  E.  E.  Laubaugh,  Boise. 

“Sacroiliac  Disturbances.”  James  L.  Stewart,  Boise. 

“Discussion  of  some  Practical  Interpretations.”  Frank 
E.  Butler,  Roentgenologist,  Portland. 

“Etiology  of  the  Diseases  of  the  Nasal  Accessory 
Sinuses.”  Harry  M.  Bouvy  and  John  B.  Flynn,  Port- 
land. 

“Some  Problems  of  Cholecystitis.”  J.  Tate  Mason, 
Virginia  Mason  Hospital,  Seattle- 

“Coronary  Thrombosis,  Diagnosis  and  Treatment.” 
William  J.  Weese,  Ontario. 

“Diagnosis  and  Management  of  Pulmonary  Tuber- 
culosis Illustrated  by  X-Ray  Films.”  G.  C.  Bellinger, 
Superintendent  of  Oregon  State  Tuberculosis  Hospi- 
tal, Salem. 

“Constipation  and  its  Treatment.”  Walter  W.  Black, 
Portland. 

“Injection  Treatment  of  Hemorrhoids.”  G.  L.  Mc- 
Bee,  Pendleton. 

“Control  of  Cancer.”  Charles  Sears,  Portland. 

“Some  Things  That  We  Are  Doing.”  A.  E.  Mc- 
Kay*, President  of  Oregon  State  Medical  Society, 
Portland. 

Half  Century  of  Practice.  E.  E.  Goucher  of  Mc- 
Minnville has  practiced  in  that  city  for  more  than  fifty 
years.  He  was  recently  a guest  of  honor  at  a meeting 
of  the  Chamber  of  Commerce,  when  other  physicians 
and  citizens  paid  tribute  to  his  long  years  of  service. 


September,  1933 


EDITORIAL 


395 


Practically  every  one  on  Yamhill  County  is  acquainted 
v.ith  Dr.  Goucher. 

Hospital  Change  of  Management.  Lakeview’s 
Public  Hospital  has  been  leased  to  W.  P.  Wilbur  and 
W.  P.  Chisholm  who  will  hereafter  have  charge  of  its 
management.  Dr.  Chisholm  moved  here  from  Marsh- 
field where  he  has  practiced  for  the  past  three  years. 
It  will  be  run  as  a public  hospital  although  these  doc- 
tors will  have  offices  in  the  building. 

G.  H.  Mathis,  of  Portland,  has  located  for  practice 
at  Toledo,  Wash.,  taking  the  place  of  L.  J.  Coberly 
who  is  retiring  from  practice.  Dr.  Mathis  has  recently 
served  his  interneship  in  a Portland  hospital. 

Clifford  W.  Kuhn  has  located  for  practice  at  Le- 
banon. He  graduated  from  University  of  Oregon  Medi- 
cal School  in  1932,  after  which  he  served  as  interne  at 
Multnomah  county  hospital. 

Dwight  Findley,  who  recently  graduated  from  Uni- 
versity of  Oregon  Medical  School  and  served  as  in- 
terne at  Kansas  City  and  San  Diego,  has  located  for 
practice  in  Medford. 

J.  P.  Russsell  of  Portland,  a recent  graduate  of 
University  of  Oregon  Medical  School,  having  served 
his  interneship  at  Good  Samaritan  Hospital,  has  lo- 
cated for  practice  at  Elgin. 

E.  L Landers  of  Portland,  a recent  gradnaie  of  Uni- 
versity of  Oregon  Medical  School,  has  located  for 
practice  at  Joseph. 

O.  B.  Long,  who  was  formerly  located  at  Clover- 
dale,  has  moved  to  North  Lincoln  where  he  will  prac- 
tice in  the  future. 

Wedding.  Kenneth  Rew  and  Miss  Catherine  Mc- 
Nary  of  Pendleton  were  married  August  4.  Dr.  Rew 
is  on  the  staff  of  Eastern  Oregon  State  Hospital. 


WASHINGTON 

Addition  to  State  Hospital.  It  is  announced  that 
a new  ward  building  will  be  constructed  at  once  at 
Northern  State  Hospital  to  cost  approximately  $110,000. 
It  will  not  be  built  by  contract  but  under  the  super- 
vision of  a state  official  who  will  employ  local  labor. 
It  will  be  of  concrete  construction,  three  stories  in 
height  and  will  accomodate  about  125  patients.  The 
third  floor  will  be  utilized  as  residence  for  trained 
nurses.  It  is  stated  that  an  agreement  has  been  made 
with  University  of  Washington  for  postgraduate  course 
for  nurses  in  this  institution. 

Addition  to  Hospital  Contemplated.  The  superin- 
tendent at  Tulalip  Indian  Reservation,  located  near 
Everett,  has  been  asked  by  the  U.  S.  Indian  Department 
to  prepare  estimates  and  plans  for  converting  the  din- 
ing hall  into  a forty-bed  hospital.  This  plan  has  the 
endorsement  of  various  medical  and  social  organiza- 
tions of  Snohomish  county.  It  will  fill  a long  felt  need 
on  this  Indian  reservation. 

Hospital  Construction  Work.  Governor  Martin 
has  approved  the  allotment  of  more  than  $300,000  for 
new  buildings  at  Western  State  Hospital  at  Steilacoom. 
A receiving  and  observation  hospital  will  cost  more 
than  $200,000.  A new  ward  building  will  be  con- 
structed at  a cost  of  about  $100,000. 


New  Construction  at  Eastern  State  Hospit.al. 
Governor  Martin  has  authorized  projects  for  new  con- 
struction at  Eastern  State  Hospital  at  Medical  Lake, 
involving  expenditure  of  more  than  $400,000.  A new 
administration  building  will  be  constructed  which  will 
house  general  offices,  provide  medical,  dental  and  sur- 
gical facilities.  A new  clinical  and  psychopathic  build- 
ing will  be  included,  providing  special  treatment  and 
hospital  wards.  The  new  buildings  will  be  of  brick  and 
concrete  construction.  It  is  estimated  these  improve- 
ments will  cost  about  $200,000. 

New  Tuberculosis  Hospital.  King  County  Health 
Officer,  C.  L.  Dixon,  has  announced  plans  for  con- 
struction of  a new  county  tuberculosis  hospital  to  cost 
about  $150,000,  which  it  is  hoped  to  obtain  from  fed- 
eral funds.  A site!  is  contemplated  at  the  south  end  of 
Beacon  Hill,  Seattle,  overlooking  White  River  Valley. 

Hospital  Reopens.  Hoquiam  General  Hospital  which 
has  been  closed  for  some  time  has  been  reopened  for 
complete  hospital  service.  New  equipment  has  been 
purchased  and  the  building  has  been  thoroughly  reno- 
vated. 

New  Hospital  Manager.  King  County  Commis- 
sioners have  separated  the  management  of  Morning- 
side  Tuberculosis  Hospital  from  the  county  hospital  at 
Georgetown,  Seattle.  Hitherto  it  has  been  a depart- 
ment of  the  Harborview  Hospital  system.  Hereafter 
it  will  be  in  charge  of  C.  L.  Dixon,  county  health 
officer. 

Appointed  Health  Officer.  W.  M.  Beach  of  Shel- 
ton has  been  appointed  county  health  officer  for  Mason 
County.  He  has  been  a practicing  physician  of  this 
county  for  more  than  forty  years  and  is  known  to 
everybody  in  the  county.  He  succeeds  Harold  Ken- 
nedy. 

Appointed  County  Health  Officer.  D.  E.  McGil- 
livray  of  Port  Angeles  has  been  appointed  county 
health  officer  by  the  county  commissioners  fo  Clallam 
county  to  fill  the  unexpired  term  of  Walter  J.  Taylor, 
recently  deceased.  He  is  one  of  the  oldest  physicians 
in  the  county  and  has  practiced  in  Port  Angeles  for 
thirty-two  years.  He  was  formerly  associated  in  prac- 
tice with  Dr.  Taylor. 

Appoint  County  Health  Officer.  Allen  Bonebrake 
of  Goldendale  has  been  appointed  county  health  offi- 
cer by  the  Klickitat  County  Board  of  Commissioners. 
J.  A.  Balsiger  will  be  deputy  health  officer  for  western 
Klickitat  County. 

New  Hospital  Opened.  Last  month  the  Sunnyside 
hospital  was  opened  under  the  management  of  Miss 
Lucille  Withers  who  has  had  hospital  experience  at 
Bellevue  Hospital,  New  York  and  Canton,  China.  This 
hospital  will  supply  a real  need. 

A.  S.  OLivTai,  who  has  been  superintendent  of  East- 
ern Washington  Hospital  at  Medical  Lake  for  the 
past  twenty  years  and  was  retired  with  change  in  the 
state  administration,  has  located  for  practice  at  Spo- 
kane. 
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C.  E.  Randolph,  graduate  of  College  of  Medical 
Evangelists  of  Los  Angeles,  who  has  served  interne- 
ship  at  White  Memorial  Hospital  in  that  city,  has  lo- 
cated for  practice  at  Brewster. 

J.  N.  Nelson,  a recent  graduate  of  College  of  Medi- 
cal Evangelists  of  Los  Angeles  who  has  served  his 
interneship  at  Seattle  General  Hospital,  has  located  for 
practice  at  Bremerton. 

A.  C.  Boyce  of  Spokane,  recent  graduate  of  Medical 
Department  of  University  of  Alberta  who  has  recently 
served  as  interne  at  Deaconess  Hospital,  has  located  for 
practice  in  Ritzville. 

R.  J.  LaRue,  graduate  of  Creighton  University  of 
Omaha  and  recently  interne  at  Providence  and  Harbor- 
view  hospitals,  Seattle,  has  located  for  practice  at 
Castle  Rock. 

M.  A.  Drake  of  Los  Angeles  and  fonnerly  con- 
nected with  the  Veterans’  Administration  hospital  at 
Harrison,  Mont.,  has  located  for  practice  at  Sunny- 
side. 

J.  P.  Kane,  formerly  of  Seattle,  who  has  devoted 
many  j-ears  to  public  health  work  in  several  states,  has 
located  in  -Ephrata  where  he  will  engage  in  general 
practice. 

S.  A.  Porter,  who  has  for  the  past  three  years  been 
connected  with  the  Cascade  Sanatorium  at  Leaven- 
worth, has  departed  for  Oroville,  where  he  will  prac- 
tice in  the  future. 

F.  W.  Aubin,  who  has  recently  practiced  at  Spokane, 
has  located  at  Oaksdale,  where  he  will  assume  the 
practice  of  C.  H.  Hurst,  recently  deceased. 

W.  C.  Moren,  a recent  graduate  of  University  of 
Oregon  Medical  School,  has  located  for  practice  at 
Bellingham. 

Weddings.  L.  L.  Bull  of  Seattle  and  Miss  Alice 
Horstman  of  Port  Angeles  were  married  at  that  city 
July  14.  L.  H.  Carpenter  of  Winslow  and  Miss  Ruth 
Allen  of  Port  Blakely  were  married  July  7 at  Van- 
couver. 


IDAHO 

Change  in  Hospital  Management.  The  Gritman 
hospital  of  Moscow,  which  has  been  in  operation  for 
thirty-seven  years,  has  undergone  a change  of  manage- 
ment. Hereafter  it  will  be  in  charge  of  Miss  Julia 
Vogel  who  has  been  head  nurse  of  the  institution  for 
the  past  eleven  years.  It  will  be  made  a general  hos- 
pital open  to  the  practice  of  all  qualified  physicians. 
It  has  accomodations  for  about  fifty  patients. 

Hospital  Enlargement  Completed.  The  two  new 
buildings  recently  constructed  at  the  State  Hospital  at 
Blackfoot  have  been  formally  accepted  and  are  ready 
for  the  reception  of  patients.  Each  building  has  a 
capacity  of  160  to  170  beds.  C.  W.  Lowe  is  superin- 
tendent of  this  hospital  and  has  devoted  his  life  to  this 
sort  of  institutional  work. 

New  Hospital  Proposed.  The  Chamber  of  Com- 
merce of  Moscow  recently  recommended  to  the  cit' 
council  the  construction  of  a general  hospital,  if  funds 


can  be  obtained  for  that  purpose  under  the  National 
Industrial  Recovery  Act.  It  is  reported  there  is  need 
of  such  an  institution. 

Mysterious  Shooting.  Bartholomew  Chiipman  of 
Grangeville,  while  recently  reading  a book  in  the  even- 
ing at  his  home,  sitting  before  an  unshaded  window,  re- 
ceived a bullet  wound  in  his  arm  causing  a fracture  of 
the  humerus.  The  cause  of  the  assault  and  the  iden- 
tity of  the  assassin  were  unknown. 

Wedding.  J.  H.  Murray,  a prominent  physician  of 
Nampa  for  many  years,  and  Mrs.  Amy  Davis  of  that 
city  were  married  at  Pocatello,  June  15. 


OBITUARIES 

Dr.  Charles  L.  Gritman  of  Moscow,  Idaho,  died 
August  8,  aged  71  years.  Death  occurred  during  sleep, 
following  a ten  days  illness.  He  was  born  in  Lincoln, 
111.,  in  1862.  In  1881  he  moved  with  his  parents  to  Day- 
ton,  Wash.  In  1890  he  graduated  from  Cincinnati  Col- 
lege of  Medicine  and  Surgery.  After  practicing  for 
two  years  in  Cincinnati  he  moved  to  Moscow  in  1892, 
where  he  has  been  continually  engaged  in  practice.  He 
was  intimately  connected  with  the  development  of  Mos- 
cow and  the  whole  Palouse  region,  where  he  enjoyed  an 
extensive  practice.  For  the  past  thirty-seven  years  he 
has  managed  the  Gritman  Hospital  as  a private  institu- 
tion. Recently  it  was  remodeled  to  be  used  as  a public 
institution. 

Dr.  Thomas  B.  Scott  of  Seattle,  Wash.,  died  August 
17  following  an  illness  of  several  weeks,  aged  43  years. 
He  was  born  at  Carroll,  Iowa,  in  1890.  After  graduat- 
ing from  Valparaiso  Univversity  he  studied  medicine  at 
Creighton  Medical  College,  from  which  he  obtained  his 
medical  degree  in  1917.  He  served  as  interne  at  St. 
James  Hospital  in  Butte,  Mont.  During  the  war  he 
served  in  France  with  Base  Hospital  No.  46,  receiving 
several  citations  and  commendations  for  his  work.  Af- 
ter the  war  he  practiced  in  Butte,  going  to  Seattle  in 
1922,  where  he  was  practicing  at  the  time  of  his  death. 

Dr.  Claude  Raymond  Matthis  of  Corvallis,  Ore., 
died  August  2,  following  a mastoid  operation,  aged  64 
years.  He  was  born  in  Upshur  county,  Texas,  in 
1869.  He  received  his  medical  degree  in  1884  from 
Memphis  Hospital  Medical  College,  Memphis,  Tenn. 
He  located  for  practice  at  Amity  in  1894.  From  there 
he  moved  to  Corvallis  in  1919,  when  he  became  con- 
nected with  the  Oregon  State  College  as  director  of 
the  health  service,  and  practiced  there  until  his  death. 

Dr.  C.  H.  Hardin  of  Oaksdale,  Wash.,  died  July  9, 
when  he  was  killed  in  an  automobile  accident,  aged  49 
years.  His  car  was  overthrown  by  skidding  on  a wet 
pavement,  causing  fatal  chest  injuries.  He  was  born  in 
lished  a wide  following  with  a host  of  friends. 

Dr.  John  B.  Roth  of  Portland,  Ore.,  died  July  28, 
aged  68  years.  He  was  a native  of  Wisconsin  and  re- 
moved to  Washougal,  Wash.,  with  his  parents  in  1875. 
He  graduated  from  University  of  Oregon  Medical 
School  in  1899.  Since  that  time  he  has  practiced  in 
Portland. 


September,  1933 
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Histopathology  of  the  Peripheral  and  Central 
Nervous  Systems.  By  George  B.  Hassin,  M.  D.,  Pro- 
fessor of  Neurology,  University  of  Illinois,  College  of 
Medicine,  etc.  491  pp.  $6.00.  William  Wood  & Co., 
Baltimore,  1933. 

In  this  volume  the  author  has  brought  this  important 
subject  up  to  date.  From  the  viewpoint  of  a mor- 
phologist it  is  an  excellent  presentation  of  the  subject. 
The  wealth  of  illustrations  in  fine  microphotographs 
makes  the  book  almost  an  atlas.  The  descriptive  mat- 
ter is  logically  arranged,  very  concise  and  well  pre- 
sented. As  the  author  states  in  his  preface,  the  refer- 
ences to  the  clinical  aspect  have  been  made  very  brief. 
It  is  evident  that  he  has  had  a wealth  of  material 
with  which  to  work,  that  his  interpretations  have  con- 
formed to  the  axioms  of  science  and  his  knowledge  of 
the  subject’s  literature  is  very  extensive. 

Many  new  terms  have  appeared  for  pathologic  cells 
in  the  past  few  years  which  the  author  takes  special 
pains  to  explain  to  his  uninitiated  readers.  His  com- 
parisons of  the  pathologic  lesions  of  many  diseases  is 
a fine  piece  of  work.  The  reviewer  was  very  much 
interested  in  the  lesions  produced  by  animal  experi- 
mentation. It  is  regrettable  that  more  of  this  type  of 
research  has  not  been  undertaken. 

The  chapter  on  degenerative  diseases  of  the  cord  is 
excellent,  well  presented  and  illustrated  with  large 
bibliography.  That  on  encephalitis  considers  this  im- 
portant disease  very  fully  with  many  fine  illustrations 
(microphotos).  The  chapter  on  syphilogenous  diseases 
of  brain  is  very  instructive,  while  that  dealing  with 
progressive  and  involutional  disease  of  brain  fully  con- 
siders this  subject,  presenting  excellent  microphotos. 
An  outstanding  chapter  deals  with  function  of  arach- 
noid space  and  chorioid  plexus  as  worked  out  by  the 
author,  a fine  piece  of  work.  Tumors  of  brain  are 
treated  with  an  excellent  classification,  well  illustrated. 
Under  the  subject  of  intoxications,  the  effects  of  var- 
ious poisons  are  concisely  discussed.  The  results  of 
hyperemia  and  sunstroke  are  interestingly  presented  in 
light  of  fever  therapy  in  connection  with  some  nerve 
diseases. 

Worcester. 

The  Curative  Value  of  Light,  Sunlight  and  Sun- 
lamp in  Health  and  Disease.  By  Edgar  Mayer,  M.  D., 
F.A.C.P.,  Consultant  in  Light  Radiation  to  the  Ameri- 
can Medical  Association  Council,  etc.  175  pp.  $1.50.  D. 
.\ppleton  & Co.,  New  York  and  London,  1932. 

In  this  volume  the  author  presents  in  a simple  and 
concise  manner  the  chief  facts  known  concerning  the 
use  of  light  in  health  and  diseases  as  agents  of  preven- 
tion and  cure.  The  use  of  sunlight  as  a curative  agent 
is  traced  from  the  days  of  Hippocrates,  when  the 
Greeks  introduced  the  term  heliotherapy.  It  was  long 
ago  noted  that  the  pitting  of  smallpox  was  greatly  re- 
duced by  the  introduction  of  red  curtains,  excluding 
certain  rays  of  the  sun.  In  recent  years  the  curative 
effect  has  been  discovered  of  the  ultraviolet  rays  which 
resulted  in  the  introduction  of  the  ultraviolet  or  sun- 
lamp. The  beneficial  effects  of  the  sun  bath  are  dis- 
cussed with  the  technic  of  its  application.  Special 
attention  is  give  to  this  form  of  therapy  in  the  various 


phases  of  tuberculosis,  followed  by  a description  of 
its  benefits  in  other  diseases.  Cautions  regarding  the 
use  of  the  sun-lamp  are  presented  with  a description 
of  the  diseases  in  which  its  use  is  beneficial. 

The  Organs  of  Internal  Secretion.  Their  Di- 
seases and  Therapeutic  Application.  With  a Chapter 
on  Obesity  and  its  Treatment.  By  Ivo  Geikie  Cobb, 
M.  D.,  M.  R.  C.  S.,  Author  of  “A  Manual  of  Neuras- 
thenia,” etc.  4th  edition.  303  pp.  $3.75.  William  Wood 
& Co.,  Baltimore,  1933. 

Within  recent  years  voluminous  literature  has  ap- 
peared pertaining  to  the  endocrine  glands  and  their  se- 
cretions. To  digest  all  of  this  material  would  be  a hope- 
less undertaking.  In  this  volume  the  essential  facts  are 
presented  which  wilt  satisfy  the  busy  practitioner.  It 
is  not  intended  as  a complete  therapeutic  guide  to  the 
administration  of  organic  extracts,  but  it  presents  an 
outline  of  the  diseases  and  therapeutic  applications  of 
these  extracts  which  will  prove  useful.  Since  most 
attention  of  the  profession  has  been  paid  to  exoph- 
thalmic goiter  and  thyroid  deficiency,  several  chapters 
deal  with  these  subjects.  The  role  of  the  adrenal  glands 
in  regulating  the  human  economy  is  well  known.  The 
facts  pertaining  to  them  are  presented  in  an  attractive 
manner.  The  study  of  the  pituitary  gland  and  its  re- 
lations to  bodily  functions  has  attained  amazing  rami- 
fications. These  are  presented  in  a fascinating  style. 
Hormone  therapy  has  of  late  reached  a position  of  im- 
portance. Every  one  eagerly  grasps  information  per- 
taining to  this  branch  of  medicine.  Perusal  of  this 
volume  will  be  of  benefit  to  any  reader. 

Acidosis  and  Alkalosis.  By  Stanley  Graham,  M.D., 
F.R.F.P.S.,  Leonard  Gow  Lecturer  on  the  Medical 
Diseases  of  Infancy  and  Childhood,  University  of  Glas- 
gow, etc.,  and  Noah  Morris,  M.D.,  B.Sc.,  D.P.H.,  F.R. 
F.P.S.,  Lecturer  in  Biochemistry,  University  of  Glas- 
gow, etc.  203  ppp.,  $2.75.  William  Wood  and  Com- 
pany, Baltimore,  1933. 

The  importance  of  disturbances  of  the  acid  base 
balance  has  been  greatly  accentuated  in  recent  times. 
The  knowledge  has  become  general  that  the  acid  base 
equilibriiun  is  one  of  the  most  delicately  adjusted  of 
regulatory  processes.  This  book  attempts  to  give  a 
general  survey  of  the  subject  and  its  application  to 
disease.  Since  the  experience  of  the  authors  has  been 
chiefly  gained  in  a children’s  hospital,  special  atten- 
tion is  paid  to  conditions  met  with  in  infancy  and 
childhood.  There  is  a discussion  of  the  reaction  of 
the  blood  to  the  conditions  of  acidity  and  alkalinity. 
There  is  a chapter  on  the  defences  against  acidosis 
and  alkalosis,  showing  the  role  of  the  kidney  and  in- 
testines as  factors  in  these  conditions.  Chapters  deal 
with  the  relations  of  acidity  and  alkalinity  to  different 
diseases  as  diabetes,  nephritis,  gastroenteritis,  tetany, 
pyloric  stenosis.  The  significane  of  ketosis  and  the 
relation  of  the  ketogenic  diet  in  different  diseases  are 
duly  discussed.  In  this  volume  one  can  obtain  much 
valuable  information  concerning  this  important  sub- 
j ect. 
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Massage  and  Remedial  Exercises  in  Medical  and 
Surgical  Conditions.  By  Noel  M.  Tidy,  Sister-in- 
Charge  of  the  Alassage  Department,  Princess  Mary’s 
Royal  Air  Force  Hospital,  Halton.  Illustrated.  429 
pp.  $5.25.  William  Wood  and  Company,  Baltimore, 
1933. 

This  volume  is  not  a complete  description  of  mas- 
sage and  its  application.  The  author  claims  the  object 
is  to  give  an  account  of  various  modern  methods  of 
treatment  and  to  indicate  where  further  information 
about  them  can  be  obtained.  The  subject  matter  com- 
prises brief  descriptions  of  the  treatment  of  all  frac- 
tures, dislocations,  sprains,  diseases  of  the  joints  and 
nerves.  After  describing  the  pathology  of  a given  in- 
jury and  the  principles  of  surgical  treatment,  physical 
treatment  is  then  discussed.  The  essentials  are  listed 
of  suitable  applications  of  massage  for  the  relief  of 
the  lesion  or  disability  under  consideration.  Useful 
suggestions  for  this  sort  of  physical  treatment  are  here 
available  for  a great  variety  of  diseased  conditions. 

The  Expectant  Mother’s  Handbook.-  By  Fred- 
erick C.  Irving,  A.B.,  M.D.,  Professor  of  Obstetrics, 
Harvard  Medical  School,  etc.  With  illustrations.  203 
pp.  $1.75.  Houghton  Mifflin  Company,  New  York, 
1932. 

The  author  states  this  volume  is  in  no  sense  a medi- 
cal treatise.  Many  women  wish  information  concern- 
ing pregnancy  and  the  expected  confinement.  This 
book  is  presented  for  the  purpose  of  acquainting  pa- 
tients with  the  facts  of  pregnancy  and  childbirth  and 
also  to  dispel  certain  untruths  and  superstitions  re- 
lated to  them  by  ignorant  relatives  and  friends.  This 
volume  satisfactorily  accomplishes  these  purposes.  Any 
physician  can  recommend  this  to  his  patients,  know- 
ing that  it  will  be  satisfactory  both  to  himself  and 
the  expectant  mother. 

Essentials  of  Prescription  Writing,  By  Cary  Eg- 
gleston, M.  D.,  Assistant  Professor  of  Clinical  Medi- 
cine, Cornell  University  Medical  College,  New  York 
City.  Fifth  Edition,  Revised.  155  pages.  Philadelphia 
and  London : W.  B.  Saunders  Company,  1933.  Cloth, 
$1.50  net. 

Every  physician  should  be  familiar  with  prescription 
writing  before  he  begins  actual  practice.  Unfortun- 
ately a deficiency  in  this  respect  sometimes  exists. 
This  little  volume  presents  the  essential  facts  which  are 
needed  for  this  purpose.  While  every  physician  should 
be  versed  in  Latin  and  grammatic  construction,  the 
a*thor  devotes  two  chapters  to  a review  of  this  foun- 
dation of  prescription  writing.  There  is  a practical 
discussion  of  this  subject,  with  information  on  dos- 
ages, vehicles,  incompatibilities  and  other  matters.  If 
one  needs  to  refresh  his  mind  on  prescription  writing 
this  booklet  will  satisfy  his  need. 

Proceedings  of  the  First  International  Congress 
ON  Mental  Hygiene,  held  at  Washington,  D.  C.,  U.  S. 
A.,  May  5-10,  1930.  Edited  by  Frankwood  E.  Wil- 
liams, M.D.  Vol.  I,  803  pp.,  Vol.  II,  840  pp.  Pub- 
lished by  the  International  Committee  for  Mental  Hy- 
giene, New  York,  1932. 

These  two  bulky  volumes  contain  forty-five  major 
papers  and  some  two  hundred  discussions,  reported 
from  this  first  international  meeting  for  mental  hy- 
giene. Those  in  attendance  were  present  from  all  the 


nations  of  the  world.  The  roster  of  their  names  to- 
gether with  the  list  of  committee  members  indicates 
to  what  an  extent  the  subject  of  mental  hygiene  has 
intrigued  the  medical  profession  of  the  world.  It 
would  be  impossible  to  present  even  a brief  survey  of 
the  many  matters  included  in  these  proceedings.  They 
include  many  phases  of  psychiatry  both  in  its  relation 
to  institutional  treatment  and  mental  prophylaxis.  The 
whole  structure  of  the  international  organization  is 
a monumet  to  the  labor  and  energy  of  Clifford  W. 
Beers  who  introduced  the  study  of  mental  hj'giene  some 
thirty  years  ago.  His  very  interesting  paper  is  pub- 
lished, telling  the  origin  and  growth  of  the  mental 
hygiene  movement. 

Medical  Relations  under  Workmen’s  Compensa- 
tion. A report  prepared  by  the  Bureau  of  Medical 
Economics,  American  Medical  Association.  157  pp. 
$.75.  American  Medical  Association,  Chicago,  1933. 

The  problem  of  workmen’s  compensation  affects  the 
practice  of  every  physician  to  a greater  or  less  extent. 
The  possibility  of  obtaining  information  on  this  mat- 
ter in  one  publication  is  of  great  importance.  The 
purpopse  of  the  study  in  this  volume  is  to  describe  the 
part  played  by  the  medical  profession  in  the  evolu- 
tion of  various  systems  and  to  present  its  present  posi- 
tion. This  information  has  been  obtained  from  a study 
of  reports  of  industrial  commissions  and  other  bodies 
from  the  different  states.  Chapters  deal  with  such 
subjects  as  prevention  of  accidents,  administration,  in- 
surance carriers,  growth  of  provision  for  medical  care, 
professional  relations  in  compensation,  compensation 
as  origin  and  fosterer  of  contract  practice.  Every 
physician  engaged  in  this  line  of  practice  should  have 
access  to  this  volume. 

Frontiers  of  Medicine.  By  Morris  Fishbein,  M.D. 
Editor  of  Journal  American  Medical  Association  and 
Hygeia.  207  pp.  $1.00.  Williams  and  Wilking  Com- 
pany, Baltimore,  1933. 

This  is  a very  entertaining  volume  written  in  the 
fascinating  style  so  familiar  to  every  physician  who  is 
acquainted  with  the  author’s  literary  productions.  It 
provides  information  for  the  lay  reader  which  will  give 
him  a bird’s  eye  view  of  medical  progress  from  the  be- 
ginning of  medical  history  to  the  present  time.  Just 
enough  is  written  on  the  great  leaders  in  medical  de- 
velopment, on  outstanding  medical  movements  and  tri- 
umphs of  the  medical  art  to  demonstrate  to  any  reader 
how  important  to  the  development  of  mankind  has  been 
the  progress  of  the  medical  profession. 

Medicine  in  Canada.  By  William  Boyman  Howell, 
M.  D.,  Lecturer  in  Anesthesia,  McGill  University,  etc. 
With  six  illustrations,  137  pp.,  $1.50.  Paul  B.  Hoeber, 
Inc.,  New  York,  1933. 

Any  student  of  medical  history  will  find  much  of 
interest  in  this  small  volume.  There  are  concise  des- 
criptions of  early  medical  events  in  each  of  the  Cana- 
dian provinces  with  special  biographic  sketches  of  the 
pioneer  physicians  in  each  of  them.  There  is  a brief 
reference  to  British  Columbia  history  and  sketches 
of  Menzies,  Tolmie  and  Helmcken,  all  names  familiar 
to  every  physician  of  that  province.  Being  one  of  the 
“Clio  Medica”  series,  a brief  time  suffices  to  peruse 
the  volume. 
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Hysterical  Fugues.  After  a brief  statement  of  the 
nomenclature  of  hysteria  and  figures,  together  with  the 
relation  of  fugues  to  other  diseases,  Lloyd  H.  Zeigler, 
Albany,  N.  Y.  {Journal  A.  M.  A.,  Aug.  19,  1933)  de- 
scribes in  detail  three  patients  with  amnesic  fugues, 
giving  the  circumstances  of  onset  and  recovery,  with 
treatment  employed.  The  outstanding  features  in  the 
history  of  these  patients  were  personal  problems  of  con- 
siderable magnitude.  Their  childhood  environments 
were  none  to  congenial.  There  was  history  of  severe 
headache  in  the  early  life  of  two  of  these  patients.  A 
history  of  convulsions  was  not  elicited.  Somnambulism 
and  day-dreaming  had  been  present  in  two  cases,  while 
talking  in  the  sleep  was  common  to  all.  All  were  of 
fairly  open  personality;  all  were  of  asthenic  habits.  The 
school  achievement  of  two  could  be  regarded  as  some- 
what subnormal.  Two  had  followed  earlier  occupations 
in  which  travel  and  adventure  are  common.  According 
to  the  history,  the  amnesic  fugues  of  two  patients  were 
initiated  by  assault  and  that  of  the  third  by  severe 
headache.  While  the  anmnesia  for  much  of  their  past 
life  disappeared  in  all  of  them,  details  of  travel  in  the 
fugues  of  two  remain  somewhat  obscure.  In  the  am- 
nesic state  the  behavior  and  personality  of  the  patients 
were  quite  different  from  that  of  their  normal  state ; 
this  fact  was  recognized  by  the  patients  themselves. 
Hypnosis  in  these  cases  did  not  prove  to  be  a better 
method  of  bringing  about  recovery  of  the  amnesia  than 
sedatives  or  narcotic  drugs.  Recovery  is  often  sudden 
and  spectacular.  After  apparent  recovery,  fragments 
of  amnesia  often  persist.  A complete  review  and  assim- 
ilation of  all  the  amnesic  material  by  the  patient  is  an 
essential  in  treatment.  The  relief  from  annoying  per- 
sonal problems  possibly  afforded  by  the  amnesia  is  un- 
pleasant to  one  may  be  especially  apropos  in  “fuguers.” 


Treatment  of  Neurosyphilis  With  Malaria:  Ob- 
servations ON  Nine  Hundred  and  Eighty-four  Cases 
IN  THE  Last  Nine  Years.  Paul  A.  O’Leary  and  Ash- 
ton L.  Welsh,  Rochester,  Minn.  {Journal  A.  M.  A., 
Aug.  12,  1933),  observed  984  patients  with  neurosyphilis 
who  were  treated  with  malaria  between  May,  1924,  and 
May,  1932.  They  state  that  although  slightly  less  than 
half  of  the  patients  with  earlly  clinical  dementia  para- 
lytica were  able  to  hold  employment  following  the 
treatment,  the  more  significant  observation  is  that  in 
more  than  three-fourths  of  the  cases  of  asymptomatic 
dementia  paralytica  (dementia  paralytica  sine  paresi), 
clinical  progress  of  the  disease  was  arrested.  Equally 
significant  is  the  fact  that  following  malaria  treatment 
the  serologic  tests  of  the  spinal  fluid  became  reversed 
to  complete  negativity  in  almost  half  of  the  cases  of 
asymptomatic  neurosyphilis  in  which  routine  measures 
of  treatment  had  previously  failed  to  have  a favorable 
influence  on  the  serologic  characteristics.  The  results 
in  the  treatment  of  the  tabetic  form  of  dementia  para- 
lytica and  tabes  dorsalis  were  likewise  favorable  in 
about  half  the  cases,  whereas  among  serologically  nega- 
tive tabetic  patients  with  resistant  complications,  the 
crises  and  pains  in  the  legs  have  been  only  slightly 
benefited.  The  results  with  patients  who  had  con- 
genital neurosyphilis  have  been  discouraging.  Malarial 
treatment  is  thus  warranted  not  only  in  the  treatment 
of  dementia  paralytica  but  particularly  in  the  treatment 
of  patients  with  neurosyphilis  who  are  not  responding 
favorably  to  treatment  with  the  so-called  antisyphilitic 
remedies. 


Primary  St.vphylococcic  Pneumoni.\.  Hobart  A. 
Reiman,  Minneapolis  {Journal  A.  M.  A.,  Aug.  12, 
1933),  reviews  the  literature  on  the  subject  and  states 
that  primary  staphylococcic  infections  of  the  lung  are 
by  no  means  rare.  The  features  that  distinguish  staphy- 
lococcic pneumonia  from  other  acute  infections  of  the 
lung  are  the  presence  of  staphylococci  in  the  lung,  the 
predominance  of  staphylococci  in  purulent  sputum 
in  smear  and  culture,  the  remittent  type  of  fever,  sweat- 
ing, the  evidence  of  abscess  formation,  and  a high 
mortality  rate.  The  author  presents  six  cases  of  pri- 
mary staphylococcic  pneumonia  with  well  defined  clini- 
cal and  pathologic  characteristics.  The  disease  in  spor- 
adic cases,  and  probably  in  most  epidemic  cases,  presum- 
ably arises  as  an  autogenous  infection,  developing  when 
the  resistance  is  lowered  by  some  other  infection  or  ill- 
ness. Ths  infection  behaves  much  like  staphylococcic 
infection  elsewhere  in  the  body.  It  is  characterized  by 
gradual  or  sudden  onset,  chills  or  chilliness,  sweats,  high 
remittent  fever,  increased  pulse  and  respiration  rates, 
marked  cyanosis  and  the  signs  and  symptoms  first  to 
bronchopneumonia,  later  developing  signs  of  lung  ab- 
scess. Chills  and  sweating  may  recur.  The  sputum  is 
yellowish  green,  often  pinkish,  purulent  and  odorless, 
and  varies  greatly  in  amount.  Staphylococci  are  present 
in  overwhelming  numbers  in  smear  and  culture  of  the 
sputum  and  from  the  lung.  The  blood  leukocytes  vary 
greatly  in  number.  The  roentgenogram  is  of  great  as- 
sistance in  the  detection  of  abscess  formation  before  it 
becomes  extensive  enough  to  be  recognized  by  physical 
examination.  The  mortality  rate,  especially  in  the  epi- 
demic form,  is  high.  Recovery  took  place  in  four  to 
six  sporadic  cases. 


Present  Position  of  Our  Knowledge  of  Anterior 
Pituitary  Eunction.  In  discussing  the  function  of 
the  substances  of  hormones  furnished  by  the  pituitary 
body,  Herbert  M.  Evans,  Berkeley,  Calif.  {Journal  A. 
M.  A.,  Aug.  5,  1933),  states  that  sufficiently  sensitive 
test  objects  have  been  found  for  each  of  the  five  sub- 
stances— the  growth  gonadotropic,  thyrotropic,  lacto- 
genic and  diabetogenic  hormones — and  that  in  many 
cases  there  are  assurances  of  relative,  even  if  not  ab- 
solute, freedom  from  any  but  a single  effect.  One  may 
also  challenge  the  assumption  that  these  various  isolated 
and  clear-cut  effects  are  all  the  direct  result  each  of  a 
peculiar  hormone  substance  acting  on  a particular  end 
organ.  Might  not  some  of  them  be  secondary,  that  is, 
indirect,  effects  of  two  or  three  fundamental  hormones 
like  those  which  govern  growth  and  sex?  The  author 
is  of  the  opinion  that  this  vitally  important  criterion  will 
also  be  met  quickly.  The  effect  of  the  growth  hor- 
mone is,  of  course,  general.  But  the  effects  of  the 
gonadotropic  and  thryrotropic  hormones  have  been  re- 
cently shown  to  be  exercised  directly  on  their  recipient 
tissues,  for  these  secretions  cause  their  characteristic 
effects  when  they  are  placed  in  contact  with  gonadal  or 
thyroid  tissue  fragments  in  the  Warburg  chamber.  For- 
tunately the  biologic  chemist  has  now  joined  forces  with 
the  biologist  or,  in  the  example  of  Collip,  has  taken 
charge  of  this  whole  affair,  and  one  will  sympathize  with 
the  impulse  that  leads  the  author  to  the  prediction  that 
through  the  use  of  some  of  the  most  modern  tools  of 
biologic  chemistry,  those  for  instance  that  have  been  so 
useful  in  vitamin  and,  above  all,  in  enzyme  research,  ul- 
timate identification  of  these  substances  will  not  be 
long  delayed. 
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URGENT  MEDICAL  PROBLEMS^ 
Alexander  H.  Peacock,  ]\I.D. 

SEATTLE,  WASH. 

One  year  ago  you  singularly  honored  me 
with  the  presidency  of  the  Washington  State 
^ledical  Association  and  it  now  devolves  upon  me 
to  give  you  an  account  of  my  stewardship  in  that 
office.  What  has  been  accomplished  is  due  to 
the  industry,  the  sacrifice  and  loyalty  of  your 
officers  and  some  one  hundred  and  fifty  com- 
mitteemen. I cannot  name  them  all  individually, 
but  you  may  see  their  names  on  the  program  and 
hear  or  read  their  reports  later.  I have  simply 
held  the  baton  in  this  orchestra  and  these  gentle- 
men have  produced  the  harmony  and  symphony. 
I offer  them  my  unstinted  praise  and  thanks. 

Two  groups  of  activities,  public  health  wel- 
fare and  medical  economics,  occupied  most  of 
our  time.  Twelve  committees  were  appointed  to 
cover  public  health  welfare  subjects.  Many  in- 
teresting facts  have  been  uncovered  by  these 
committee  workers.  Eor  example,  respiratory 
diseases  stand  second  among  fatalities.  With 
139,000  deaths  in  the  United  States  of  America 
cancer  kills  100,000  and  automobiles  40,000  an- 
nually. Nothing  has  been  accomplished  in  pre- 
venting acute  coryza  with  its  tremendous  morbid- 
ity, causing  more  time  loss  than  all  other  diseases 
combined.  In  the  State  of  Washington  the  great- 
est bulk  of  medicines  is  sold  to  the  public  over 
the  counter,  proprietary,  patent  and  self-com- 
pounded by  clerks  who  have  no  training  in  diag- 

•Presldent’s  address  read  before  the  forty-fourth 
annual  meeting  of  Washington  State  Medical  Asso- 
ciation. Seattle,  Wash.,  Aug.  28-31,  1933. 


nosis  or  the  medical  sciences.  Many  of  these 
compounds  contain  poisons,  hypnotics  and  nar- 
cotics. Regulation  of  drug  dispension  should  be 
rigidly  enforced. 

Due  to  the  work  of  the  Committee  on  Public 
Health  Administration  and  Legislation  this  state 
has  secured  the  services  of  Dr.  E.  R.  Coffey, 
through  the  courtesy  of  the  U.  S.  Public  Health 
Service,  as  director  of  health.  The  short  time  he 
has  been  in  office  he  has  stirred  up  interest  all 
over  the  state  in  better  sanitation.  Great  prob- 
lems confront  this  department  of  the  state,  sew- 
age treating,  keeping  water  sheds  from  pollution, 
taking  care  of  industrial  pollution  and  wastage, 
protecting  the  oyster  beds,  development  of  sani- 
tary basins  and  districts,  full  time  administra- 
tive health  officers,  an  increased  appropriation 
for  health  protection,  now  next  to  the  lowest  in 
the  United  States,  and  a much  better  cooperation 
of  all  the  physicians  in  reporting  communicable 
diseases.  The  public,  the  physicians  and  the 
state  health  department  must  work  together. 
“Every  practicing  physician,”  in  the  words  of  Dr. 
Andy  Hall,  “should  consider  himself  a public 
health  officer  in  reporting  disease.  It  is  similar 
to  reporting  a fire.  The  contagious  case  must 
be  isolated  or  protected,  else  it  will  spread  like 
fire  for  miles  as  fast  as  transportation  itself.  We 
have  found  many  examples  to  support  this  state- 
ment. Due  to  laxity,  disinterestedness,  faulty  or 
careless  diagnosis  and  lack  of  civic  consciousness 
the  reports  to  the  bureau  of  statistics  is  woe- 
fully incomplete  and  inaccurate.  A profession  on 
its  toes  can  soon  remedy  these  errors. 

The  Committee  on  Vision  Conservation  de- 
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voted  its  studies  to  traffic  accidents,  finding 
them  to  be  due  in  large  part  to  faulty  vision.  As 
a result  of  their  labors  and  recommendations  we 
have  the  new  state  traffic  regulations  for  vehi- 
cular operators.  This  was  a great  service  to  the 
state,  whose  details  would  fill  many  pages.  We 
need  to  further  popularize  periodic  physical  ex- 
amination. The  Prudential  Life  Insurance  Com- 
pany claims  that,  where  these  examinations  are 
made,  they  reduce  the  incident  of  disease  by  30 
per  cent. 

The  Thyroid  Committee  found  that  sharp  de- 
cline in  the  incident  of  thyroid  disease  is  not 
true.  Many  of  these  examinations  have  been  by 
nurses.  In  a recheck  of  the  same  groups  by  phy- 
sicians the  rate  was  found  totally  different  and 
and  little  lower  than  ten  years  ago.  The  etiology 
of  goiter  is  still  obscure  and  in  this  state  is  of- 
fered a most  unusual  field  for  its  study  and  pre- 
vention. 

'J'he  Neoplastic  Committee  has  embarked  on 
its  five  year  program  with  the  hope  of  establish- 
ing a permanent  cancer  center.  Again,  as  in 
many  other  diseases,  the  physician  must  be  edu- 
cated in  diagnosis  before  starting  a plan  of  edu- 
cation for  the  public.  Recently  an  inoperable 
case  of  carcinoma  of  the  cervix  was  brought  to  a 
radiologist.  This  patient  reported  an  irregular 
menstrual  flow  at  the  period  of  the  menopause. 
Without  a digital  or  speculum  examination  she 
was  informed  by  her  family  physician  that  this 
was  only  the  natural  change  of  life,  not  to  worry. 
When  the  true  condition  w^as  diagnosed,  it  was 
too  late  for  treatment  and  the  patient  and  her 
family  developed  an  animosity  against  the  whole 
profession.  An  early  inspection  would  have 
saved  this  woman.  Members  of  our  profession 
must  be  careful,  accurate  and  pains  taking.  Our 
own  mistakes  and  not  the  noise,  claims  and  ad- 
vertising of  the  cults  accomplish  our  undoing. 

Many  of  the  committees  have  carried  on  their 
work  by  direct  instruction  and  lectures,  as  the 
tuberculosis,  thyroid,  social  diseases,  neoplastic 
and  child  welfare. 

Public  welfare,  disease  prevention,  public  health 
or  what  ever  you  may  please  to  style  it,  will  al- 
ways be  our  first  duty  as  physicians.  It  is  a part 
of  our  conscience.  It  must  go  on.  The  State 
Medical  Association  should  be  out  in  front  to  lead 
all  these  endeavors. 

And  what  of  our  own  economic  problems?  The 
outstanding  development  of  the  year  has  been  ihe 
growth  of  the  county  medical  service  bureau. 
This  type  of  service  was  an  ecowomic  reaction  to 


the  corralling  of  industrial  and'  supplemental 
health  contracts  by  small  groups  and  clinics,  most-  i 
ly  operated  and  controlled  by  industrial  surgeons. 
The  average  practitioner  saw  the  complete  break- 
ing up  of  private  practice.  Forced  by  necessity,  ! 
groups  in  county  medical  societies  banded  to-  ' 
gether,  formed  county  service  bureaus,  bid  for  ' 
contracts,  until  the  movement  has  become  state 
wide  with  ten  units  and  eight  hundred  members. 
This  new  economic  body  has  become  a power,  and 
will  soon  be  in  a position  to  enforce  any  reason- 
able code.  Unfair  competition  in  medicine  must 
go,  just  as  it  must  in  commerce  and  industry. 
This  is  medicine’s  new  deal. 

These  medical  service  bureaus  will  be  in  a posi- 
tion to  offer  a solution  for  the  care  of  the  county 
indigent  sick.  For  years  free  medical  services  to 
the  poor  has  been  looked  upon  as  the  duty  and 
privilege  of  the  physicians.  Two  things  have  hap- 
pened : first,  the  indigent  class  has  expanded  tre-  : 
mendously,  and  free  clinics  in  all  big  cities  have 
given  people  medical  care  without  recompense ; i 
and,  second,  the  incomes  of  physicians  have  dwin- 
dled enormously  with  the  cost  of  operating  re- 
maining unchanged.  The  medical  care  of  the 
poor  should  be  paid  for  just  as  much  as  their  \ 
food,  clothing  and  shelter.  In  spite  of  all  efforts,  | 
philosophic,  religious  and  economic,  we  will  al- 
ways have  our  rich  and  our  poor.  The  latter  will 
have  to  be  provided  for  on  a reasonable,  fair 
basis.  Medical  care  is  a definite  commodity  and 
has  a definite  coast.  Medical  service  must  be 
paid  a livable  fee. 

A second  defensive  medical  organization  has 
been  instituted.  The  hospitals  of  the  state  were 
being  pressed  by  commercial  insurance  compa- 
nies, operated  for  profit  not  philanthropy,  to  take 
their  insured  patrons  at  a low  and  ruinous  rate.  | 
X^o  good  hospital  service  could  be  rendered  at  j 
their  figures.  With  many  empty  beds,  these  of-  , 
fers  were  a temptation  to  the  hard  pressed  hos-  ■ 
pitals.  A hospital  council  was  formed  in  Seattle 
to  study  the  situation  and  act  in  unison.  It  then 
spread  to  western  Washington  and  finally  em- 
braced the  state.  We  now  have  every  approved 
hospital  in  the  state  as  a member  of  the  Wash- 
ington State  Hospital  Council  banded  together 
for  mutual  protection  and  defense  against  ex- 
ploitation. This  was  accomplished  by  the  work  * 
of  the  Hospital  Service  Committee  of  the  Stale 
Medical  Association. 

The  Economic  Committee  has  prepared  four 
papers,  a result  of  their  studies  and  findings.  « 
These  papers  embrace  the  organization  of  medi-  ^ 
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cal  service  bureaus,  health  insurance  in  the  State 
of  \\'ashington,  care  of  the  indigent  sick  by 
county  medical  societies  and  medical  legislative 
policies. 

There  is  a new  problem  arising  in  regard  to 
medical  indemnity  insurance.The  present  compa- 
nies writing  this  type  of  insurance  are  losing 
money,  due  to  the  cost  of  writing  and  overhead. 
It  might  be  feasible  for  the  State  Medical  Asso- 
ciation to  form  its  own  indemnity  fund  and  reduce 
the  cost  of  this  type  of  protection  to  its  mem- 
bers. 

Our  treasurer’s  report  will  show  a low  state  of 
affairs.  We  should  have  a comfortable  reserve. 
Costs  have  been  cut  as  low  as  possible.  There 
is  a pressing  need  for  extra  funds,  if  we  wish  to 
carry  on  as  a live  organization,  especially  in  the 
field  of  public  health  welfare.  Studies  of  the 
various  committees,  as  hospital  service,  neoplastic, 
social  diseases,  mental  diseases,  child  welfare  and 
the  balance,  require  stenographic  work,  printing 
of  bulletins  and  reports,  travel  expenses  and 
money  for  publicity.  A special  assessment  or  a 
subscription  for  this  purpose  is  recommended,  to 
which  your  president  will  gladly  contribute. 

Another  problem  we  have  with  us  is  the  abuse 
of  the  present  system  of  expert  testimony.  Medi- 
cal opinions  are  easily  bought,  so  we  witness  most 
conflicting  testimony  among  doctors  in  court. 
Nothing  could  be  more  disturbing  to  judges  and 
juries,  when  doctors  publicly  contradict  each 
other  in  public.  Bias  and  prejudice  are  seen  in 
every  utterance.  It  is  recommended  that  a com- 
mittee be  appointed  to  study  this  question  with 
a similar  committee  of  the  Washington  State  Bar 
Association. 

So  far,  we  do  not  know  to  what  extent  the 
spirit  and  activities  of  the  National  Recovery  Act 
apply  to  the  medical  profession.  It  is  clear,  how- 
ever, that  types  of  unfair  competition  have  been 
in  force.  It  was  to  correct  these  practices  that 
the  medical  service  bureaus  were  formed.  These 
new  organizations  may  find  an  answer  for  a 
much  needed  medical  code. 

In  closing,  I wish  to  urge  the  new  president, 
officers,  trustees  and  house  of  delegates  to  carry 
on  the  program  of  study  and  education  in  public 
health  welfare  and  medical  economics.  Too  much 
work  has  been  done  along  these  lines  to  either 
drop  it  or  slow  it  up.  In  the  present  committee 
personnel  we  have  the  nucleus  for  the  new  com- 
mittees; definite  members  of  present  committees 
should  be  retained. 


I recommend  the  zeal  of  the  Woman’s  Auxili- 
ary in  organizing  throughout  the  state.  To  keep 
them  alive,  we  must  see  them  engaged  not  alone 
with  medical  social  affairs,  but  also  with  public 
health  welfare.  Their  influence  in  clubs,  neigh- 
borhood meetings  and  parent-teachers  associa- 
tions is  great  and  should  be  fully  utilized. 


ORGANIZATION  AND  COORDINATION 
OF  SERVICE  BUREAUS* 

If.  Garnkr  Wrigkt,  M.  D. 

SKATTLK,  WASH. 

In  various  sections  of  this  state  men  have 
noted  changing  economic  conditions,  partic- 
ularly as  they  were  related  to  the  practice  of 
medicine.  Conditions  were  more  acute  in  some 
counties  than  others.  Pierce  county  sensed  the 
trend  years  ago  and  organized  a bureau.  Other 
counties  of  other  states  organized  bureaus,  then 
counties  in  our  own  state  established  them.  We 
will  use  the  word  bureau  for  want  of  a better 
term.  Yakima,  Whatcom,  King,  Snohomish, 
and  others  organized  bureaus. 

These  bureaus,  with  perhaps  the  exception 
of  those  in  Pierce  and  Yakima  counties,  were 
all  organized  at  a time  when  economic  and 
competetive  pressure  forced  their  being.  It 
was  a question  whether  or  not  the  majority  of 
the  body  of  medicine  would  survive  or  a select 
few.  There  was  a public  desire  to  have  medi- 
cal care  on  the  periodic  payment  plan.  The 
papers  of  the  country  wrote  of  the  various 
methods  of  medical  care  and  ways  of  spread- 
ing its  cost.  The  people  thought  over  the  sit- 
uation and  commenced  to  talk  among  them- 
selves. Clinics  and  insurance,  as  related  to 
hospital  or  medical  care,  began  to  spring  up 
like  mushrooms  and  the  whirlwind  was  upon 
the  medical  profession. 

There  remained  only  one  way  which  had 
not  been  tried.  That  method  seemed  to  be 
the  only  way,  if  the  problem  was  to  be  solved. 
Other  counties  by  this  time  had  reached  a 
state  of  being,  as  far  as  medical  care  was  con- 
cerned; which  virtually  amounted  to  state 
medicine,  and  which  in  effect  said  to  the  doc- 
tor in  regard  to  his  income,  “your  labors  are 
not  worth  their  hire’’.  There  was  lack  of 
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unity,  lack  of  power,  lack  of  effort,  lack  of  de- 
fense and  lastly  an  entire  lack  of  offense. 

The  result  of  this  condition  was  the  forma- 
tion of  county  Medical  Service  Bureaus.  We 
now  have  these  bureaus  standing  as  units  and 
making  a fight.  They  are  accomplishing 
much  good.  They  have  done  much  already 
but  not  enough  to  completely  fulfill  their  des- 
tinies. 

The  bureaus  now  organized  may  accom- 
plish their  purpose  in  two  or  three  counties 
but  what  will  it  avail  them,  if  twenty  other 
counties  have  no  bureaus  or  no  organization 
to  help  them  win  a battle  which,  if  they  are 
obliged  to  fight  single  handed,  they  will  sure- 
ly lose.  The  various  counties  with  their  bu- 
reaus may  be  considered  analgous  to  individ- 
uas  in  a fight  which  is  to  the  death  without 
quarter.  One  of  these  individuals  attacks  on 
the  flank  of  the  enemy,  while  another  is  eating 
a sandwich.  Another  decides  he  will  attack 
the  enemy  face  to  face  but  the  flank  attacker 
is  a little  tired  so  he  thinks  he  will  rest.  The 
attacks  are  sporadic,  irregular  and  without 
coordination  of  effort  and  energy.  They  do 
good,  they  will  win  much  of  the  ground  de- 
sired but  if  united  they  would  sweep  all  before 
them,  gain  their  objective  and  hold  it.  Indi- 
vidually one  bureau  may  bite  off  care  of  the 
people  in  too  high  an  income  bracket  and  suffer 
indigestion  from  too  much  rich  living;  another 
may  take  over  the  care  of  the  entire  family 
and  get  a sacroiliac  strain  from  carrying  the 
load ; a third  may  develop  a tape  worm  from 
excessive  overhead  and  grow  emaciated  in  re- 
turns to  the  bureau  members.  They  all,  even 
the  sanest  of  them,  without  supervision  and 
wise  control  can  readily  develop  hydrophobia, 
run  amuck  and  force  the  state  to  lock  them  up 
in  a nice  big  house,  whose  bars  will  be  rules 
and  regulations  laid  down  by  the  state. 

Some  one  may  rise  and  say,  “we  don’t  need 
a strong  state  bureau ; don’t  know  what  we 
are  doing;  we  must  study  the  situation;  we 
must  become  conversant  with  it;  nothing  like 
this  was  ever  done  before;  we  can’t  do  it”. 
There  are  a whole  lot  of  people  doing  many 
things  they  never  did  before  and  perhaps  more 
yet  will  do  so.  You  who  sit  here  may.  We 
may  not  know  all  we  are  doing,  we  may  not 
be  conversant  with  operating  a state  bureau, 
but  we  can  use  the  brains  God  gave  us  and 


by  earnest  conscientous  effort  can,  by  trial 
and  as  few  errors  as  possible,  evolve  a work- 
ing, satisfactory,  state  bureau.  We  certainly 
are  not  going  to  arrive  anywhere  without  out 
bureau  and  without  making  an  effort  to  bring 
out  of  it  a medically  controlled,  medical  prac- 
tice. It  hasn’t  been  done,  it  is  true,  but  it  can 
be  done  and  can  be  made  into  a practical  or- 
ganization for  the  good  of  all. 

The  problem  as  related  to  insurance  com- 
panies entering  into  a contract  to  give  medical 
service  and  then  contracting  with  a given  bu- 
reau to  handle  this  service  should  come  before 
the  proper  officers  of  the  state  bureau.  A cer- 
tain project  might  be  under  way,  in  which  the 
employees  would  be  insured  by  an  insurance 
company.  It  might  be  the  desire  of  the  local 
bureau  to  have  advice  as  to  whether  this  was 
a proper  type  of  contract  or  not.  Then  there 
may  be  the  situation  of  one  county  bureau 
which  must  either  have  a powerful  organiza- 
tion back  of  it  or  be  forced  to  make  unfavor- 
able contracts.  In  another  county  conditions 
may  be  such  that  it  is  expedient  to  contract 
to  take  care  of  whole  families.  It  might  be 
wise  to  suggest  to  that  county,  in  which  this 
latter  condition  exists,  how  high  the  income 
bracket  of  these  families  should  be  or  what 
type  of  work  should  be  engaged  in  to  make 
workers  eligible  for  this  service.  The  state 
bureau  would  be  of  invaluable  assistance  to 
affected  county  bureaus  in  relieving  them  of 
embarrassment  and  possible  local  odium  in 
being  able  to  pass  the  responsibility  to  the 
“state  organization”  in  embarrassing,  difficult 
or  uwise  situations. 

The  state  organization  should  make  regula- 
tions for  a uniformity  of  eligibility  to  the  peri- 
odic payment  plan,  giving  due  allowance  to 
local  conditions.  It  can  thus  guide  an  erring 
bureau  in  the  way  it  should  go  or  help  a weak- 
er bureau  out  of  a difficult  problem. 

There  can  readily  be  evolved  a uniform  type 
of  service  throughout  the  state.  A uniform 
standard  of  care  would  do  much  to  make  in- 
dustry favorable  to  this  plan,  even  in  counties 
where  it  is  now  antagonistic. 

Many  large  firms  are  state-wide  in  character 
and  scope.  Some  employees  are  shifted  from 
county  to  county  or  their  duties  may  take 
them  from  one  county  to  another.  If  such  a 
firm  had  its  Contract  with  a state-wide  organ- 
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ization,  its  employees’  medical  care  would  be 
assurred  anywhere  they  might  be.  The  county 
bureau  which  is  not  now  able  to  get  any  con- 
tracts, though  many  exist,  would  be  able  to 
,ake  of  and  have  for  themselves  those  con- 
tracts which  under  the  present  scheme  of  things 
they  never  will  have. 

Then,  when  that  time  comes,  as  it  surely 
will,  when  harmful  legislation  is  proposed,  this 
state  organization,  which  is  economic  in  its 
nature,  will  have  greater  power  in  bringing 
about  the  desires  of  the  organized  medical 
profession  than  anything  ever  seen  in  this 
state  before.  If  you  will  look  to  the  south 
of  you,  to  the  north  of  you  and  to  other  na- 
tions, you  are  short  sighted  indeed,  if  you  do 
not  think  the  medical  profession  is  not  going 
to  need  all  the  power  it  can  get.  You  read 
concerning  the  periodic  payment  of  medical 
costs  in  the  New  York  papers.  Detroit  has 
organized  its  bureau.  Old  staid  Baltimore  is 
beginning  to  wrestle  with  the  problem  and  to 
have  the  same  situation  before  it  that  we  nave. 
The  east  is  now  feeling  it  and  as  we  come 
west  the  ' problem  becomes  acute  till  we  come 
home,  here,  to  the  cradle  of  the  periodic  payment 
plan  as  related  to  industry  and  industrial 
workers. 

You  tried  to  ignore,  you  tried  to  compro- 
mise,  you  tried  to  legislate.  You  didn’t  suc- 
ceed in  controlling  through  any  of  these  means 
the  contracting  situation.  It  got  out  of  hand 
and  then  we  all  started  to  compete.  When 
the  various  county  .bureaus  were  organized 
through  sheer  necessity,  there  was  set  in  mo- 
tion a force  of  which  we  yet  do  not  know  the 
power.  It  is  a force  which  must  be  super- 
vised and  controlled  through  a centralized  or 
unified  state  organization,  or  like  a Franken- 
stein rnonster  it  will  crush  you  and  your  bu- 
reaus and  in  the  end  defeat  the  very  purpose 
for  which  they  were  created. 

When  the  various  bureaus  were  formed,  you 
were  on  your  way  you  knew  not  where.  When 
you  form  a state  bureau,  you  are  on  your  way 
but  with  an  immeasurably  better  chance  to 
come  out  with  dignity,  honor  and  prestige 
than  without  your  state  organization.  Where 
would  each  county  society  be  if  left  to  shift  for 
itself?  Without  some  unification,  coordina- 
tion and  uniform  standards  in  regard  to  all 
the  various  phases,  the  very  fact  that  there 


are  a number  of  bureaus  would  serve  to  defeat 
the  purposes  of  each. 

The  county  bureaus  of  the  state,  if  not  co- 
ordinated into  a state  organization,  could,  as 
you  easily  can  see,  develop  conditions  and  sit- 
untions,  and  create  problems  which  would 
nullify  their  advantages  and  give  rise  to  great 
evil  as  regards  the  practice  of  medicine,  medi- 
cal men  and  the  public. 

To  say  you  wish  to  ponder  over  the  matter 
is  to  beg  the  question.  You  will  act  and  act 
rapidly  or  you  will  have  others  act  for  you. 
In  the  year  1933  the  world  doesn’t  wait  very 
long  for  you  to  stand  aloof  and  ponder.  You 
can  organize  and  with  careful  thought  and 
due  caution  proceed  and  control  your  destinies 
as  you  wish.  You  can  organize  a state  bureau 
and  have  it  functioning  rapidly.  It  is  not 
necessary  to  have  a mass  of  statistical  data 
and  if  you  did  want  it,  as  related  to  a state 
bureau,  where  are  you  going  to  get  it?  None 
ever  existed  before. 

There  may  be  nothing  new  under  the  sun 
but  some  things  are  a little  different,  so  it  is 
with  the  state  bureau.  It  isn’t  exactly  new, 
it  is  just  a little  different  but  I think  it  is  a 
sad  commentary  on  the  mental  capabilities  ot 
the  members  of  the  medical  profession  of  this 
state  if  any  one  of  them  should  say  it  cannot 
be  done. 

It  was  but  a short  time  ago  that  medical 
men  were  looked  up  to  as  leaders  in  any  com- 
munity in  which  they  resided.  This  leader- 
ship has  seemingly  been  partially  relinquished. 
Your  first  step  toward  regaining  that  former 
position  is  to  lead  the  people  of  this  state  in 
those  problems  which  concern  both  them  and 
you. 

Many  things  have  gone  back  to  the  status 
they  held  twenty-five  years  ago.  Is  not  the 
proper  handling  of  our  problems  our  business, 
and  if  we  handle  them  for  the  most  good  of  all, 
ourselves  and  our  patients  included?  If  we 
assume  an  active  leadership  in  mastering  our 
own  problems,  do  you  not  think  we  will  rise 
again  in  public  esteem  to  that  position  which 
our  profession  held  twenty-five  years  ago? 

The  coordination  of  the  county  medical 
service  bureaus  into  a State  Medical  Service 
Bureau  is  being  effected.  It  is  an  actuality.  There 
is  much  to  be  done  and  many  problems  which 
are  now  apparent  will  have  to  be  solved. 
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Problems  will  arise  in  the  future.  With  the 
honest,  conscientious  effort  which  the  officers 
of  the  State  Medical  Service  Bureau  are  pre- 
pared to  give,  you  need  have  no  fear  but  they 
will  be  handled  in  the  way  that  is  best  for  the 
medical  profession. 

Unavoidable  errors  undoubtedly  will  be 
made,  but  with  tolerance,  cooperation  and  as- 
sistance from  the  medical  profession  of  the 
State  of  Washington,  the  success  of  the  Wash- 
ington State  Medical  Service  Bureau  is  assured. 
I am  sure  I can  say  for  every  man  identi- 
fied in  any  way  with  the  organization  of  a 
county  bureau  and  the  state  bureau,  that  the 
thought,  labor  and  time  expended  have  been 
given  all  the  more  gladly,  the  responsibilities 
assumed  made  lighter  and  the  load  less  heavy 
by  the  wonderful  cooperation,  heartening  help 
and  attitude  of  the  rank  and  file  of  the  medical 
profession. 


HEALTH  INSURANCE  IN  THE  STATE 
OF  WASHINGTON* 

H.  J.  Whitacre,  M.  D. 

TACOMA,  WASH. 

My  discussion  of  health  insurance  will  be 
limited  to  that  phase  of  the  subject  which  im- 
mediately confronts  the  physicians  of  the 
state  of  Washington,  yet  a widespread  confu- 
sion as  to  just  what  we  mean  by  health  insur- 
ance compels  me  to  speak  briefly  about  the 
subject  in  general. 

The  Michigan  survey  report  defines  health 
insurance  as  “a  project  to  equalize  the  burden 
of  costs  arising  through  illness.”  Simons  and 
Sanai,  in  their  book,  “The  Way  of  Health  In- 
surance,” say,  “health  insurance  is  not  a 
scheme  or  a program  or  a plan  worked  out  and 
adopted.  It  is  a result  of  certain  lines  of  so- 
cial evolution,  a combination  and  adaptation  of 
existing  institutions,  shaped  by  the  varying 
pressure  of  all  the  social  forces  existing  at  the 
time.  It  is  an  expedient,  created  out  of  exist- 
ing materials  to  meet  an  emergency.  Whether 
there  shall  be  any  institution  established  to 
provide  medical  care  for  the  low  income 
classes  depends,  not  upon  the  schemes  that 
may  be  submitted,  but  upon  the  general  recog- 
nition of  the  need  of  such  legislation.  The 
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impulse  to  some  sort  of  action  is  the  recogni- 
tion of  the  imperative  need ; the  form  which 
the  action  takes  is  subject,  within  wide  limits, 
to  conscious  control.” 

The  Michigan  definition,  “a  project  to 
equalize  the  burden  of  costs  arising  through 
illness,”  is  excellent,  and  there  can  be  little 
argument  concerning  the  principle  of  insur- 
ance in  its  possible  application  to  illness. 

The  Simons-Sinai  quotation  calls  health  in- 
surance an  expedient  created  out  of  existing 
materials  to  meet  an  emergency.  A majority 
of  the  members  of  this  Association  do  not  be- 
lieve that  an  emergency  exists  in  the  state  of 
Washington,  beyond  that  emergency  which  is 
presented  by  the  activities  of  contract  groups 
and  insurance  companies  in  attempting  to  im- 
pose an  extension  of  health  insurance  upon 
this  state.  We  realize  that  health  insurance 
is  already  here  in  the  form  of  contract  prac- 
tice, hospital  associations,  lodges  and  other 
beneficial  associations,  but  we  do  not  acknowl- 
edge that  all  of  this  is  necessary,  nor  do  we 
believe  that  these  schemes  for  rendering  medi- 
cal care  have  developed  in  response  to  a gen- 
eral emergency. 

It  is  not  sufficient,  however,  to  assert  that 
an  emergency  does  not  exist.  The  pressure 
of  social  forces  is  strong  in  some  quarters,  and 
the  Committee  on  the  Costs  of  Medical  Care, 
government  statistics  and  social  economists 
have  developed  convincing  evidence  that  the 
low  wage  classes  need  relief  from  the  burden 
of  costs  arising  through  illness. 

Health  insurance  is  a financing  expedient 
that  perhaps  must  be  tested,  and  I believe  that 
the  State  Association  should  approve  the  prin- 
ciple of  health  insurance,  as  the  reasonable 
method  of  equalizing  the  burden  of  costs  aris- 
ing through  illness.  An  approval  of  the  prin- 
ciple, however,  does  not  mean  that  we  advo- 
cate health  insurance  for  everybody.  It  does 
mean  that  we  acknowledge  our  willingness  as 
a profession  to  adopt  this  principle  in  medical 
care,  insofar  as  we  can  be  convinced  that  it  is 
necessary.  Having  made  this  acknowledg- 
ment, we  should  determine  to  our  satisfaction 
just  how  far  we  wish  to  go,  then  act  as  a unit 
when  outside  forces  undertake  to  impose  an 
unjust  plan  upon  us. 

Unfortunately,  we  have  not  yet  collected  the 
statistical  data  for  the  state  of  Washington 
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which  will  enable  us  to  decide  just  how  far 
we  should  go.  A determined  effort  was  made 
during  the  past  year  to  get  sufficient  funds  to 
collect  the  necessary  data,  but  your  commit- 
tee was  unsuccessful.  I must  insist  again  that 
your  committee  must  have  funds  for  this  study 
before  we  can  serve  the  Association  usefully 
in  this  direction. 

The  Michigan  State  Medical  Association 
has  just  completed  its  survey.  The  recom- 
mendations of  the  committee  regarding  health 
insurance  are  as  follows; 

1.  That  the  House  of  Delegates  approve  the 
principle  of  health  insurance. 

2.  That  the  Committee  on  Medical  Eco- 
nomics be  directed  to  prepare  and  present, 
for  approval  of  the  House  of  Delegates,  a plan 
or  plans  for  health  insurance,  provided,  how- 
ever, that  such  plan  or  plans  shall  be  based  on 
the  following  principles : (a)  free  choice  of 
physicians  by  the  insured,  (b)  the  limitation 
of  benefits  to  those  of  medical  service,  (c)  the 
control  of  medical  service  benefits  by  the  pro- 
fession, (d)  the  exclusion  of  individual  organ- 
izations that  might  engage  in  health  insur- 
ance for  profit. 

You  will  observe  that  these  recommenda- 
tions do  not  advocate  the  acceptance  of  health 
insurance  as  the  system  of  medical  practice 
which  should  be  adopted  in  the  state  of  Michi- 
gan. After  eighteen  months  of  study,  this 
committee  recognizes  the  inevitable  fact  that 
health  insurance  is  coming  in  some  form, 
firmly  states  that  no  third  party  shall  come 
between  the  physician  and  his  patient  for  prof- 
it, and  asks  that  their  economics  committee  be 
instructed  to  submit  a plan  which  shall  include 
those  basic  principles  of  regular  medicine  which 
time  and  social  experience  have  proved  to  be 
indispensable  for  scientific  care  and  scientific 
advance. 

Every  true  physician  prefers  the  time-hon- 
ored system  of  individual  practice,  because  he 
knows  that  he  can  render  the  highest  type  of 
medical  service  under  this  system.  But,  like 
it  or  not,  we,  more  urgently  than  the  physi- 
cians of  Michigan,  are  confronted  by  a new 
condition  which  demands  some  measure  of 
insurance,  and  we  must  meet  it.  I believe 
that  we  should  approve  the  principle  of  health 
insurance,  declare  our  opposition  to  the  en- 
trance of  insurance  companies,  resolve  tb 


organized  medicine  will  do  the  job,  and  in- 
struct our  economic  committee  to  submit  a 
plan. 

State  industrial  insurance  stands  at  the  very 
base  of  our  present  economic  dilemma.  During 
the  formative  stages  of  this  movement  in  the 
United  States  and  in  the  state  of  Washington, 
attention  was  so  entirely  focused  on  financial 
and  legal  matters  that  the  medical  side  of  the 
problem  was  overlooked.  Later  employers 
and  insurance  carriers  dictated  all  policies  in 
the  absence  of  any  interest  or  intelligent  ac- 
tivity by  the  medical  profession.  This  con- 
trol and  dictation  of  policy,  medical  fees  and 
legislation  in  the  state  of  Washington  have 
progressed  more  or  less  uninterruptedly  up  to 
the  present  moment,  until  we  now  have  an 
employers’  law ; the  choice  of  physician  hand- 
ed over  largely  to  the  employer;  a movement 
to  further  reduce  compensation  to  physicians; 
contract  practice;  health  insurance  fully  estab- 
lished in  the  supplemental  contract,  and  a 
strong  effort  on  the  part  of  contract  groups  to 
extend  health  insurance  to  the  nonindustrial 
community  and  families. 

It  is  impossible  to  escape  the  conclusion  that 
these  developments  in  the  workmen’s  compen- 
sation and  industrial  insurance  movement  in 
the  state  of  Washington  have  done  more  to 
precipitate  the  health  insurance  question  than 
any  other  single  factor.  They  have,  in  fact, 
developed  health  insurance  in  our  midst,  and 
we  must  now  tardily  meet  the  medical  care 
evils  that  have  grown  out  of  the  industrial  in- 
surance movement.  Medical  service  bureaus 
in  each  county  and  a coordination  of  the  poli- 
cies and  plans  of  these  county  units  by  a state 
medical  service  bureau,  as  has  been  discussed 
by  Dr.  Wright,  is  the  logical  next  move  of  the 
profession  in  the  state  of  Washington. 

A concerted  program  of  false  propaganda, 
dishonesty  and  political  trickery  was  used  by 
contract  doctors  during  the  past  year  in  an  at- 
tempt to  defeat  the  efforts  of  organized  medi- 
cine to  control  the  menace  of  unlimited  health 
insurance,  and  one  physician  openly  defied 
organized  medicine.  This  disloyalty  to  the 
cause  of  medicine  did  not  defeat  organized 
medicine.  It  succeeded  for  the  moment,  but 
it  has  started  a whirlwind.  Physicians  every- 
where are  thoroughly  aroused.  They  are 
tready  to  rally  around  those  service  bureaus 
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for  defense  against  the  evils  of  third  party  and 
contract  doctor  control,  and  are  now  on  the 
high  road  to  a medical  situation,  wherein  the 
legitimate  economic  needs  of  the  industrial 
worker  will  be  met,  scientific  medical  service 
rendered,  and  the  medical  profession  preserv- 
ed against  the  encroachments  of  a few  commer- 
cially minded  doctors. 

County  medical  society  bureaus,  organized 
primarily  for  the  purpose  of  handling  the  in- 
dustrial worker,  are  the  logical  way  to  begin 
our  attack  upon  the  health  insurance  problem. 
When  we  have  gained  experience  with  this 
phase  of  health  insurance,  we  will  be  ready  to 
talk  about  any  extension  of  the  insurance  prin- 
ciple that  may  be  necessary.  In  the  mean- 
time, we  will  be  organized  for  group  bargain- 
ing and  for  united  opposition  to  private  in- 
surance companies  that  wish  to  enter  this  field 
for  profit  at  the  expense  of  the  patient  and  the 
physician. 

There  is  one  point  in  professional  ethics 
which  should  be  made  clear  at  this  point,  in  its 
relationship  to  the  development  of  health  in- 
surance by  an  organized  medical  profession. 
Contract  doctors  are  saying  that  they  are  no 
more  unethical  in  the  use  of  paid  lay  solicitors 
than  county  bureaus  that  use  a business 
manager. 

The  time  has  come  when  we  must  make  a 
definite  distinction  between  the  solicitation  of 
business  for  individual  profit  or  monopoly, 
and  advertisement  or  propaganda  setting  forth 
the  public  and  social  advantages  of  treatment 
by  the  medical  profession  in  open  competition. 
Quibbling  refinements  of  interpretation  to  the 
contrary  notwithstanding,  they  are  not  the 
same.  At  the  meeting  of  the  American  Medi- 
cal Association  in  Milwaukee,  I took  this  mat- 
ter up  with  Dr.  Leland,  and  he  agrees  fully  in 
this  interpretation  of  medical  ethics. 

Our  medical  profession  is  very  much  con- 
centrated at  the  moment  upon  the  perfection 
of  service  bureaus  that  will  make  it  possible 
for  the  general  medical  profession  to  take 
contracts  and  offer  to  industrial  workers  a 
professionally  directed  free  choice  of  physi- 
cian. It  is  entirely  proper  that  all  effort  should 
be  concentrated  upon  this  experimental  move- 
ment, as  a defense  against  monopolistic  doc- 
tors and  insurance  companies. 


I believe  that  the  following  basic  principles 
should  prevail  in  the  development  of  county 
bureaus : 

1.  Membership  confined  to  physicians  who 
are  members  in  good  standing  in  the  county 
medical  society. 

2.  In  their  relationship  to  a state  organ- 
ization, county  bureaus  should  have  a maxi- 
mum of  power  or  right  of  self-government. 

3.  They  should  confine  their  activities  to 
providing  medical  care. 

4.  The  business  technic  should  be  good 
and  the  quality  of  service  rendered  should  be 
high. 

The  objects  and  purposes  of  a state  medical 
service  bureau  should  be : 

1.  To  coordinate  the  work  of  county  ser- 
vice bureaus. 

2.  To  develop  statewide  policies  regarding 
the  spread  of  contract  practice  and  health 
insurance. 

3.  To  serve  as  a grievance  committee. 

4.  To  aid  the  state  medical  association  in 
presenting  a united  front  in  legislative  matters 
relative  to  the  business  side  of  medical  prac- 
tice. 

5.  To  aid  county  service  bureaus  in  secur- 
ing statewide  contracts. 

6.  To  assist  county  bureaus  in  overcoming 
local  obstacles  that  they  cannot  handle. 

As  has  been  stated  previously,  the  creation 
of  these  medical  service  bureaus  is  logical 
and  imperative,  but  we  must  remember  that 
this  effort  does  not  meet  all  phases  of  the  health 
insurance  problem.  It  offers  relief  to  the  in- 
dustrial worker  at  the  hands  of  the  medical 
profession,  yet  it  does  not  meet  the  problem 
of  his  family,  nor  does  it  meet  the  problem  of 
another  percentage  of  low  income  workers 
who  are  not  in  industry.  Again,  it  does  not 
meet  the  problem  of  medical  indigency.  It  is 
quite  true  that  many  of  these  problems  will 
arise  in  the  course  of  the  development  of  ser- 
vice bureaus,  and  that  some  of  them  will  have 
to  be  met  by  the  bureaus,  but  there  are  many 
broad  questions  of  policy  regarding  health  in- 
surance yet  to  be  met  by  the  profession. 

The  Michigan  State  Survey  Committee  con- 
cludes that  three  defects  are  revealed  by  a 
study  of  previous  attempts  to  apply  the  prin- 
ciple of  health  insurance: 
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1.  Previous  plans  have  originated  from 
and  been  consummated  by  forces  more  or  less 
remote  from  medicine. 

2.  A powerful  third  party  has  been  placed 
between  the  physician  and  his  insured  patient. 

3.  Cash  benefits  have  been  combined  with 
medical  service  benefits  in  the  administration 
of  the  health  insurance  plan. 

The  committee  states  in  its  report; 

“If  these  faults  were  inseparable  from  health  insur- 
ance, the  profession  in  the  United  States  would  be 
justified  in  taking  only  one  attitude,  that  of  opposition. 
However,  viewing  the  defects  objectively,  the  conclu- 
sion is  that  they  are  not  intrinsically  a part  of  health 
insurance  and  they  in  no  way  change  its  principle. 
Health  insurance  does  not  need  to  arise  from  sources 
outside  of  medicine;  there  is  no  inflexible  rule  that 
permits  domination  by  a third  party,  and  there  is  no 
logical  reason  for  the  association  of  cash  and  service 
benefits.’’ 

The  committee  states  in  its  report : 

I am  sure  that  this  body,  and  physicians 
generally,  will  agree  that  these  conclusions 
are  correct,  and  I believe  that  they  should 
govern  our  policies  as  we  advance.  The  or- 
ganization of  service  bureaus  for  the  handling 
of  contract  practice  by  county  medical  society 
organizations  is  a full  expression  of  our  de- 
termination to  control  the  policies  that  shall 
govern  the  quality  and  extent  of  service  given 
under  the  insurance  plan. 

The  exclusion  of  a third  party  between  the 
physician  and  his  insured  patient  will  be  dif- 
ficult of  accomplishment.  This  will  call  for 
the  development  of  a better  understanding  by 
the  employer  of  the  problems  involved  in 
health  insurance,  and  a friendly  cooperative 
relationship  with  the  Department  of  Labor 
and  Industries.  Furthermore,  it  will  require  a 
united  determination  and  agreement  by  phy- 
sicians that  we  will  not  approve  or  cooperate 
with  health  insurance  corporations  in  the  writ- 
ing of  health  insurance.  The  question  of  cash 
benefits  will  probably  not  arise  until  compul- 
sore  state  health  insurance  becomes  the  issue. 

Much  thought  and  long  discussions  will  be 
necessary  for  the  full  development  of  a com- 
pleted policy  for  the  practice  of  medicine  on 
the  insurance  basis.  This  is  the  job  ahead. 
Physicians  are  committed  to  the  fundamental 
principle  of  a quality  of  medical  service  that 
properly  represents  the  full  values  of  scientif- 
ic medicine,  and  our  chief  dilemma  is  furnish- 
ing this  quality  of  service  for  the  low  insur- 
ance premiums  that  have  been  proposed  or  are 


now  prevalent  in  contract  practice.  Full  medi- 
cal care  cannot  be  given  for  a premium  of  $12 
per  year,  and  medical  care  under  any  premium 
is  subject  to  many  abuses. 

Actuarial  experience  must  be  developed  and 
competent  methods  must  be  devised  for  elim- 
inating abuses  before  we  are  quite  secure  in 
expansion.  For  the  present  we  must  do  the 
best  that  we  can  in  meeting  the  evils  of  con- 
tract practice,  but  quality  of  service  and  not 
underbidding  should  be  the  basis  upon  which 
we  should  develop. 

Some  physicians  disapprove  of  health  in- 
surance by  organized  medicine  because  they 
fear  its  spread  to  all  income  levels,  the  dis- 
appearance of  private  practice  and  a deteriora- 
tion of  professional  standards.  These  possibili- 
ties are  real  dangers.  Unless  we  can  determ- 
ine the  extent  to  which  the  insurance  principle 
shall  be  applied  in  a given  community,  then 
devise  a plan  for  holding  it  there  when  this 
point  has  been  reached,  we  will  be  in  danger 
of  creating  a Frankenstein  monster  that  will 
devour  us. 

The  spread  of  contract  practice  and  health 
insurance  can  be  controlled,  however,  if  we 
have  the  good  sense  to  cooperate  in  studying 
the  situation  and  managing  it  as  a profession. 
We  know  that  there  is  ample  evidence  that  a 
part  of  the  people  are  unable  to  meet  the 
unusual  or  even  the  ordinary  costs  of  illness 
and  this  fact  alone  justifies  the  adoption  of 
the  insurance  principle.  With  this  conclusion 
established  our  next  move  is  to  determine 
what  part  of  the  people  need  it,  and  organize 
for  the  purpose  of  rendering  medical  service 
to  this  group,  and  only  this  group,  under  the 
insurance  system. 

Neither  wage  level  alone  nor  living  expense 
alone  can  be  used  as  the  basis  for  determining 
the  limits  of  this  bracket,  and  its  limits  will 
not  necessarily  include  the  same  people  at  all 
times.  The  real  need  of  each  individual  for 
insurance  relief  from  the  financial  burden  of 
illness  must  be  determined  by  a scientific 
study  of  his  credit  capacity  or  business  per- 
formance, and  it  naturally  follows  that  the 
results  of  this  study  will  likewise  serve  to 
exclude  those  who  are  not  entitled  to  the  ser- 
vice and  control  the  spread  of  health  insurance. 

Is  it  too  much  troul)le  to  do  this?  No,  it  is 
not.  This  plan  is  now  used  by  retail  business 
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houses  and  the  Pierce  County  Physicians’  and 
Dentists’  Business  Bureau  has  created  the  ma- 
chinery to  do  the  job. 

For  the  present  it  is  recommended  that  the 
following  principles  shall  prevail  in  our  rea- 
soning about  health  insurance : 

1.  Approve  the  principle  of  health  insurance. 

2.  Conduct  health  insurance  through  the 
agency  of  county  medical  service  bureaus  with 
a membership  limited  to  physicians  who  are 
members  in  good  standing  of  the  medical  so- 
ciety of  that  county. 

3.  Disapprove  of  a third  agency  between 
the  physician  and  his  patient. 

4.  Free  choice  of  physician. 

5.  Benefits  limited  to  those  of  medical  care. 

6.  Organized  medicine  shall  reserve  to  itself 
the  right  to  decide  what  forms  of  contractual 
arrangement  are  fair  to  the  sick  and  injured 
and  fair  to  the  general  medical  profession. 

7.  Insurance  should  be  restricted  to  low 
wage  workers  in  industry  for  the  present  and 
should  not  include  high  salaried  officials. 

8.  The  families  of  workmen  should  not  be 
insured  until  more  insurance  experience  has 
been  developed,  except  as  remoteness  of  loca- 
tion and  special  necessity  require  it. 

9.  Competition  for  contract  and  other  in- 
surance business  should  be  on  a basis  of  qual- 
ity of  service  and  not  by  competitive  under- 
bidding. 


Phexolphthaleix  IxToxiCATiox.  Beil  A.  NcAvman, 
Detroit  (Journal  A.  AI.  A.,  Sept  2,  1933)  observed 
nineteen  patients  with  phenolplithalein  eruptions  in  his 
clinic  during  the  past  year.  The  characteristic  eruption 
is  easy  for  the  dermatologist  to  recognize  immediately 
on  inspection.  As  far  as  is  known,  only  three  other 
substances,  antipyrine,  arsphenamine  (neoarsphena- 
mine)  or  amidopyrine,  are  capable  of  provoking  identi- 
cal eruptions.  In  reviewing  the  literature,  the  author 
assembled  seventeen  types  of  atypical  phenolplithalein 
eruptions  and  three  types  of  visceral  involvement.  To 
these  he  adds  one  of  each  type  and  calls  attention  to 
the  fact  that  phenolplithalein  is  not  innocuous.  In  the 
present  state  of  knowledge,  the  lesions  of  this  erup- 
tion appear  to  be  histologically  indistinguishable  from 
those  of  erythema  multiforme.  The  clinical  manifesta- 
tions, both  typical  and  atypical,  including  the  noncu- 
taneous  morbidities  associated  with  phcnolphthalein  in- 
toxication, may  all  readily  be  ascribed  to  a primary 
vascular  insult.  In  considering  the  pathogenesis  of 
fixed  eruptions,  in  which  group  phenolplithalein  intoxi- 
cation belongs,  reasoning  must  conform  with  the  con- 
cepts associated  by  definition,  with  the  term  ’‘fixed 
eruption.”  The  tendency  to  recur  or  persist  at  a site 
previously  that  of  an  initial  lesion,  together  with  its 
exudative  character,  favors  the  belief  that  a capillary 
toxicosis  is  the  key  to  the  pathogenesis.  Phcnolphthalein 
in  contained  in  more  than  125  proprietary  preparations, 
put  up  in  the  form  of  laxative  drugs,  chewing  gums, 
confections,  fruits  and  biscuits. 


CARE  OF  THE  INDIGENT  SICK  BY  THE 
COUNTY  MEDICAL  SOCIETY=*= 
Nathan  L.  Thompson,  I\I.  D. 

EVERETT,  WASH. 

Dr.  M.  L.  Harris,  past-president  of  the 
^American  Aledical  Association,  has  stated  that 
we  are  the  oldest  profession  in  the  world; 
that  \ve  had  our  inception  in  the  emotion 
which  inspired  man  to  try  and  relieve  the 
jjain  and  suffering  of  his  fellowman  and  that 
we  are  the  only  vocation  or  profession  that 
had  such  an  origin. 

In  the  olden  days,  when  disease  was  sup- 
posed to  be  due  to  some  demoniacal  influence 
and  the  physician  was  looked  upon  as  the  one 
who  could  drive  out  the  demon,  the  profession 
came  to  occupy  a most  honored  position  in 
the  community.  Because  of  the  dire  need,  the 
immediate  necessity  of  relief  from  suffering 
and  the  restoration  of  that  basic  need  of  all 
men,  health,  any  monetary  reward  for  our 
services  was  secondary  and  the  profession 
was  satisfied  with  the  knowledge  of  a duty 
well  done  and  accepted  our  undoubted  position 
uf  honor  and  influence  in  the  community  as 
part  of  our  reward. 

This  in  part  was  true  of  the  merchant,  the 
baker  and  the  candlestick  maker  of  those 
times.  They  had  no  credit  bureau,  no  collec- 
tion agency.  They  took  what  they  could  get, 
ofttimes  in  barter  and  carried  the  poor  of  their 
books  indefinitely.  If  they  kept  their  mone- 
tary capital  intact,  they  were  satisfied.  If  not, 
they  failed  and  became  the  debtors  of  those 
still  in  business.  But  their  dealings  were  not 
emergencies;  in  the  majority  of  cases  their 
emotions  were  not  appealed  to,  and  so  they 
began  to  use  their  intellective-volitive  centers 
as  a balance  wheel  over  their  instinctive-af- 
fective centers  and  put  into  effect  those  agen- 
cies that  taught  them  that  self-preservation 
may  be  the  first  law  of  economic  an  well  as 
physical  life.  They  found  that  this  benefited 
the  species  as  well  as  the  individual,  and  the 
morale  of  the  economic  life  of  the  whole  com- 
munity was  raised.  It  is  but  natural  that  the 
medical  profession,  born  of  the  emotions, 
should  have  been  the  last  to  see  these  things. 
Hence  we  have  became  known  as  poor  busi- 
ness men,  an  epithet,  however,  of  which  we 

•Head  before  the  Forty-Fourth  Annual  Meetig:  of 
Wa.'ihington  State  Medical  A.'i.^ociation,  Seattle,  Wash. 
.Vug.  28-30,  1033. 
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may  be  proud  if  by  tliat  they  mean  we  have 
not  yielded  to  the  desire  to  exploit  our  neigh- 
bor for  our  material  benefit. 

Lately,  in  an  effort  to  remedy  this,  we  or 
some  of  us,  at  least,  have  adopted  competitive 
business  methods;  at  times,  the  most  unethi- 
cal and  unjust.  We  have  used  the  poor  more 
or  less  as  an  experiement  station,  we  have 
charged  the  well-to-do  all  the  traffic  will  bear 
until  they  have  started  investigating  the  high 
cost  of  medical  care  and  we  have  made  the 
so-called  middle  class  bear  the  brunt  of  gn - 
ing  us  sufficient  monetary  return  to  establish 
us  in  the  social  position  in  the  community 
that  we  are  entitled  to  hold.  This  might  not 
be  so  bad,  were  not  all  welfare  work  sup- 
ported in  the  same  way,  the  poor  having  noth- 
ing on  which  to  pay  taxes,  the  rich  evading 
their  taxes  in  devious  ways,  while  contribut- 
ing what  looks  big  enough  in  dollars  and 
cents  but,  in  comparison  to  what  the  middle 
class  contributes,  is  less  than  their  share. 

But  now  we  are  having  a new  deal.  Busi- 
ness must  use  its  competitive  organizations 
more  as  cooperative  organizations  or  the  gov- 
ernment will  step  in  and  require  it  to  do  so.  The 
medical  profession,  at  present  unorganized  from 
an  economic  standpoint,  must  organize  coopera- 
tively to  furnish  all  the  people  that  basic  economic 
factor,  health,  at  a price  within  their  ability  to 
pay  or  the  state  will  step  in  and  furnish  the 
services. 

It  is  exceedingly  doubtful  whether  such  a 
step  would  be  best  in  business  or  in  the  pro- 
fession, but  sometimes  evolution  proceeds 
only  by  revolution.  We  must  learn  to  use 
constructively  the  ebb  as  well  as  the  flow  of 
the  tides  of  the  professional  economic  sea. 
One  of  the  problems  that  the  present  ebb  in 
our  economic  tide  has  brought  to  our  atten- 
tion is  the  care  of  the  indigent  sick.  That  the 
present  system  is  not  satisfactory  is  apparent 
to  all. 

Some  of  the  evils  of  the  present  system 
are : 

1.  It  follows  the  custom  in  some  in- 
stances, of  medieval  times,  treating  the  in- 
digent often  more  like  criminals  than  un- 
fortu  nates. 

2.  The  work  of  caring  for  them  goes  to 
the  lowest  bidder  who  is  naturally  likely  to  be 
the  least  successful  practitioner. 


3.  Though  he  might  be  perfectly  com- 
petent, more  work  is  expected  of  him  than  one 
man  can  possibly  do. 

4.  It  is  usually  combined  with  the  duties  of 
the  health  officer  (which  by  common  consent 
is  the  duty  of  the  state)  and  one  or  the  other, 
preventive  w'ork  or  care  of  the  indigent  sick, 
suffers  and  it  is  usually  the  latter. 

5.  The  individual  doctor  and  the  profes- 
sion carry  a burden  that  no  other  class  car- 
ries, which  rightfully  belongs  to  the  state. 

Various  surveys  have  shown  that  the  in- 
dividual doctor  does  from  $1,000  to  $5,000  of 
professional  charity  work  annually  and  then 
is  not  relieved  from  contributing  to  all  other 
community  welfare  work.  Ray  Lyman  Wil- 
bur says : “Why  physicians  do  free  work  for 
those  unfortunate  people  who  belong  to  the 
whole  community  is  beyond  the  understand- 
ing of  anyone  but  the  doctor  who  has  become 
accustomed  to  it  and  the  people  who  take  it  for 
granted.” 

I will  say  it  is  because  the  economically 
unorganized  profession  has  failed  to  let  the 
rest  of  the  community  know  the  facts  and  to 
take  the  necessary  steps  to  right  the  evil. 

Is  it  the  doctor’s  problem? 

1.  Yes,  insofar  as  the  medical  profession 
morally  assumes  the  responsibility  of  leader- 
ship in  the  health  of  the  people. 

2.  Yes,  if  we  wish  to  retain  the  control 
and  direction  of  the  practice  of  medicine  in 
the  hands  of  the  profession. 

3.  Yes,  if  we  truly  and  honestly  believe 
that  the  health  of  society  will  be  better  pro- 
tected by  these  two  propositions. 

Is  it  the  state’s  problem? 

1.  Yes,  since  there  is  a vicious  circle.  De- 
pendent persons  are  usually  of  the  constitu- 
tionally inadequate  type;  they  are  sick  twice 
as  often  as  those  with  adequate  incomes  and 
their  illnesses  are  a potent  factor  in  causing 
increasing  dependency. 

2.  Yes,  since  the  state  is  the  only  body 
that  can  properly  correlate  and  control  the 
cause,  effect  and  remedy  from  a sociologic 
viewpoint. 

3.  Yes,  since  it  is  the  duty  of  the  state  to 
see  that  no  class  of  society  is  exploited  for  the 
benefit  of  another. 

4.  Yes,  since  public  health  is  public 
wealth.  There  is  no  reason  why  the  doctor 
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should  not  be  paid  for  his  services  to  society 
as  well  as  the  grocer,  the  wood  dealer,  the  land- 
lord or  the  welfare  worker. 

Gradually  community  welfare  organiza- 
tions have  taken  over  and  institutionalized 
much  of  the  health  work  with  provision  made 
for  pay  for  all  of  the  personnel  except  the 
doctor.  From  time  immemorial  the  doctor  has 
borne  the  brunt  of  this  problem,  partly 
through  his  pity  for  the  need  of  the  indigent 
and  partly  because  he  saw  that  such  care  as 
the  state  offered  was  entirely  inadequate  in 
quality  and  quantity.  The  state  and  the  or- 
ganized profession  should  work  together  on 
a solution  of  this  problem  that  will  be  just 
to  the  profession  and  beneficial  to  the  indigent 
and  the  state. 

Various  solutions  have  been  proposed.  Each 
local  unit  will  have  its  own  peculiar  details  to 
consider.  Outstanding  among  all  the  solu- 
tions of  this  problem  is  that  which  has  be- 
come known  as  the  Iowa  plan,  so-called  be- 
cause it  was  early  started  there,  one  county 
having  followed  it  for  twenty  years,  and  be- 
cause it  has  developed  more  rapidly  in  that 
state. 

It  is  the  care  of  the  indigent  by  medical 
society  contract  with  the  local  government 
unit.  The  plan  in  simple  terms  is  for  the 
county  medical  society  to  enter  into  a contract 
with  the  proper  authorities  to  provide  either 
complete  or  specified  services  at  a certain  sum 
per  year.  It  is  best  that  these  services  be  as 
nearly  complete  as  possible,  thereby  avoiding 
conflicts  between  the  contracting  parties. 

Two  chief  controversial  questions  will 
aris:  (1)  who  would  be  entitled  to  the  care? 
(2)  what  would  be  the  proper  compensation? 

Some  one  agency  must  be  agreed  upon  by 
the  profession  and  the  community  to  deter- 
mine who  are  eligible  for  this  service.  It  seems 
to  be  commonly  accepted  that  it  would  be  those 
who  lack  food,  shelter,  clothing  or  fuel  and  who 
are  provided  with  these  commodities  by  the  com- 
munity. It  should  not  be  difficult  to  prove  that 
medical  care  is  just  as  much  a necessity  and, 
therefore,  should  be  provided  for  in  the  same 
way. 

The  price  at  which  the  service  can  be  ren- 
dered is  probably  more  difficult  to  determine 
and  will  undoubtedly  be  subject  to  trial  and 
error  and  revision.  Until  a just  and  equit- 


able price  can  be  established,  the  profession 
would  at  least  get  something  where  hereto- 
fore it  has  received  nothing. 

The  experience  of  the  counties  that  have 
used  the  plan  would  seem  to  show  that  ap- 
proximately 10  cents  per  capita  of  population 
would  be  a good  basis  on  which  to  start. 
Some  counties  have  estimated  that  75  cents  to 
$1.00  per  month  per  indigent  family  would 
suffice.  From  what  meager  knowledge  I 
have  of  my  own  (Snohomish)  county,  these 
two  amounts  would  be  about  the  same.  From 
this  foundation  adjustments  that  would  be 
equitable  could  be  made. 

The  benefits*:  1.  To  the  community,  in  that 
the  cost  of  indigents  would  be  reduced  through 
a breaking  of  the  vicious  circle  mentioned 
above  and  through  better  and  surer  control 
of  contagious  disease  by  releasing  the  time  of 
the  county  health  officer  for  this  particular 
work. 

2.  To  the  indigent  who  would  feel  freer  to 
call  upon  the  physician  of  his  choice  and 
whose  advice  he  would  be  more  likely  to  fol- 
low. 

3.  To  the  profession  which  would  at  least 
be  partially  compensated  for  its  \vork. 

Under  this  plan  the  state  is  relieved  of  all 
responsibility  or  at  least  labor,  except  the  for- 
warding of  a check  to  the  treasurer  of  the 
county  medical  society.  Through  a commit- 
tee of  the  county  society,  the  hospital,  nursing, 
drug  and  appliance  bills  are  paid  and  the  bal- 
ance either  retained  in  the  society  treasury  or 
distributed  on  a unit  basis  to  the  physicians 
doing  the  work  according  to  a predetermined 
schedule.  If  retained  in  the  county  society 
treasury,  it  may  be  used  to  pay  county,  state, 
and  national  dues;  to  provide  for  special  pro- 
grams with  outside  speakers ; to  provide  popu- 
lar lectures  and  other  means  of  educating  the 
public  as  to  the  benefits  that  organized  medi- 
cine can  confer;  or  even  to  establish  a clinic 
headquarters  for  part-pay  patients,  where 
diagnostic  equipment  and  technical  services 
would  be  available  to  all  the  profession. 

In  short,  with  this  fund  as  a nucleus  all  the 
business  of  an  organized  profession  can  be 
developed.  No  doctor  would  be  giving  any- 
thing that  he  is  not  now  giving,  i.  e.,  services 
and,  if  that  happens  to  be  more  in  one  case 
than  another,  it  would  simply  be  a case  of 
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“from  every  man  according  to  his  ability,  to 
every  man  according  to  his  need.”  The  ma- 
jority opinion  of  those  counties  that  have  tried 
it  is  that  it  has  brought  better  service  to  the 
indigent,  better  health  to  the  community, 
greater  harmony  in  the  profession  and  has 
done  more  for  the  medical  society  than  any- 
thing that  has  been  tried.  It  may  sound 
utopian,  but  our  ideals  of  today  become  the 
realities  of  tomorrow  as  a natural  result  of 
the  law  of  evolution. 

SUMMARY 

1.  The  medical  care  of  the  indigent  is  as 
important  as  food,  clothing  and  fuel. 

2.  The  truly  indigent  are  entitled  to  as 
good  care  as  an  organized  profession  can  give 
to  them,  the  protection  of  the  community  as  well 
as  themselves. 

3.  It  is  a common  duty  of  state  and  pro- 
fession to  determine  who  are  truly  indigent 
and  see  that  they  get  the  service. 

4.  It  is  the  duty  of  the  states  to  see  that 
such  services  as  are  rendered  are  paid  for. 

5.  The  profession  can  carry  part  of  this 
burden  in  the  shape  of  reduced  fees,  if  done  on 
a contractual  basis. 

6.  The  contractual  plan  of  caring  for  the 
indigent  sick  of  the  local  government  unit 
has  been  tried  and  in  practically  all  cases  has 
proven  successful  and  satisfactory  to  all  par- 
ties. 

RECOMMENDATIONS 

1.  That  the  local  Committees  on  Medical 
Economics  institute  studies  in  their  own  coun- 
ties and  develop  plans  along  the  line  of  the 
above  summary. 

2.  That  the  State  Committee  on  Medical 
Economics  collect  and  analyze  data  pertain- 
ing to  the  medical  care  of  the  indigent  and 
make  these  available  to  the  local  committees. 


Effect  of  Tonsillectomy  on  Development  of  Im- 
munity TO  Scarlet  Fever,  as  Shown  by  the  Dick 
Test.  Camille  Kereszluri  and  William  H.  Park,  New 
York  (Journal  A.  M.  A.,  Sept.  2,  1933),  determined  the 
effect  of  tonsillectomy  on  the  development  of  immunity 
to  scarlet  fever  by  observing  whether  the  children  who 
react  positively  to  the  Dick  test  before  the  removal  of 
their  tonsils  and  adenoids  become  immune  when  tested 
six  months  later.  During  a period  of  a year  and  a half, 
492  patients,  admitted  to  the  authors’  hospital  for  ton- 
sillectomy and  675  children  for  other  causes,  received 
an  initial  Dick  test.  The  tests  were  read  twenty-four 
hours  after  they  were  done.  The  children  selected  for 
tonsillectomy  were  compared  with  those  used  as  con- 
trols. The  two  groups  ran  fairly  parallel  with  each 
other. 


LEGISLATIVE  ACTIONS  AND 

POLICIES*  3 

W.  B.  Penney,  M.  D. 

TACOMA,  WASH. 

Your  Committee  of  Seven,  during  the  past 
year,  has  given  careful  study  to  several  prob- 
lems that  seemed  to  demand  particular  atten- 
tion and  as  a result  of  these  studies  will  pre- 
sent to  the  House  of  Delegates  certain  reso- 
lutions. There  is  no  question  that  the  public 
lacks  confidence  in  the  medical  profession, 
that  it  doubts  the  motives,  sincerity  and 
qualifications  of  a certain  percentage  of  its 
members.  This  condition  is  due  to  the  ac- 
tions and  practices  of  certain  members  of  our 
association  that  have  not  been  approved  by 
ilie  majority  of  our  profession,  but  have  been 
condoned  by  the  society.  Without  question 
these  acts  and  practices  form  the  basis  for 
public  distrust  and  misinterpretation  of  mo- 
tives. 

All  of  these  abuses  could  and  should  be 
controlled  by  organized  medicine,  and  in  or- 
der for  it  to  have  this  control,  changes  in  the 
Medical  Practice  Act  seem  to  provide  the  only 
vehicle  for  its  accomplishment.  The  dissatis- 
factions of  many  years  led  to  action  at  the 
Aberdeen  meeting  and  the  election  of  a Com- 
mittee of  Seven  from  the  floor  to  present 
recommendations  to  the  annual  meeting  held 
in  Tacoma  the  next  year.  This  committee 
was  instructed  to  make  a study  of  the  eco- 
nomic conditions  of  the  state,  Dr.  A.  H.  Pea- 
cock being  made  chairman. 

One  of  the  first  acts  of  this  committee  was 
to  participate  in  a meeting  in  Seattle  with 
representatives  of  the  Public  Health  League, 
trustees  from  the  State  Medical  Association 
and  the  industrial  surgeons.  At  this  meeting 
a general  agreement  was  reached  as  to  funda- 
mental changes  that  would  be  desirable  in  the 
Medical  Practice  Act  and  it  was  agreed  that 
a new  act  should  be  presented  to  the  legisla- 
ture of  1933. 

Next  a midyear  meeting  of  the  House  of 
Delegates  was  held  in  Seattle.  At  this  meet- 
ing a tentative  draft  of  a new  Medical  Prac- 
tice Act  was  presented.  The  preamble  staled 
that  it  was  an  act  designed  to  promote  effi- 
ciency in  the  practice  of  medicine  and  to  ex- 

•Read  before  the  Forty-Fourth  Annual  Meetig  of 
Washington  State  Medical  Association,  Seattle,  Wash., 
Aug.  28-30,  1933. 
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tend  to  the  public  the  protection  afforded  by  a 
regulated  medical  profession,  by  establishing  a 
standard  of  conduct  and  competency.  This 
provided  for  a board  of  medical  examiners 
chosen  from  a list  approved  by  the  State 
Aledical  Association,  to  be  appointed  by  the 
Governor,  and  set  up  a code  of  practices  and 
ethics  for  the  profession,  giving  the  board 
supervision  and  authority  over  physicians 
practicing  medicine  in  the  State  of  Wash- 
ington. This  was  presented  to  and  discussed 
by  every  local  association  in  the  state  and 
was  approved  by  every  society.  After  many 
meetings  and  much  study  by  a special  com- 
mittee and  the  Committee  of  Seven,  a final 
draft  was  presented  at  the  state  meeting  at 
Tacoma.  This  was  referred  to  a resolution 
committee  and  with  some  minor  changes  un- 
animously reported  out  by  this  committee  to 
the  House  of  Delegates  which  approved  it 
unanimously.  You  are  all  more  or  less  fami- 
liar with  the  differences  of  opinion  which  be- 
gan to  develop  soon  afterward,  and  for  reasons 
interpreted  in  many  different  ways,  no  action 
was  taken  at  Olympia  during  the  legislative 
session. 

Your  committee  believes  that  every  reason 
advanced  and  every  fact  presented  two  years 
ago  are  still  present,  that  the  trend  of  events 
during  the  last  year  has  aggravated  the  abuses 
which  have  gradually  grown  up,  until  at  pres- 
ent there  is  an  insistent  demand  from  all  over 
the  state  that  something  be  done.  Agents, 
solicitors,  business  managers,  or  whatever 
name  you  may  call  them  by,  are  going  up  and 
down  our  streets,  into  stores,  garages,  barber 
shops,  and  homes  soliciting  signatures  on  the 
dotted  line  contracts,  for  promises  of  a more 
or  less  indefinite  nature,  for  medical  services 
for  a stipulated  sum.  Little  is  said  in  the  con- 
tract in  regard  to  the  quality  of  service,  but 
much  about  its  cheapness. 

Who  are  to  furnish  this  limited,  impersonal 
medical  care  to  the  dear  public?  You  know 
the  anstver  as  well  as  I.  They  are  the  regular 
licensed  physicians  of  the  State  of  Washing- 
ton, members  of  the  Washington  State  Medi- 
cal Association,  graduates  of  our  Class  A 
medical  schools,  many  of  them  with  one  to 
three  year’s  hospital  training.  Our  young 
doctors  who  have  spent  the  best  years  of  their 
lives  and  a small  fortune  in  following  an  ideal. 


with  the  honest  purpose  of  spending  a life- 
time of  service  in  what  they  have  been  led  to 
believe  was  a desirable  and  honorable  profes- 
sion, most  of  them  in  debt,  many  of  them  with 
families,  must  get  some  place,  somewhere, 
somehow  to  make  their  bread  and  butter. 
They  become  an  easy  prey  to  these  question- 
able practices  of  medicine.  The  American 
Medical  Association  at  Milwaukee  last  year 
declared  that  contract  practice,  per  se,  was 
not  unethical,  but  laid  down  seven  conditions 
that  must  be  met  in  bringing  any  contract 
under  an  acceptable  form. 

You  are  all  familiar  with  the  events  of  the 
last  few  years.  Grumblings  and  criticisms  of 
our  organization  increased,  and  gradually  the 
feeling  grew  among  our  members  that  or- 
ganized medicine,  as  reflected  in  the  Washing- 
ton State  Medical  Association,  was  a spine- 
less social  organization,  largely  concerned 
with  holding  an  annual  meeting,  and  that  it 
was  beneath  the  dignity  of  this  association  to 
consider  such  mundane  affairs  as  contract 
practices,  clinics,  hospital  associations,  collect- 
ion of  accounts,  credit  bureaus,  etc. 

It  is  our  opinion  that  changes  in  the  Medi- 
cal Practice  Act  should  be  again  presented  to 
the  society  and,  if  again  approved,  should  be 
put  in  legal  form  for  presentation  at  the  1934 
state  meeting,  that  legal  advice  be  provided  to 
eliminate  last  minute  questions  of  legality  as 
occurred  last  year. 


Growing  Tubercle  H.  J.  Corper,  Denver 

(Journal  A.  M.  A.,  Sept.  23,  1933),  believes  that  the 
importance  of  growing  tubercle  bacilli  lies  in  the  know- 
ledge obtained  from  observing  these  pathogens  in  cul- 
ture. Tuberculosis  is  a disease  of  protean  manifesta- 
tions, and  one  of  the  important  factors  in  its  patho- 
genesis is  the  tubercle  bacillus  (Mycobacterrium  tuber- 
culosis) of  which  there  are  a number  of  distinct  varie- 
ties, three  being  especially  important  to  man — the  hu- 
man, the  bovine  and  the  avian  species.  These  three 
pathogenic  varieties,  besides  displaying  distinct  varie- 
gated propensities  in  different  animal  species,  show  cer- 
tain phenomena  on  culture  mediums  which  are  common 
to  all  and  other  phenomena  individual  to  the  different 
strains.  Many  of  these  may  eventually  be  translated 
into  in  vivo  interpretations.  Exact  knowledge  in  grow- 
ing tubercle  bacilli,  some  of  the  phases  of  which  the 
author  considers  in  this  report,  assumes  practical  pro- 
portions in  the  certified  diagnosis  of  tuberculosis  and 
the  preparation  of  better  biologic  products  for  diag- 
nosis and  treatment  and,  allied  with  this,  for  studies  of 
the  chemistry  of  the  bacilli,  and  in  the  preservation 
of  strains  for  biologic  standardization,  not  to  mention 
the  many  ramifications  of  practical  investigation  into 
the  problems  of  virulence  and  pathogenesis. 
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SITES  OF  ELECTION  OF  BENIGN  AND 
MALIGNANT  GASTRIC  ULCERS 
James  M.  Bowers,  M.D.* 

SEATTLE,  WASH, 
and 

Andrew  B.  Rivers,  M.D. 

Division  of  Medicine,  The  Mayo  Clinic, 
ROCHESTER,  MINN. 

A review  of  the  earlier  textbooks  relative  to 
the  usual  position  occupied  by  benign  gastric  ul- 
cers leaves  one  with  the  impression  that  such 
lesions  are  most  commonly  found  along  the  lesser 
curvature  in  the  distal  third  of  the  stomach.  One 
also  is  led  to  believe  that  ulcers  in  the  immediate 
vicinity,  and  within  the  pyloric  ring,  are  usually 
benign.  During  the  last  few  years,  many  ob- 
servers, among  them  Orator^,  Lehmann^,  Holmes 
and  Hampton^,  have  shown  that  benign  gastric 
ulcer  is  more  likely  to  be  found  higher  up  on 
the  lesser  curvature  than  had  been  assumed  by 
earlier  investigators. 

\\"e  here  record  some  additional  observations, 
regarding  the  regions  within  the  stomach  selected 
for  invasion  by  nonmalignant  ulcers.  The  real 
object  of  this  paper  is  to  ascertain  whether  a phy- 
sician is  able  confidently  to  assume,  or  even  to 
suspect,  benignity  of  a gastric  ulcer  because  of 
its  position  within  the  stomach.  It,  therefore, 
becomes  necessary  not  only  to  ascertain  the  situa- 
tion within  the  stomach  most  frequently  invaded 
by  benign  ulcers,  but  also  to  know  whether  there 
is  any  increased  tendency  for  malignant  ulcers  to 
be  found  in  certain  portions  of  the  stomach.  Al- 
most invariably  the  differential  diagnosis  of  a 
gastric  ulcer  requires  evidence  regarding  the 
benignity  or  malignancy  of  such  a lesion.  In  cer- 
tain cases,  because  of  the  general  condition  of  the 
patient,  operation  can  be  undertaken  only  at  great 
risk.  The  potentiality  of  the  lesion  to  become 
malignant  may  then  be  the  deciding  factor  for  or 
against  the  necessity  or  advisability  of  assuming 
the  added  risk,  and  proceeding  to  exploration. 

The  assumption  that  a lesion  was  benign  has 
often  cost  a life  which  could  have  been  saved  by 
early  surgical  intervention. 


•Spocial  Student  in  Medicine,  The  Mayo  Founda- 
tion, Itoclie.ster,  Minnesota. 

1.  Orator.  Viktor:  Zur  I’athologie  und  Gene.se  des 
Oarcinom.s  und  Ulcu.scarcinoms  des  Magens.  Virchow’s 
Arch.  f.  path.  Anat.  u.  I’hysiol.  2.Sfi :202-242,  1925. 

2.  Lehmann:  Cjuoted  by  Holmes  and  Hampton. 

3.  Holme.s,  G.  W.  and  Hampton,  A.  O. : The  In- 

cidence of  Carcinoma  in  Certain  Chronic  Ulcerating 
Le.sions  of  the  .Stomach.  J.A.M..V.  99:905-909,  Sept. 

10,  1932. 


MATERIAL  STUDIED 

We  reviewed  the  records  of  617  benign  con- 
secutive cases  of  gastric  ulcer  in  which  explora- 
tion had  been  carried  out.  On  the  basis  of  data 
obtained  from  the  records  we  allocated  the  ulcers 
to  definite  positions  in  the  stomachs.  In  order 
to  indicate  these  positions  on  a diagram,  with- 
out too  much  confusion,  we  divided  the  stomach 
into  three  regions : the  cardiac  end,  the  middle 
portion  and  the  prepyloric  region  (fig.  1).  The 
cardiac  and  middle  portions  of  the  stomach  were 
divided  by  a line  drawn  from  a point  on  the  lesser 
curvature,  approximately  5 cm.  below  the  cardiac 
orifice,  to  a point  on  the  greater  curvature  about 
10  cm.  below  this  orifice.  The  middle  por- 


tion of  the  stomach  was  included  between  this 
line  and  another  line  drawn  from  a point  on  the 
lesser  curvature  5 cm.  above  the  pyloric  ring,  at 
approximately  the  incisura  angularis,  to  a point 
approximately  10  cm.  from  the  pylorus  on  the 
greater  curvature.  A certain  percentage  (3.5)  of 
ulcers,  associated  with  hour-glass  deformity  of 
the  stomach  was  included  in  these  617  ca.ses.  A 
.separate  area  on  the  chart  between  the  upper 
and  middle  portions  of  the  stomach  was  assigned 
to  these  ulcers  because  in  most  cases  the  ulcer  in 
an  hour-glass  stomach  was  found  to  be  in  this 
situation. 

In  this  series,  13.5  per  cent  of  the  ulcers  were 
found  to  occur  high  in  the  stomach,  rather  close- 
ly surrounding  the  cardia.  The  middle  portion 
of  the  stomach  included  68  per  cent  of  these  ul- 
cers, whereas  the  prepyloric  region  included  only 
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TABLE  1 


Pyloric  Mid-gastric  Cardiac 

Region  Region  Region 

Per  Per  Per  Total 

Type  of  Ulcer  Number  Cent  Number  Cent  Number  Cent  Number 

Malignant  72  59  40  33  8 6 120 

Benign  23  19  77  64  20  16  120 

Total  95  40  117  49  28  11  240 


15  per  cent.  IMost  of  the  ulcers  in  this  series 
were  found  near  the  lesser  curvature,  and  a great 
number  crowded  the  posterior  wall.  Only  one 
was  found  on  the  anterior  wall  and  none  on  the 


greater  curvature.  It  was  not  unusual  to  find 
multiple  gastric  ulcers.  In  most  instances  these 
were  found  to  be  in  close  proximity  to  each 
other.  In  about  8 per  cent  of  cases  gastric  and 
duodenal  ulcer  occurred  coincidentally. 

RELATIVE  POSITIONS  OF  M.\LIGNANT  AND 
BENIGN  ULCERS 

In  order  to  obtain  some  information  regarding 
the  predilection  of  benign  or  malignant  gastric 
ulcer  toward  certain  positions  in  the  stomach,  a 
consecutive  series  of  120  malignant  and  a similar 
number  of  benign  gastric  ulcers  were  selected  for 
study.  Only  cases  in  which  the  lesions  were  ex- 
plored were  included,  so  that  definite  evidence  of 
actually  existing  histopathologic  change  was  avail- 
able. The  stomach  again  was  divided  into  three 
parts  (figs.  2 and  3).  It  is  apparent  from  a review 
of  these  figures  and  of  table  1 that  the  majority 
of  malignant  ulcers  are  found  in  the  prepyloric 
region  and  the  majority  of  benign  ulcers  are  in 
the  midgastrict  region.  The  percentage  of  benign 
ulcers  which  fell  within  the  limitations  of  the 
midgastric  portion  was  nearly  twice  as  great  as 
the  percentage  of  malignant  ulcers  which  fell 
within  the  same  region.  Contrasting  this  with 
the  prepyloric  region,  it  is  found  that  the  per- 
centage of  malignant  ulcers  which  fell  within 
this  region  was  three  times  as  great  as  that  of 
benign  ulcers  which  was  found  in  this  same 
region. 

Next,  the  stomach,  instead  of  being  divided 
into  three  parts,  was  divided  into  two.  About 
two-thirds  of  the  benign  ulcers  were  found  in 
the  cardiac  half  of  the  stomach,  whereas  two- 
thirds  of  the  malignant  ulcers  were  found  in  the 
pyloric  half.  There  was  a marked  tendency  to- 
ward selection  of  the  so-called  magenstrasse  by 
the  benign  gastric  ulcers,  although  sufficient 
malignant  ulcers  were  present  in  this  region  to 
make  it  hazardous  to  assume  benignity  of  ulcer 
simply  because  it  happened  to  be  found  on  the 
lesser  curvature.  It  is  suggested  that  benign  ul- 
cers are  seldom  found  on  the  greater  curvature  or 
the  anterior  wall.  In  these  240  cases  were  four 
cases  of  ulcer  of  the  greater  curvature,  all  of 
which  were  malignant,  as  were  five  of  the  six 
ulcers  on  the  anterior  wall.  There  seems  to  be  a 
tendency  for  malignant  ulcers  to  occur  more  coin- 
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monly  in  the  distal  portion  of  the  stomach,  and 
for  benign  ulcers  to  occur  more  commonly  in  the 
middle  and  proximal  portions.  The  closer  an 
ulcer  comes  to  the  pylorus  or  to  the  greater  cur- 
vature, the  more  likely  it  is  to  be  malignant. 
Moreover,  if  it  is  on  the  anterior  wall,  probability 
of  its  being  malignant  is  increased. 

COMMENT 

Benign  gastric  ulcer  is  found  most  frequently 
in  the  proximal  two-thirds  of  the  stomach ; 90 
per  cent  were  found  on  the  lesser  curvature,  and 
many  of  these  were  found  hugging  the  posterior 
wall.  It  was  not  uncommon  to  find  multiple 
gastric  ulcers.  Occasionally  one  of  a group  of 
multiple  ulcers  was  benign,  and  another  showed 
unmistakable  histologic  evidence  of  malignancy. 

The  occurrence  of  coincident  gastric  and  duo- 
denal ulcer  is  not  rare,  and  it  is  well  to  remember 
this  in  the  course  of  operation.  Occasionally, 
poor  surgical  results  are  due  to  the  fact  that  one 
ulcer  is  overlooked.  The  evidence  is  that  ulcers 
in  the  distal  half  of  the  stomach,  particularly  in 
the  prepyloric  region,  have  accentuated  poten- 
tiality toward  malignancy.  Ulcers  on  the  greater 
curvature  and  on  the  anterior  wall  are  usually 
malignant.  It  would,  therefore,  seem  advisable 
to  explore  such  ulcers,  even  though  this  increases 
the  surgical  risk.  Ulcers  occurring  in  the  proxi- 
mal two-thirds  of  the  stomach  are  sufficiently 
often  malignant  that  it  is  hazardous  to  assume 
benignity  of  such  lesions  from  their  position. 
There  is  always  danger  that  a gastric  ulcer,  re- 
gardless of  its  behavior  under  treatment,  its  size, 
its  position  or  the  history  of  the  patient,  may  be 
malignant. 


DIAGNOSIS  OF  GRANULOMA 
PYOGENICUM 

Douglass  W.  Montgomery,  M.  D. 

AND 

James  D.  Viecelli,  M.  D. 

SAN  FRANCISCO,  CALIF. 

The  question  of  the  diagnosis  of  granuloma 
pyogenicum  will  always  remain  difficult,  one  of 
the  chief  difficulties  being  its  simplicity.  At  a 
casual  glance  it  appears  to  be  so  obviously  some- 
thing else  that  no  further  thought  is  given  to  it. 
Granuloma  Pyogenicum  of  the  Nose  Simulating  a 
Verruca 

Case  1.  Recently  a child  was  brought  to  the  office 
on  account  of  a “wart”  hanging  down  from  the  nose 
tip.  From  a distance  it  looked  like  a piece  of  dried 
secretion  from  an  imperfectly  wiped  nose  and,  as  such, 
was  a cause  of  deep  humiliation  to  the  mother  and  of 
hilarity  on  the  part  of  the  kid  who  enjoyed  the  atten- 
tion and  surprise  it  caused.  She  was  only  five  years 
old  and,  therefore,  had  not  become  sexually  conscious. 


On  first  looking  at  the  growth,  I,  like  the  mother 
and  one  of  my  confreres  also  who  had  previously  seen 
and  treated  the  case,  made  the  mistake  of  thinking  it 
a verruca.  He  had  simply  clipped  it  off,  leaving  the 
affected  blood  vessels  at  the  base.  These  had  remained 
quiescent  as  a small  red  elevation  for  about  a year 
and  a half,  when  the  lesion,  possibly  from  a slight 
traumatism,  again  became  active,  as  they  are  apt  to 
do,  so  reproducing  the  unsightly  growth. 

On  close  examination  it  was  seen  not  to  be  a verruca 
at  all,  but  a pendulous,  elongated,  solid,  fleshy  tumor 
with  a restricted  base.  We  curetted  the  growth,  taking 
especial  care  to  clear  off  the  base,  and  then  cauterized 
the  raw  surface  with  trichloracetic  acid.  Under  this 
the  bleeding,  which  had  been  copious,  stopped  for  the 
moment  but,  as  soon  as  the  effect  of  the  adrenalin 
contained  in  the  novocaine  solution  employed  to  anes- 
thetize wore  off,  the  bleeding  recommenced  as  abun- 
dantly as  before.  This  is  quite  characteristic  of  granu- 
loma pyogenicum,  in  which  the  central  capillary  of 
supply  is  often  quite  large,  and  also  probably  defective 
in  constrictive  ability.  Furthermore,  although  trichlor- 
acetic acid  is  an  excellent  caustic  for  epithelium, 
on;  account  of  its  richness  in  chlorine,  it  is  a poor 
styptic.  In  the  second  cauterization  nitrate  of  silver 
was  used  which  does  not  cauterize  especially  deeply 
but  is  a good  styptic.  Too  deep  a cauterization,  as 
with  nitric  acid  or  with  acid  nitrate  of  mercury,  is  to 
be  avoided  because  of  the  resultant  disfiguring  scar. 
To  further  secure  the  destruction  of  the  affected  blood 
vessels,  treatment  with  heavily  screened  radium  was 
employed,  which  has  a decided  effect  on  the  endo- 
thelium. 

A case  in  which  a wrong  diagnosis  of  granuloma 
pyogenicum  was  made 

Case  2.  Another  interesting  case,  in  which  we  at 
first  made  the  mistake  of  supposing  the  lesion  to  be 
a granuloma  pyogenicum,  when  in  fact  it  was  not, 
occurred  in  a man  with  a low  resistance  to  stapyhlo- 
coccic  infection.  He  had  a vicious  looking  furuncle 
of  the  cutaneous  surface  of  the  left  ala  nasi.  These 
infections  of  the  upper  lip  and  nostrils  are  always  the 
cause  of  much  anxiety  because  of  their  tendency  to 
metastatic  spread  through  the  large  veins  of  the  face^ 
Coincidentally  with  the  furuncle,  the  underlying  mucous 
membrane  in  the  nostril  swelled  and  remained  swollen 
after  the  subsidence  of  the  furuncle.  This  sw'elling 
caused  a tumor-like  bulging  into  the  nostril  with  a 
restricted  base  and  an  easily  bleeding  surface,  simulat- 
ing exactly  a granuloma  pyogenicum.  We  hesitated  to 
refer  the  patient  to  a nose  specialist  until  the  furuncle 
would  be  fully  healed.  In  the  meantime  the  patient 
w’ent  on  a prolonged  business  trip  up  the  dry,  hot 
Sacramento  valley.  Evidently  the  dry,  hot  air  leached 
the  moisture  out  of  the  mucous  membrane,  and  when 
he  returned  the  tumefaction  had  disappeared.  It  had 
not  been  a granuloma  pyogenicum  at  all,  but  a simple 
inflammatory  swelling  with  a flattened  surface  and  a 
restricted  base. 

A granuloma  pyogenicum  showing  the  histologic 
PICTURE  of  an  epithelioma 

Case  3.  One  of  the  most  striking  instances,  however, 
involving  a grave  diagnosis  occurred  in  a farmer,  forty- 
five  years  of  age,  who  came  to  the  office  January  30, 
1933.  The  dates  in  this  case  are  important.  As  I en- 
tered the  room  he  was  seated  with  his  head  a little 
turned  from  the  light,  and  the  dark  tumor  projecting 
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from  the  lower  lip  near  the  left  corner  of  the  mouth 
looked  exactly  like  the  stub  of  an  unlit  cigar. 

He  said  that  on  the  sixteenth  of  December,  there- 
fore, only  a little  more  than  seven  weeks  previously, 
while  loading  sheep  on  a railway  car,  a ram  rushing 
along  struck  him  with  its  head.  The  animal  was  a large 
one  and,  in  running,  jumped  and  delivered  a blow  which 
landed  on  the  lower  part  of  his  face,  knocking  him 
senseless.  All  of  the  teeth  of  the  lower  jaw  in  the  re- 
gion were  loosened,  and  one  wound  could  still  be  seen 
a little  below  the  present  tumor.  This  healed  in  due 
course,  but  a small  scab  remained  above  it  just  at  the 
border  of  the  red  of  the  lip.  On  New  Year’s  eve  what 
appeared  to  the  patient  to  be  a “cold  sore’’  formed  un- 
der this  scab.  A rapidly  growing  tumor  sprang  from 
this,  and  on  January  5 he  consulted  Dr.  Wm.  P.  Wil- 
bur of  Lakeview,  Oregon,  who  referred  him  to  me  as 
a case  of  granuloma  pyogcnicum. 

As  before  mentioned,  the  tumor  was  a large  one,  oc- 
cupying more  than  half  the  space  between  the  median 
line  and  the  left  corner  of  the  mouth,  and  involving 
about  equally  both  the  semimucosa  of  the  exposed  red 
and  the  cutaneous  surface.  Its  base  was  circular  and 
sessile,  and  its  top  was  rounded  and  covered  by  a dark, 
bloody  crust.  It  was  this  dark  surface  and  the  pro- 
jection of  the  growth  that  gave  the  impression  of  the 
stump  of  an  unlighted  cigar.  The  growth  was  neither 
painful  nor  hard,  and  there  was  no  infiltration  about 
its  base,  and  on  removing  the  black  crust  a bright  red, 
freely  bleeding  surface  was  exposed.  Both  the  sub- 
mental  and  the  submaxillary  glands  were  swollen,  but 
they  had  not  the  stony  hardness  of  epithelial  infiltra- 
tion and  they  were  freely  movable,  and,  furthermore, 
their  presence  and  dimensions  were  explained  by  the 
previous  severe  traumatism  and  the  presence  of  an  in- 
flammatory tumor. 

We  had,  therefore,  before  us  a large  tumor  of 
the  lower  lip  that  had  developed  under  a scab  on 
a surface  that  had  received  only  forty-five  days 
before  a severe  concussion.  From  a small  lesion 
like  a scabbed  cold  sore,  it  had  attained  in  five 
days  dimensions  serious  enough  to  induce  the  pa- 
tient to  consult  a doctor,  and  it  was  very  large 
thirty  days  after  its  incipiency  when  we  first  saw 
it.  Furthermore,  it  had  no  infiltration  at  its  base 
and  felt  as  if  situated  on  the  skin,  and  on  subse- 
quently curetting  tbe  surface  it  showed  no  indica- 
tion of  epithelial  infiltration  nor  of  the  formation 
of  pockets,  as  is  so  often  met  with  in  epitheliomas. 
When  the  tumor  was  cleared  away  the  surface  of 
course  w’as  raw,  but  it  conformed  to  the  natural 
curve  of  the  lip. 

Uj)  to  this  point  there  was  no  question  as  to  the 
correctness  of  the  diagnosis.  The  tumor  was  first 
removed  with  scissors  level  with  the  skin  and,  as 
before  mentioned,  a curet  was  employed  to  deter- 
mine if  the  base  w'as  solid,  and  then  it  was  cau- 
terized with  trichloracetic  acid.  The  flat  piece  re- 
moved w^as  examined  histologically,  and  showed 
an  exact  picture  of  squamous  celled  epithelioma 


even  to  the  onion-like  bodies.  This  discovery 
was  so  startling  as  to  arouse  grave  doubt  of  the 
correctness  of  our  diagnosis,  and  we  had  to  con- 
sider all  the  facts  of  the  case  anew. 

As  before  mentioned  the  growth  was  altogether 
too  rapid  for  an  epithelioma,  and  it  grew  from 
just  such  a lesion  as  granuloma  pyogenicum 
springs  from.  The  growth  was  entirely  outwards, 
as  shown  both  by  there  being  no  infiltration  at  its 
base,  and  by  the  condition  of  the  surface  after  re- 
moval of  the  tumor.  The  enlargement  of  the  lym- 
phatic nodules  could  be  attributed  to  other  causes 
than  epithelial  infiltration.  As  for  the  question 
of  operation.  Dr.  James  F.  Pressley,  who  was  a 
consultant  on  the  case,  remarked  that  if  it  were 
an  epithelioma  or  sarcoma,  no  operation,  no  mat- 
ter how  extensive,  could  eliminate  such  a quick 
growing  tumor.  It  was,  therefore,  concluded  that 
the  best  course  would  be  to  irradiate  thoroughly 
both  the  site  of  the  tumor  and  under  the  lower 
jaw. 

A further  interesting  feature  respecting  this 
man’s  tissues,  which  may  have  influenced  the  oc- 
currence of  the  granuloma,  was  the  pendulousness 
and  softness  of  his  lower  lip.  It  was  so  soft  and 
pendulous  that  great  difficulty  was  experienced  in 
keeping  the  radium  in  place,  enclosed  as  it  was  in 
a heavy  lead  screen.  A rubber  tube  filled  with 
cotton  had  to  be  placed  in  the  supramental  groove 
to  support  the  lip  so  that  it  might  carry  the  ra- 
dium. It  was  also  noticed  that  the  raw  surface 
bled  unusually  freely,  although  the  man  was  not 
a bleeder.  His  lip  had  always  been  large  but  was 
manageable,  as  he  was  a good  whistler.  On  play- 
ing on  a wind  instrument,  however,  he  had  noticed 
that  the  lip  would  easily  tire.  The  severity  ot  tlie 
original  traumatism  and  the  natural  laxness  of  the 
tissues  of  the  lip  may  account  in  part  for  the  oc- 
currence of  the  granuloma  and  for  its  unusual 
size. 

We  had  a letter  from  the  patient  dated  July  30, 
six  months  after  first  consulting  us,  stating  that 
after  healing  the  lip  has  not  given  the  least  trou- 
ble. 

’I'he  essential  of  epithelioma  is  that  the  epithe- 
lial cells  infiltrate  down  into  the  subjacent  con- 
nective tissue,  and  in  this  case  the  evidence  was 
that  it  did  not  do  so.  On  the  contrary,  the  granu- 
lomatous tissue  grew  upwards,  enclosing  the 
epithelium.  In  order,  therefore,  to  make  a strict 
histologic  diagnosis  a biopsy  would  have  been 
necessary  to  include  tbe  subjacent  connective  tis- 
sue. Tins,  however,  would  result  in  a scar  of 


October,  1933. 


CARE  OF  GOITER — HARTEEY 


419 


the  lip,  and  operations  involving  scars,  especially 
of  the  lower  lip,  are  not  to  be  lightly  undertaken. 

Years  ago  one  of  us  saw  a similar  mimicry  of 
cancer  on  examining  a tuberous  iodide  tumor. 
Here,  again,  there  was  the  rapid  upward  growth 
of  granulomatous  tissue  enclosing  the  epithelium. 
And  this  may  occur  in  other  affections  also. 
There  is,  for  instance,  an  exuberant  staphylococ- 
cic disease  of  the  skin,  rarely  encountered,  and 
usually  situated  on  the  back  of  the  hand,  called 
])yodermia  papillaris  et  exulcerans,  in  which  epi- 
thelial columns  extend  downwards  into  the  di- 
seased mass^. 

A physician  is  a hunter.  The  disease  he  is  pur- 
suing continualH  strives  to  elude  him,  and  no 
matter  how  astute  he  may  be  he  can  never  hope  to 
escape  all  the  traps  and  illusions  set  for  him.  And 
it  is  this  illusiveness  and  uncertainty  in  diagnosis 
associated  with  the  trickiness  of  our  remedies 
that  renders  medicine  so  attractive  as  a personal 
pursuit,  and  so  like  hunting. 


PREOPERATIVE  AND  POSTOPERATIVE 
CARE  OF  GOITER 
Herbert  Lee  Hartley,  M.  D. 

SEATTLE,  WASH. 

Remarkable  success  in  thyroid  surgery  has 
been  attained  by  certain  large  clinics  and  organi- 
zations. This  success  is  no  doubt  due  to  the 
general  excellence  of  preoperative  and  postop- 
erative care  quite  as  much  as  to  the  quality  of 
surgical  technic  employed.  The  organization  is 
trained  in  the  details  of  preoperative  care  and 
the  recognition  and  prompt  handling  of  post- 
operative emergencies  as  they  arise.  The  fact 
that  these  problems  are  so  well  handled  by  the 
house  staff  and  nursing  organization  is  reflected 
in  the  low  mortality  rates  reported  and  in  the 
uniformly  good  results  experienced  by  the  pa- 
tients. Certainly  postoperative  emergencies  will 
occur  in  a few  cases  of  any  large  series,  no  mat- 
ter who  does  the  surgery  and,  unless  they  are 
given  immediate  attention,  both  morbidity  and 
mortality  rates  will  rise.  Just  as  truly  the  cor- 
rect preoperative  care  will  spare  the  patient  many 
difficulties  and  put  him  in  position  to  go  through 
the  operation  at  his  best.  Anyone,  therefore,  who 
will  give  adequate  preoperative  and  postopera- 
tive care  may  achieve  results  in  thyroid  surgery 
quite  comparable,  if  not  superior,  to  those  of  the 
larger  groups. 

I Artz,  von  Leopold  imd  Bieler,  Karl:  Durch  Bak- 
teri<-n  bedinprte  Hautkrankheiten  I.  Pyodermien.  Die 
Haut-iind  Gesehlechtakrankheiten,  S.  212,  Berlin,  1933. 


The  following  discussion  of  this  very  impor- 
tant phase  of  thyroid  surgery  is  written  wholly 
from  personal  experience  in  seeing  about  three 
thousand  cases  go  through  the  hospital,  and  in- 
herited experience  from  an  organization  which 
now  counts  its  cases  over  twenty-two  thousand. 

The  simple  goiter,  the  adenomatous  goiter  and 
the  substernal  thyroid,  if  without  hyperthyroid- 
ism, may  be  treated  much  as  any  other  surgical 
case  except  for  the  administration  of  thyroid  ex- 
tract before  and  after  operation  and  for  the  post- 
operative emergencies  peculiar  to  the  operation. 
The  patient  with  active  hyperthyroidism,  how- 
ever, presents  a problem  quite  distinct  from  the 
usual  surgical  case.  Psychic  factors  intrude  and 
dictate  care  which  is  quite  as  individualized  as  it 
is  scientific.  It  must  be  remembered  that  the 
secretion  of  the  thyroid  is  intended  to  elevate 
the  activity  of  every  organ  and  tissue  in  the 
body.  Thus,  under  the  stimulation  of  an  excess 
of  thyroid  secretion,  any  organ  or  group  of  or- 
gans may  be  excessively  activated,  and  nearly 
any  symptom  or  group  of  symptoms  may  appear. 
It  has  been  said  that  if  one  knew  syphilis  he 
would  know  medicine.  Almost  the  same  may  be 
said  of  hyperthyroidism. 

Once  admitted  to  the  hospital  the  patient  should 
be  made  as  comfortable  and  cheerful  as  possible. 
All  diagnostic  measures  should  be  completed  at 
the  earliest  moment  so  that  with  the  reassurance 
given  before  entering  the  hospital,  the  early  im- 
provement in  symptoms,  and  the  happy  cheerful 
environment  of  a well  managed  hospital,  the  pa- 
tient is  quickly  on  his  way  to  a successful  opera- 
tion and  health. 

He  should  not  be  allowed  out  of  bed  for  any 
purpose.  This  restriction  serves  a two-fold  pur- 
pose since  it  lowers  the  metabolism  and  accustoms 
him  to  the  routine  of  bed  management  which  will 
be  neces.sary  after  the  operation.  He  should  be 
reassured  that  the  operation  will  take  place  as 
soon  as  he  is  ready  for  it  but  that  no  one  can  for- 
see  the  exact  date.  He  should  realize  that  the 
time  selected  for  operation  will  depend  entirely 
in  the  response  of  his  disease  to  the  medicines 
and  rest.  He  need  not  be  informed  of  the 
scheduling  of  the  operation  but  should  be  allowed 
a night  free  from  worry  and  sleeplessness.  Thus, 
with  only  a few  minutes  notice,  he  will  be  spared 
much  anxiety  and  will  go  through  the  operation 
more  smoothly. 

The  diet  needs  little  modification  except  as  to 
quantity.  He  should  be  given  as  wide  a choice  as 
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the  hospital  can  allow  and  as  much  as  he  can 
possibly  eat.  A varied  menu  of  attractively  pre- 
pared and  served  food  will  encourage  an  adequate 
intake,  which  is  important  since  those  patients 
who  gain  weight  prior  to  operation  always  do 
well  after.  Reasonable  freedom  of  choice  of 
food  and  time  of  eating  will  encourage  consump- 
tion. I recall  one  patient  who  preferred  large 
breakfasts,  this  meal  being  featured  by  nine 
shredded  wheat  biscuits,  four  eggs,  several  slices 
of  toast  and  at  least  two  glasses  of  milk.  Although 
his  disease  was  severe,  he  gained  nearly  a pound 
a day  and  within  two  weeks  was  ready  for  opera- 
tion which  he  underwent  without  any  difhcuty. 

In  addition  to  the  increased  demand  for  fuel 
which  is  a part  of  the  disease  there  is  another 
factor  indicating  increased  food  intake.  This  is 
the  remarkable  speed  with  which  the  food  tra- 
verses the  digestive  tract.  Roentgen  studies  have 
shown  that  a meal  may  pass  through  the  entire 
small  bowel  and  most  of  the  colon  in  less  than 
three  hours.  With  this  rush  there  is  less  oppor- 
tunity for  absorption  so  that  food  should  be  given 
at  frequent  intervals  and  in  as  large  quantity  as 
possible.  Between  meal  and  bed  time  nourish- 
ment should  be  urged. 

There  was  formerly  some  tendency  to  limit 
the  amount  of  protein  in  the  diet  of  these  pa- 
tients, since  it  was  felt  that  the  metabolism  would 
be  excessively  stimulated  by  the  specific  dynamic 
action  of  the  protein.  N^ow,  however,  since  the 
newer  studies  of  the  serum  proteins  and  their  de- 
pletion in  hyperthyroidism  it  seems  logical  to 
remove  this  restriction. 

Fluid  intake  should  be  kept  at  a high  level  since 
there  is  an  excessive  loss  through  the  skin  in  addi- 
tion to  the  increased  demand  to  carry  on  the  high 
metabolism.  The  average  patient  should  have 
a minimum  of  three  liters  daily.  In  case  of 
nausea  or  delirium  it  may  be  necessary  to  resort 
to  intravenous  or  subcutaneous  administration. 
The  latter  is  to  be  preferred  on  account  of  the 
slower  absorption  of  a larger  quantity. 

Iodine  is  the  most  important  of  the  medicine*. 
Its  use  has  absolutely  transformed  thyroid  sur- 
gery and  hyperthyroidism.  Little  is  known  of 
the  mode  of  action  and  no  accurate  information 
is  at  hand  as  to  the  proper  dose.  Yet,  notwith- 
standing this  ignorance,  it  is  the  one  which  is  in- 
dispensable. It  is  usually  given  in  the  form  of 
Lugol’s  solution  in  doses  of  one  cubic  centimeter 
three  times  a day.  The  dose  is  best  tolerated,  if 
disguised  with  some  fruit  juice  such  as  grape 


juice.  In  those  cases  first  seen  in  acute  hyper- 
thyroid crisis  iodine  may  be  given  in  milk  i^er 
rectum,  or  if  this  is  not  successful,  the  tincture 
may  be  painted  directly  on  the  skin  over  as  large 
an  area  as  possible.  Marine  has  shown  that  io- 
dine applied  to  the  skin  begins  to  appear  in  the 
gland  within  two  minutes  so  that  this  plan  is 
entirely  practical.  It  may  also  be  given  intraven- 
ously. The  main  idea  in  these  emergencies  is  to 
get  as  much  iodine  into  the  patient  as  is  possible. 

A word  of  warning  should  be  introduced  here 
in  regard  to  the  use  of  iodine.  Unfortunately 
it  sometimes  induces  a remission  in  symptoms 
which  passes  temporarily  for  cure.  Aside  from 
prophylaxis  of  endemic  goiter  which  is  another 
matter,  it  is  not  too  much  to  say  that  iodine 
should  never  be  given  to  a thyroid  patient  except 
as  a preparation  for  immediate  surgery.  This 
point  should  have  strong  emphasis.  Too  many 
cases  have  died  of  hyperthyroidism,  beyond  the 
help  of  surgery  because  they  have  received  a so- 
called  cure  by  means  of  iodine. 

There  is  a certain  optimum  time  after  iodine 
is  started,  when  the  disease  reaches  its  lowest 
stage  of  activity.  This  usually  occurs  in  from 
nine  to  fourteen  days  and  is  the  time  to  be  chosen 
for  operation.  Following  this  the  disease  be- 
comes more  active  and  occasionally  dangerously 
so.  Those  patients,  who  have  received  iodine 
before  going  to  the  hospital  for  surgery,  will 
always  show  less  response  to  the  preoperative 
treatment  and  will  have  a stormier  postoperative 
convalescence.  If  the  patient  is  to  be  carried 
along  medically  for  a time,  it  is  much  better  to 
rely  on  sedative  drugs  and  reserve  the  iodine 
until  he  comes  to  the  hospital  to  be  prepared 
carefully  for  surgery. 

The  use  of  digitalis  routinely  is  open  to  some 
debate.  It  is  quite  essential  in  the  badly  decom- 
pensated case  with  auricular  fibrillation.  It  does 
not,  however,  strikingly  reduce  the  rate  of  a 
heart  with  normal  mechanism.  In  any  series  of 
hyperthyroid  cases  there  will  be  a certain  num- 
ber who  will  show  a normal  mechanism  prior  to 
operation  but  who  will  develop  fibrillation  post- 
operatively.  This  incidence  of  postoperative  fib- 
rillation will  be  cut  down,  if  digitalis  is  used  as 
part  of  the  preoperative  medication.  It  should  be 
given  to  most  cases  and  especially  to  those  in 
whom  cardiac  complications  are  anticipated. 

Sedatives  should  be  used  liberally,  since  rest 
and  reduction  of  activity  will  lower  the  metabol- 
ism. Thirty  or  forty  grains  of  bromide  should 
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be  given  every  evening  and  one  of  the  barbitals 
may  be  used  two  or  three  times  a day  in  a very 
restless  patient.  In  the  extremely  active  cases 
and  in  the  crises  nothing  seems  to  take  the  place 
of  morphine. 

Curiously  enough,  the  constipation  of  which 
these  patients  complain  is  often  relieved  by  pare- 
goric and  belladonna.  This  paradox  is  due  to  the 
fact  that  the  constipation  is  a result  of  the  spas- 
ticity of  the  lower  bowel.  In  addition  the  pare- 
goric slows  down  the  peristalsis  and  thus  aids 
more  complete  absorption  of  food.  It  should 
be  given  in  doses  of  a dram,  three  times  a day, 
while  the  belladonna  may  be  given  four  times 
daily,  about  fifteen  minims  of  the  tincture  or  one- 
sixth  grain  of  the  extract.  These  two  drugs 
are  not  to  be  given  routinely  but  are  helpful  in 
the  indicated  cases. 

If  the  patient  is  not  to  know  of  the  time  of  his 
operation,  it  is  well  to  give  him  a capsule  of  lac- 
tose or  sodium  bicarbonate  every  evening  and 
morning.  This  is  to  serve  merely  as  a blind  for 
the  two  grain  capsule  of  thyroid  extract  given 
the  evening  before  and  the  morning  of  the  opera- 
tion. The  latter  is  used  to  combat  the  effect  of 
sudden  removal  .of  a large  share  of  the  secreting 
gland  and  consequent  acute  hypothyroidism. 
Other  medication  must  be  given  as  indicated. 

The  hyperthyroid  crisis  or  storm  is  seldom 
seen  nowadays,  due  to  the  earlier  recognition  of 
symptoms  and  the  use  of  iodine.  When  it  oc- 
curs, it  presents  a special  problem.  If  the  patient 
has  not  previously  been  given  iodine,  it  is  possible 
to  control  the  disease  in  most  cases.  If  he  has 
had  iodine  before  the  development  of  the  crisis, 
it  is  very  apt  to  progress  to  fatality  in  spite  of 
all  measures.  Various  points  have  already  been 
covered,  such  as  the  administration  of  iodine  by 
1 all  possible  routes,  maintainance  of  adequate  fluid 
intake  and  the  liberal  use  of  morphine.  In  addi- 
tion, the  high  temperature  and  rapid  pulse  may 
\ be  controlled  to  a certain  extent  by  ice  as  will  be 
I discussed  under  postoperative  care.  If  the  case 
becomes  unrontrollable,  sodium  amytal  intraven- 
1 ously  may  offer  a way  of  giving  some  rest.  I 
I have  never  used  it  but  believe  that  avertin  would 
do  the  same  and  probably  with  less  danger.  Such 
measures  should  be  reserved  for  the  extreme 
I case. 

^ Immediately  following  the  operation,  the  patient 
j should  be  given  a hypodermic  of  morphine  and 
I an  infusion  should  be  started.  The  latter  is  con- 
I veniently  given  in  the  subcutaneous  tissue  of  the 


abdomen,  the  needles  pointing  laterally  from  the 
region  of  the  umbilicus.  Two  liters  should  be 
given,  since  there  is  considerable  demand  for 
fluid  and  the  intake  will  be  small  due  to  the  pa- 
tient’s difficulty  in  swallowing.  The  patient 
should  be  kept  very  quiet  by  means  of  morphine 
or  codeine  given  as  often  as  every  two  hours. 

Lugol’s  solution  should  be  continued  for  a few 
days  postoperatively  in  doses  of  one  cubic  centi- 
meter, three  times  a day.  The  first  few  doses 
may  be  given  in  milk  per  rectum,  in  which  case 
the  amount  is  doubled.  If  the  patient  is  extremeiy 
active  and  does  not  enjoy  the  usual  prompt  re- 
covery from  symptoms  of  hyperthyroidism,  it 
may  be  necessary  to  continue  small  amounts  of 
iodine  for  some  time  following  the  operation. 

The  dressings  should  be  changed,  if  they  be- 
come saturated  and  should  in  any  event  be  com- 
pletely changed  after  twelve  hours.  At  this  time 
the  drain  may  be  removed  and  the  wound  may 
be  inspected  for  any  hemorrhage  beneath  the 
muscles  or  skin  flaps. 

Older  patients  and  the  so-called  bad  risk  group 
may  be  further  protected  by  measures  which  are 
not  ordinarily  needed  by  the  more  favored  pa- 
tients. One  of  the  most  valuable  of  these  proce- 
dures is  the  transfusion  of  whole  blood.  Hyper- 
thyroidism as  noted  before  usually  reduces  the 
serum  proteins,  especially  the  serum  albumin. 
Therefore,  a replenishment  at  a time  when  they 
are  most  needed  may  be  of  untold  value.  In  ad- 
dition, there  is  the  increase  given  the  oxidizing 
power  of  the  patient  by  virtue  of  the  added  hemo- 
globin, to  say  nothing  of  the  restoration  of  the 
blood  volume  to  the  preoperative  level  or  above. 
These  actions,  together  with  others  poorly  under- 
stood or  unsuspected,  go  together  to  enhance 
what  we  vaguely  refer  to  as  the  resistance  of  the 
patient.  There  is  no  doubt  whatever  that  blood 
transfusion  in  bad  risk  patients  often  serv'es  to 
throw  the  delicately  poised  balance  toward  the 
side  of  smooth  convalescance  and  recovery.  This 
is  true,  even  though  the  ordinary  indications,  such 
as  hemorrhage  and  shock,  may  not  be  present  and 
the  actual  red  cell  count  may  be  quite  normal. 

The  oxygen  tent  is  another  adjunct  of  great 
value.  Most  of  these  devices  are  designed  to 
remove  the  carbon  dioxide  by  soda  lime  and  to 
chill  the  air  by  means  of  ice.  This  results  in  a 
clean  dry,  cool  air  which  is  gratefully  received 
by  most  patients.  Naturally  there  is  some  ad- 
vantage in  increasing  the  oxygen  content  of  the 
air.  However,  there  is  probably  more  benefit 
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conferred  by  tiie  drying  which  takes  place.  This 
effect,  although  seldom  considered  in  the  use  of 
the  tent,  undoubtedly  has  a great  deal  to  do  with 
the  extraction  of  excess  moisture  from  the  lungs 
and  the  reduction  of  the  quantity  of  tracheal 
mucous.  There  is  also  some  reduction  of  the 
patient’s  temperature  and  the  tent  may  frequently 
he  used  for  this  result  alone. 

Of  complications  the  most  spectacular  and  the 
one  l)rooking  of  no  delay  is  hemorrhage.  Sev- 
eral factors  enter  into  the  production  of  a swift 
and  daiigerous  postoperative  hemorrhage  from 
the  thyroid,  but  the  most  important  are  the  size 
of  the  vessels  severed  and  the  motion  of  all  struc- 
tures in  the  neck  as  the  patient  coughs  or  swal- 
lows, so  nicely  designed  to  dislodge  a ligature. 
i\Iany  operators  find  that  hemorrhage  from  the 
superior  pole  is  the  most  common.  It  has  been 
my  experience,  however,  that  the  most  frequent 
and  by  far  the  most  difficult  hemorrhage  to  con- 
trol has  come  from  the  inferior  pole.  Bleeding 
low  down  in  the  lower  pole,  sometimes  beneath 
the  clavicle,  is  not  always  stopped  by  a pack  and 
may  demand  transverse  division  of  the  muscles 
and  careful  exploratioai  in  order  to  pick  up  and 
tie  the  offending  vessel.  Extensive  manipula- 
tion in  this  territory  is  not  without  danger  to  the 
recurrent  laryngeal  nerve.  There  is  also  a pos- 
terior branch  of  the  inferior  thyroid  artery  which 
turns  forward  along  the  medial  margin  of  the 
lobe  just  at  the  isthmus  which  may  be  large 
enough  to  cause  trouble  at  the  operation  as  well 
as  later.  Here,  also,  one  is  in  danger  of  injuring 
the  nerve. 

Hemorrhage  may  he  of  several  types.  A brisk 
hemorrhage  may  make  itself  evident  at  once  by 
saturating  the  dressings  and  appearing  under 
them  in  a small  but  continual  stream.  Here  one 
must  differentiate  between  bleeding  from  the 
glandular  bed  and  the  muscles  or  skin  flaps.  More 
serious,  however,  since  it  may  he  overlooked  by 
the  inexperienced  nurse,  is  the  hemorrhage  con- 
fined beneath  the  muscles  and  resulting  in  great 
pressure  on  the  trachea.  Here  the  danger  lies  not 
only  in  blood  loss  but  in  slow  strangulation  of 
the  patient.  There  is  a quite  distinctive  ashy 
pallor  and  anxious  appearance  about  these  pa- 
tients which,  coupled  with  the  marked  stridor  and 
the  distortion  of  the  neck  apparent  even  before 
the  dressings  are  removed,  render  the  diagnosis 
quite  easy.  Upon  removal  of  the  dressings  the 
inflated  or  distended  appearance  of  the  neck 
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leaves  no  doubt,  although  there  may  he  no  exter- 
nal blood. 

Another  type  of  hemorrhage  is  rather  to  be 
considered  an  extravasation.  Here  a small  vessel 
usually  bleeds  slowly  into  the  deeper  tissues  of 
the  neck,  producing  a certain  fullness  without  the 
inflated  appearance  of  the  confined  hemorrhage. 

Due  to  the  slower  bleeding  and  the  spread  in  the 
tissues,  there  is  less  pressure  produced.  It  is  this 
type  of  hemorrhage  which  results  in  the  marked 
spread  of  pigment  and  consequent  discoloration 
from  the  chin  down  over  the  chest  and  sometimes 
onto  the  abdomen.  The  worst  result  of  this 
bleeding  is  infiltration  into  and  consequent  paral- 
ysis of  the  recurrent  nerve.  Temporary  trache- 
otomy may  be  necessary,  but  the  tube  may  be 
needed  only  a few  days,  since  fortunately  nearly 
all  of  these  make  complete  recovery. 

Of  considerable  value  is  the  maintenance  of  an 
emergency  tray  on  every  hospital  floor,  where 
there  are  thyroid  patients,  ready  at  all  times  for 
the  control  of  postoperative  hemorrhage,  trache- 
otomy or  other  emergency.  It  should  contain 
drapes  sufficient  to  cover  the  bed,  towels,  gauze 
sponges,  a few  hemostats,  scissors,  knife,  retrac- 
tors, tissue  forceps,  needles,  needle  holder,  catgut, 
packing  and  draining  material,  a tracheotomy  tube 
and  skin  clips.  Thus,  in  any  sudden  emergency 
one  may  don  sterile  gloves  and  get  into  the  neck 
in  a very  few  minutes,  being  reasonably  sure  that 
no  serious  contamination  will  result.  If,  how- 
ever, there  has  been  sufficient  warning  and  the 
time  is  allowed,  it  is  far  better  to  organize  an 
operative  team  with  anesthetist,  nurse  and  at  least 
one  assistant.  The  neck  may  then  be  carefully 
prepared  and  infiltrated  with  novocain,  opened 
without  haste  and  the  trouble  corrected. 

Gentleness  is  of  prime  importance  in  the  con- 
trol of  postoperative  hemorrhage.  It  must  be 
remembered  that  the  bleeding  is  in  all  likelihood 
a result  of  the  slipping  of  a ligature  due  to  the 
motion  of  structures  of  the  neck.  Vigorous  spong- 
ing, therefore,  may  easily  dislodge  additional  liga- 
tures with  further  bleeding  to  confuse  the  picture. 
Once  the  muscles  are  opened  and  the  clot  e.\- 
posed,  it  should  be  carefully  scooped  out  with 
the  fingers  until  the  general  location  of  the  bleed- 
ing point  or  points  is  discovered.  Then,  with 
judicious  retraction  and  sponging,  the  vessel  may 
be  picked  up  and  tied.  Before  reclosing  the 
wound  as  much  of  the  clot  should  be  removed  as 
possible,  being  careful  not  to  initiate  more  bleed-  j 
ing.  Saline  may  be  used  to  rinse  out  the  wound  | 
and  remove  additional  l>lood. 
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If  it  is  impossible  to  locate  the  bleeding  vessel 
or  if  the  condition  of  the  patient  warrants  only 
the  very  briefest  of  procedures,  one  may  quickly 
remove  the  clots  and  pack  the  neck  with  a gauze 
strip  impregnated  with  vaseline  for  easy  removal. 
This  may  be  removed  and  the  neck  closed  or  re- 
packed the  following  day.  In  this  procedure  it  is 
quite  essential  that  very  little  clot  remain  between 
the  gauze  and  the  actual  bleeding  point,  since  the 
blood  readily  works  its  way  through  or  around 
a mass  of  clots  and  may  then  not  be  stopped  by 
the  gauze. 

Paralysis  of  one  or  both  vocal  cords  may  occur 
at  the  operation  or  subsequently.  If  at  the  opera- 
tion, the  paralysis  may  be  due  to  the  infiltration 
of  the  nerve  with  novocaine  and  will  clear  up  in 
a few  minutes.  Occasionally  the  nerve  will  re- 
ceive just  enough  trauma  to  destroy  its  function 
temporarily.  At  times  the  nerve  will  become  in- 
filtrated with  blood  as  noted  above.  Not  infre- 
quently obstruction  of  the  glottis  or  recurrent 
nerve  paralysis  may  come  on  or  increase  during 
the  postoperative  period,  thrusting  the  question 
of  tracheotomy  into  the  field  of  postoperative 
care.  The  insertion  of  a tube  is  a very  simple 
matter  and  gives  the  patient  a great  deal  of  com- 
fort as  well  as  relieving  or  preventing  damage 
due  to  cyanosis.  There  is  much  satisfaction  in 
relieving  the  labored  breathing  and  anxiety  of  a 
patient  with  marked  respiratory  obstruction  and 
in  watching  him  quickly  fall  into  a sound  sleep, 
breathing  quietly  and  easily  through  the  tube. 

After  thyroidectomy  it  is  usually  a simple  mat- 
ter to  open  the  skin  and  muscles,  locate  the  tra- 
chea and  make  a small  slit  between  the  rings, 
spreading  the  opening  with  a hemostat  while  the 
tube  is  inserted.  Some  care  should  be  taken  to 
see  that  little  blood  is  aspirated.  A small  amount 
of  packing,  usually  of  inch-wide  strips  of  gauze, 
should  be  placed  around  the  tube  and  the  skin 
closed  as  close  to  the  tube  as  possible.  Suction  of 
some  sort  should  be  set  up  as  soon  as  tracheotomy 
is  decided  upon  and  a catheter  attached  to  the 
suction  tube.  As  soon  as  the  tube  is  inserted,  the 
catheter,  which  should  be  of  such  caliber  that  it 
will  easily  enter  the  tube,  may  be  used  to  keep  it 
clear  of  blood  and  mucus.  Needless  to  say,  an 
experienced  nurse  should  be  obtained  to  care  for 
the  tracheotomized  patient. 

The  inner  tube  should  be  removed  and  thor- 
oughly  cleaned  every  hour,  while  the  mucus 
should  be  removed  by  suction  as  rapidly  as  it  is 
formed.  By  thrusting  the  catheter  on  down  into 
the  trachea  a cough  may  be  stimulated  which 


will  bring  up  mucus  so  that  it  may  be  removed. 
The  outer  tube  should  be  changed  daily,  at  which 
time  the  small  wound  may  be  cleansed  and  re- 
packed. The  patient  may  quickly  be  taught  to 
close  the  tube  with  a finger  after  inspiration  so 
that  he  may  exhale  through  the  glottis  and  talk. 
Thus  his  only  fear  of  the  tube  may  be  overcome. 
If  the  tube  may  be  dispensed  with  after  a few 
days,  the  trachea  will  close  very  quickly  and  the 
wound  heal  with  scarcely  any  delay.  If  it  has 
been  retained  for  some  time,  the  wound  will 
granulate  leaving  some  excess  of  scar.  Opera- 
tive closure  will  rarely  be  found  necessary.  If  it 
is  attempted,  the  sutures  must  be  placed  in  the 
adventitia  of  the  trachea  and  not  through  the 
cartilage,  lest  a slough  be  produced. 

Tetany  usually  makes  its  appearance  during 
the  first  three  days  and  may  cause  the  patient  a 
g'reat  deal  of  discomfort  until  corrected.  Ordi- 
narily the  earlier  the  appearance  of  symptoms  the 
more  severe  the  deprivation  and  the  more  per- 
manent the  disease.  Patients  frequently  com- 
plain of  generalized  distress  before  they  are  able 
to  give  definite  s3'mptoms  and  before  the  charac- 
tristic  attitude  is  assumed.  When  questioned 
they  can  give  no  clear  cut  answer  as  to  their  diffi- 
culty but  usually  say,  “I  just  feel  bad  all  over.” 
The  Chvostek  and  Trousseau  signs  will  usually 
be  positive  at  this  stage  to  establish  the  diagnosis. 
Most  cases  respond  promptly  to  the  use  of  para- 
thyroid hormone,  especially  if  it  be  given  intra- 
venously. If  the  case  is  especially  severe  or 
very  acute,  it  may  be  relieved  almost  at  once  by 
intravenous  calcium.  Morphine  is  a valuable  aid. 
If  the  tetany  is  continued  over  a relatively  long 
period,  it  may  be  controlled  by  the  administration 
of  calcium  lactate  and  lactose,  as  shown  by  the 
McCullaghs^.  This  treatment  has  obviated  giv- 
ing large  amounts  of  the  hormone  and  has  given 
splendid  results  in  all  but  the  most  severe  cases. 

Most  cardiac  complications,  of  which  naturally 
there  are  many%  may  be  handled  in  the  usual 
fashion.  Two  only  will  be  considered  here.  The 
most  frequent  is  the  simple  tachycardia  which 
occurs  as  a postoperative  hyperthyroid  reaction 
and  which  accompanies  an  elevation  in  tenq^era- 
ture.  This  usually  responds  to  the  treatment  of 
the  pyrexia.  The  marked  stimulation  of  the  heart 
may  result  in  temporary  auricular  fibrillation 
but  this  is  usually  recovered  from  promptly.  Per- 
sistent fibrillation,  however,  or  fibrillation  which 
has  been  present  before  the  operation  is  another 

1.  McCuIlaeh.  E.  I*,  and  M<('iillai;h.  I).  H.:  ('.tibo. 
Ii.vdrate  in  Treatment  of  I 'o.stopera  t ive  Tetanv  with 
.''pecial  Reference  to  Lacto.se.  .T,  I,ah.  & Clin'  Med 
1 7;7.')4-772,  May,  19.32. 
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matter.  Many  cases  revert  to  normal  mechanism 
shortly  after  the  operation.  Those  who  do  not 
should  receive  a course  of  quinidine  in  attempt 
to  reestablish  the  normal  rhythm.  After  a test 
dose  of  five  grains  the  patient  should  receive  five 
grains  every  four  hours  for  twenty-four  hours, 
every  three  hours  for  twenty-four  hours  and 
every  two  hours  for  forty-eight  hours.  The  pulse 
should  be  taken  before  each  dose  and,  if  normal, 
the  course  is  interrupted.  If  this  treatment  is 
ineffectual,  the  case  may  be  considered  refrac- 
tory. Of  those  cases  coming  to  the  hospital  with 
fibrillation  secondary  to  hyperthyroidism,  ninety- 
five  per  cent  may  he  sent  home  with  normal 
mechanism,  due  either  to  the  operation  alone  or 
established  by  quinidine. 

The  temperature  referred  to  above  is  a part 
of  the  marked  exacerbation  of  all  the  symptoms 
of  hyperthyroidism  which  often  occurs  following 
operation  in  the  active  case.  Curiously  enough, 
the  greatest  reaction  comes  most  often  on  the 
evening  of  the  second  postoperative  day.  It  may 
be  lessened  by  morphine  which  drug  should  be 
freely  used. 

Next  to  the  use  of  morphine  in  value,  is  the 
opening  of  the  wound.  Nearly  always  in  the 
cases  of  marked  postoperative  reaction  a small 
amount  of  serum  will  be  found  in  the  wound  and 
its  evacuation  will  be  followed  by  a reduction 
in  the  temperature.  In  mild  cases  the  skin  flaps 
may  be  probed.  In  the  more  severe  it  may  be- 
come necessary  to  open  the  skin  flaps  completely, 
separate  the  muscles,  rinse  out  the  entire  wound 
and  pack  it  with  gauze.  This  may  be  done  quick- 
ly and  easily  with  few  instruments  and  with  lit- 
tle discomfort  to  the  patient.  In  the  extremely 
toxic  and  delirious  case  it  is  of  great  benefit. 

The  oxygen  tent  is  valuable  in  reducing  tem- 
perature and  should  be  used  if  available.  The  use 
of  ice  is  open  to  some  question,  since  sudden  low- 
ering of  the  skin  temperature  increases  the  out- 
put of  adrenalin,  a substance  which  markedly  ag- 
gravates hyperthyroidism.  I have  seen  the  tem- 
perature actually  elevated  by  placing  the  patient 
in  an  ice  pack.  There  is  no  doubt,  however,  that 
some  patients  are  made  more  comfortable  and 
the  temperature  is  reduced  by  the  judicious  use 
of  ice. 

One  may  apply  twenty  ice  caps  for  a tempera- 
ture of  102®,  thirty  for  103®  and  an  ice  pack  for 
104®.  The  latter  is  applied  by  covering  the  patient 
with  a sheet  or  thin  blanket,  then  a large  rubber 
sheet  with  the  edges  turned  up  to  hold  the  ice  and 


about  100  to  150  pounds  of  finely  chopped  ice. 
This  is  covered  with  another  rubber  sheet  and 
then  the  usual  bed  clothes.  The  ice  should  not 
extend  up  over  the  chest  so  as  to  interfere  with 
respiration.  The  temperature  should  be  taken 
every  fifteen  minutes  and  the  pack  removed  as 
soon  as  it  is  down  to  101®,  or  at  the  end  of  two 
hours  in  any  event. 

Mucus  is  troublesome  to  most  patients.  It  is 
somewhat  difficult  to  control  but  fortunately 
subsides  quickly.  Frequently  it  sets  up  a vicious 
circle  in  that  the  patient  continually  coughs  to 
raise  it,  thus  irritating  the  membranes  and  induc- 
ing more  mucus.  This  process  may  be  broken  by 
the  use  of  quarter  grains  of  codeine  at  one-half 
hour  intervals  until  the  cough  is  stopped.  If 
severe  the  oxygen  tent  is  very  valuable,  due  to  its 
dry  atmosphere.  The  steamy  inhalations  seem  to 
aggravate  this  condition. 

Of  minor  importance  is  the  hypothyroidism 
which  may  come  on  acutely  after  operation.  It  is 
usually  characterized  by  a certain  listlessness  and 
dullness  of  the  patient’s  mental  reactions  and 
occasionally  by  mild  psychosis.  There  is  usually 
associated  a rather  characteristic  yellowish  pallor 
and  slightly  glistening  skin.  Recovery  takes  place 
within  a few  days  hut  should  be  aided  by  thyroid 
extract  for  a few  days.  The  dose  should  be  large 
enough  to  be  effective,  e.g.,  two  to  four  grains 
three  times  a day. 

If  convalescance  is  uneventful,  the  patient  will 
usually  be  ready  to  go  home  a week  after  the 
operation.  His  progress  is  rapid  after  the  third 
day  which  is  ordinarily  the  turning  point.  The 
clips  should  be  removed  the  third  day,  the  patient 
should  be  out  of  bed  the  fourth  or  fifth  and  go 
home  the  seventh  or  eighth.  Before  leaving  the 
hospital  he  should  receive  careful  instructions  as 
to  his  conduct  for  the  next  three  months  and 
should  be  given  a printed  list  of  directions  as  to 
diet  and  rest. 

Hereditary  Gaucher’s  Disease.  J.  P.  Anderson, 
Cleveland  (Journal  A.  M.  A.,  Sept.  23,  1933),  investi- 
gated the  history  of  a Russian  family  in  which  there  is 
a possibility  of  hereditary  transmission  of  Gaucher’s 
disease.  He  reports  the  clinical  history  of  this  family 
in  the  hope  of  stimulating  a thorough  study  to  the  third 
generation  of  families  in  which  instances  of  Gaucher’s 
disease  have  occurred.  The  history  of  the  family  ob- 
served .shows  that  Gaucher’s  disease  has  affected  almost 
all  the  women  and  none  of  the  men.  Two  of  the  girls 
are  dead.  In  one  case  the  diagnosis  of  Gaucher’s 
disease  was  established  with  tuberculosis  as  an  inter- 
current and  terminal  infection.  Of  the  two  living  mem- 
bers exhibiting  the  disease,  one  has  been  proved^  by 
splenic  puncture  to  have  many  Gaucher  cells.  Liver 
extract  administered  for  eight  weeks  to  one  patient 
with  Gaucher’s  disease  had  no  apparent  effect  in  com- 
bating a steady  progression  of  the  disease,  including 
increasing  anemia. 
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THE  MALPRACTICE  MENACE 
For  many  years  members  of  the  medical  pro- 
^ fession  have  been  considered  legitimate  prey  as 
I victims  for  malpractice  suits.  Supposed,  as  a 
class,  to  be  affluent,  it  has  not  been  difficult  to 
develop  alleged  malpractice  against  a physician 
for  his  treatment  of  a certain  patient,  the  result 
of  which  was  not  entirely  to  his  satisfaction.  It 
I has  long  been  recognized  that  a large  proportion 
of  these  cases  have  been  purely  blackmail,  but 
many  individuals  with  compliant  attorneys  have 
been  willing  to  take  a chance  on  getting  what 
they  thought  was  easy  money.  The  period  of 
depression  has  magnified  these  cases  to  such  an 
extent  that  in  many  sections  this  has  developed 
into  a real  threat  and  sometimes  appears  as  what 
might  be  termed  a medical  racket. 

At  the  recent  American  Medical  Association 
Conference  of  Secretaries  and  Editors  the  sub- 
ject of  medical  defense  received  much  attention, 
being  introduced  by  the  reading  of  two  papers 
and  discussed  by  representatives  of  associations 
from  many  states.  The  testimony  was  unani- 
mous that  no  suit  of  this  sort  can  be  effectively 
prosecuted  unless  supported  by  the  testimony  of 
medical  men.  Accordingly,  relief  from  this  medi- 
cal menace  must  be  obtained  primarily  through 
checking  this  assistance  from  members  of  the 
profession.  Various  means  of  obtaining  this  end 
I were  presented.  iMen  from  several  states,  where 
the  population  is  limited  and  the  number  of  phy- 
I sicians  comparatively  small,  stated  that  they  have 
1 no  malpractice  suits  by  reason  of  the  fact  that 
' no  doctor  can  be  obtained  to  testify  against  an- 
other. This  fact  being  well  known  to  the  legal 
profession,  such  action  is  discouraged  by  attor- 
neys who  are  well  aware  that  such  suits  will  fail 
without  medical  support.  In  the  more  populous 
states,  however,  where  large  cities  are  located, 
j such  unanimity  does  not  prevail  among  members 
of  the  profession,  and  some  specific  measures 
’ are  needed  to  obtain  results. 

Among  plans  proposed  to  remedy  the  situation, 
that  from  Connecticut  was  received  with  much 


favor.  Whenever  a suit  is  started  against  a mem- 
ber of  the  local  society,  a fact-finding  committee 
is  appointed  from  its  members  which  interviews 
all  physicians,  nurses  and  laymen  who  have  in- 
formation bearing  on  the  case,  rather  than  leav- 
ing this  task  to  the  society’s  secretary  and  at- 
torney. It  is  emphasized  that  this  is  not  a legal 
procedure  but  an  effort  to  obtain  the  facts.  At 
the  same  time  every  effort  is  made  to  make  con- 
tact with  all  persons  connected  with  the  prosecu- 
tion, particular  attention  being  paid  to  the  phy- 
sicians who  are  to  testify  against  the  defendant. 
From  these  individuals  are  sought  the  facts  on 
which  the  action  is  based.  It  is  stated  the  knowl- 
edge that  such  a fact-finding  committee  from 
the  medical  society  was  investigating  a given  case 
has  been  influential  in  preventing  the  continuance 
of  some  prosecutions.  By  means  of  such  an  in- 
quiry it  may  be  possible  to  ascertain  whether  or 
not  the  defendant  has  really  been  guilty  of  negli- 
gence, or  if  the  case  has  no  merit  and  is  purely 
of  a blackmailing  character.  These  facts  will 
necessarily  have  some  bearing  on  the  attitude  of 
the  society  in  conducting  its  defense  of  the  ac- 
cused. Publicity  of  the  facts  previous  to  the 
date  set  for  trial  will  be  a most  potent  factor  in 
securing  justice  for  the  accused  physician.  An- 
other telling  procedure  that  has  a tendency  to 
check  adverse  testimony  against  a brother  physi- 
cian is  medical  ostracism  toward  one  who  parti- 
cipates in  such  attacks  on  a member  of  the  pro- 
fession. This  was  reported  as  a very  effective 
weapon  in  its  deterring  influences.  There  is  no 
question  but  this  situation  is  one  demanding  the 
earnest  attention  of  the  profession  where  this 
abuse  exists. 


CONTRACT  PRACTICE  AUTHORIZED 
In  these  latter  days  many  varied  views  have 
arisen  regarding  radical  changes  in  established 
customs,  affecting  many  lines  of  business  and 
professional  practices.  The  attitude  of  employers 
and  capitalists  toward  employees  and  the  conduct 
of  business  have  undergone  radical  changes  that 
would  not  have  been  dreamed  of  a year  ago.  A 
large  proportion  of  these  transformations  will 
doubtless  be  permanent  and  ere  long  will  be  ac- 
cepted by  everyone  as  features  of  daily  life  that 
will  be  followed  unquestionably  l)y  all  of  us.  It 
is  not  surprising,  therefore,  that  some  radical 
changes  might  be  considered  in  the  practice  of 
medicine.  In  fact,  when  we  contemplate  the  situ- 
ation of  the  medical  profession  in  foreign  coun- 
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tries,  we  cannot  fail  to  realize  that  revolutionary 
transformations  may  be  impending  in  this  coun- 
try which  will  profoundly  alter  our  methods  of 
practice. 

Naturally  conditions  surrounding  the  practice 
of  medicine  vary  in  different  states,  being  affect- 
ed by  local  conditions  which  might  not  exist  else- 
where or  might  be  observed  with  varying  degrees 
of  importance.  In  Washington  and  Oregon  one 
of  the  most  disturbing  factors  within  recent  years 
has  been  the  expanding  and  overwhelming  devel- 
opment of  contract  practice.  In  fact,  this  has  for 
sometime  been  one  of  the  most  absorbing  topics 
of  discussion  in  county  and  state  medical  gath- 
erings. In  both  states  the  subject  has  been  con- 
sidered by  county  societies,  whose  members  have 
determined  that  the  only  way  to  check  this  pro- 
gressive menace  from  organizations  fostered  by 
laymen  and  groups  of  doctors  among  their  own 
numbers,  has  been  for  the  societies  themselves  to 
make  adventures  into  the  field  of  contract  prac- 
tice. In  Washington  this  undertaking  has  assum- 
ed such  proportions  that  at  the  last  meeting  of 
the  State  Association  this  organization  itself  not 
only  approved  the  establishment  of  county  ser- 
vice bureaus  to  engage  in  contract  practice,  but  it 
established  a state  bureau  to  coordinate  the  coun- 
ty groups.  In  this  issue  will  be  found  a series 
of  papers  read  at  the  annual  meeting  bearing  on 
different  phases  of  this  sort  of  practice,  and  in 
the  official  report  of  the  Transactions  of  the 
House  of  Delegates  will  be  noted  resolutions  per- 
taining to  this  subject.  The  profession  of  this 
state  has  adopted  this  form  of  practice  in  spite 
of  former  strenuous  condemnation  of  it,  believ- 
ing that  it  leads  the  way  to  the  solution  of  a great 
abuse. 

At  the  same  time  it  is  well  known  that  this 
form  of  practice  is  not  looked  upon  with  favor 
by  leaders  of  the  profession  in  more  conserva- 
tive sections  of  our  country.  At  the  recent  an- 
nual Conference  of  Secretaries  and  Editors  under 
auspices  of  American  Medical  Association,  dis- 
approval was  emphatically  expressed  against  the 
medical  profession  participating  in  any  such  fields 
of  practice  which  have  hitherto  been  viewed  with 
universal  condemnation.  Now  that  Washington 
State  iMedical  Association  has  formally  ventured 
upon  a course  which  has  not  hitherto  been  adopted 
by  the  organized  profession,  the  en.suing  results 
of  such  an  undertaking  will  doubtless  be  observed 
with  interest  and  possibly  anxiety  on  the  part  of 
the  profession  in  other  localities.  The  experi- 
ences during  the  coming  year  ought  to  estaldish 


whether  or  not  this  new  venture  has  been  a wise 
one  and  will  become  productive  of  results  of  suffi- 
cient satisfaction  to  establish  it  as  a permanent 
form  of  medical  practice. 


THE  SEATTLE  MEETING 

A sufficiently  large  number  of  members  of  the 
Washington  Association  were  present  at  its  an- 
nual meeting  in  Seattle,  together  with  visitors 
from  Oregon  and  elsewhere,  to  provide  a good 
attendance  at  all  its  sessions  and  various  func- 
tions. As  is  usual  with  these  gatherings,  the  op- 
portunity to  renew  acquaintances  and  meet  old 
friends  was  one  of  the  most  successful  features 
of  the  meeting. 

Since  so  much  attention  is  being  paid  by  the 
whole  profession  to  medical  economics  and  the 
many  troul)lesome  problems  which  have  arisen, 
the  morning  session  of  the  first  day  was  devoted 
to  papers  dealing  with  contract  practice  and  allied 
topics,  with  their  bearing  on  the  general  prac- 
titioner and  other  phases  of  these  subjects.  These 
papers  are  published  in  this  issue.  Perhaps  the 
most  impressive  paper  presented  was  “Amebiasis 
in  Clinical  Practice”  by  Dr.  Barrow  of  Los 
Angeles.  This  was  a movie  with  the  speaking 
feature  given  in  person  l)y  the  author.  On  the 
screen  appeared  a series  of  presentations  of  the 
living  amelia,  showing  its  activities  with  the  pseu- 
dopods extending  and  absorbing  material,  the 
field  being  alive  with  bacteria.  This  was  a mar- 
velous reproduction  of  oil  immersion  micro- 
photographs. The  doctor  and  his  photographer 
are  entitled  to  congratulations  for  such  remark- 
able pictures.  The  many  other  papers  of  interest 
will  be  published  in  coming  issues  of  this  journal. 

Special  comment  should  be  made  of  the  patho- 
logic exhibits  which  surpassed  anything  which  has 
ever  been  presented  at  the  annual  meetings  of 
this  association.  While  all  were  worthy  of  study 
and  comment,  some  of  the  most  noteworthy  were 
the  specimens  of  gallbladders  from  Seattle  Gen- 
eral Hospital,  containing  stones  in  situ  and  the 
demonstrations  of  much  gallbladder  pathology. 
The  brain  sections  of  the  Neurosurgical  Clinic 
presented  striking  lesions  of  the  brain  well  worthy 
of  study.  Dr.  Ray  Jones  has  assembled  a col- 
lection of  colored  slides,  illustrating  the  various 
phases  of  gonorrheal  infections  from  its  insipi- 
ency  to  its  termination,  which  has  become  a 
classic  presentation  of  this  disease. 

The  social  events  of  the  meeting  featured  the 
stag  dinner  and  the  dinner  dance.  The  main 
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feature  of  the  former  was  the  eloquent  and 
scholarly  address  of  President  Stephen  Penrose 
of  Whitman  College  on  Dr.  IMarcus  Whitman, 
the  first  doctor  of  the  Pacific  Coast.  It  was  a 
vivid  account  of  some  of  the  outstanding  activi- 
ties of  the  first  doctor  engaged  in  actual  prac- 
tice in  this  great  western  country.  The  speaker 
called  attention  to  the  Whitman  celebration 
which  will  occur  in  Walla  Walla  in  1936,  when 
a monument  will  be  erected  to  the  memory  of  this 
pioneer.  In  connection  with  this  event  the  Wash- 
ington State  Medical  Association  voted  to  hold 
its  annual  meeting  that  year  in  the  city  of  Walla 
Walla. 

Particular  commendation  is  due  the  Woman’s 
Auxiliary  to  the  State  Association  for  the  as- 
sistance rendered  in  making  this  meeting  a social 
success.  Many  fascinating  events  were  carried 
out  for  the  entertainment  of  visiting  wives  and 
friends.  These  activities  have  become  an  estab- 
lished and  necessary  feature  of  these  state  meet- 
ings. The  gratitude  of  all  members  and  visitors 
was  extended  to  the  Auxiliary  for  its  continuous 
and  complete  activities. 

The  annual  tournament  of  Washington  State 
IMedical  Golf  Association  has  become  a perman- 
ent feature  of  these  state  meetings.  The  par- 
ticipants from  different  parts  of  the  state  num- 
bered one  hundred  and  thirteen,  the  first  day  of 
the  meeting  being  devoted  to  the  usual  contests 
in  this  great  national  sport.  As  usual  the  Yakima 
County  contingent  captured  a majority  of  the  tro- 
phies. These  contestants  seem  to  be  invincible. 
However  strenuously  golfers  from  other  sections 
may  strive  against  the  Yakima  representatives, 
their  efforts  seem  of  no  avail.  Everything  taken 
into  consideration,  this  was  recognized  as  one  of 
the  memorable  meetings  of  the  state  association. 


PROGRAM  OF  THE  OREGON  MEETING 
In  our  last  issue  announcement  was  made  of 
the  annual  meeting  of  Oregon  State  Medical 
Society  to  be  held  at  Hotel  Benson,  Portland, 
October  26-28,  for  which  the  Portland  City  and 
County  Medical  Society  will  be  host.  The  pre- 
liminary program  of  that  issue  is  elaborated  into 
the  complete  program  herewith  presented.  Its 
features  are  such  as  to  attract  anyone  wishing 
to  familiarize  himself  with  some  of  the  latest 
advances  in  medical  practice.  A notable  feature 
of  this  meeting  is  that,  with  the  exception  of 
Dr.  Leland,  representing  the  American  Medical 
Association,  all  participants  are  meml)ers  of 


the  Oregon  Society.  Physicians  from  adjacent 
states  are  cordially  invited  to  attend  this  meet- 
ing and  enjoy  the  social  features  prepared,  as 
well  as  the  satisfaction  of  making  acquaintances 
with  members  of  the  Oregon  profession. 

PROGRAM 
Thursd.w,  October  26. 

7 ;C0  a.ni. — Breakfast  Meeting  of  House  of  Delegates, 
Oak  Dining  Room,  Hotel  Benson. 

9 ;00  a.ni. — Registration,  Rose  Room,  Second  Floor, 
Hotel  Benson. 

9:30  a.m. — General  Scientific  Session,  Tyrolean  Room, 
Second  Floor,  Flotel  Benson. 

Symposium  on  Cancer  of  the  Breast — Frank  R.  Mcnne, 
Portland,  Presiding. 

11  :30  a.m.— President’s  Address,  A.  E.  Mackay,  Port- 
land. 

12 :00 — Annual  Meeting  of  the  Oregon  Public  FIcalth 
League,  Room  12,  Hotel  Benson. 

2:00  p.m. — Scientific  Section  Meetings,  Hotel  Benson. 
Medical  Section,  Tyrolean  Roo-m — ^William  T.  Johnson, 
Corvallis,  or  Frank  Butler,  Portland,  Presiding. 

1.  Colds,  Sinus  Infections  and  Dietetic  Treatment. 
E.  V.  Ullman,  Portland. 

2.  Diphtheria  in  Oregon.  Frederick  D.  Strieker, 
Portland,  State  Health  Officer. 

3.  Practical  Points  in  the  Management  of  the 
Diabetic.  Blair  Holcomb,  Portland. 

4.  Blood  in  the  Cerebrospinal  Fluid  of  New- 
Born.  Its  Relation  to  Prognosis.  L.  Howard 
Smith,  Portland. 

5.  The  Thyroid  Heart.  Its  Medical  Management. 

Leon  A.  Goldsmith,  Portland. 

Surgical  Section,  Room  204 — G.  A.  Massey,  Klamath 
Falls,  or  W.  B.  Morse,  Salem,  Presiding. 

1.  Pruritis  and  Kraurosis  Vulvae,  Treatment  by 
Alcohoil  Injections.  W illiam  M.  Wilson,  Port- 
land. 

2.  Surgery  of  the  Colon  and  Sigmoid.  Charles 
T.  Sweeney,  Medford. 

3.  The  Value  of  Methylene  Blue  as  an  Aid  in 
Localization  of  Perforated  Peptic  Ulcers.  Oliver 
M.  Nisbet,  Portland. 

4.  The  Factor  of  Spasm  in  Relation  to  Peptic 
Ulcer.  M.  E.  Steinberg,  Portland. 

5.  Some  of  the  Chemic  Secrets  of  the  Subarach- 
noid Space  During  Spinal  Novocaine  Anesthesia. 
George  R.  Vehrs,  Salem. 

Frid.cy,  October  27. 

7.00  a.m. — Breakfast  Meeting  of  House  of  Delegates, 
Oak  Dining  Room,  Hotel  Benson. 

9 :0O  a.m. — General  Session  on  Medical  Economics, 
Tyrolean  Room,  Second  Floor,  Hotel  Benson. 
Arranged  and  conducted  by  the  Committee  on 
State  Industrial  Affairs  and  the  Committee  on  Free 
Medical  Care. 

A.  M.  WTbster,  Portland,  or  S.  G.  Henricks,  Port- 
land, Presiding. 

1.  A New  Deal  in  the  Relationship  of  the  Physi- 
sician  to  Organizations  Rendering  Free  or 
Part-Pay  Medical  Care.  S.  G.  Henrickc,  Port- 
land, Chairman  Committee  on  Free  Medical 
Care. 

2.  The  .A.bilitv  of  the  Peonic  of  Oregon  to  Pay  for 
Medical  Care.  Clyde  C.  Foley,  E.Kccnti\-e  Sec- 
retary. 

3.  Experiments  in  Hospital  Insurance.  R.  W'. 
Nelson,  President,  Oregon  Council  of  Hospi- 
tals. 

4.  Medical  Phases  of  Workmen’s  Compensation 
from  the  \'icwpoint  of  the  State  Industrial 
.\ccident  Commission.  R.  R.  Jackson.  Claim 
.\gent,  Oregon  .State  Industrial  .Xccident  Com- 
mission. 
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12  ;00  m. — Alumni  and  Fraternity  Luncheons. 

2:00  p.m. — General  Session  in  Medical  Economics. 

1.  The  Insurance  Principle  in  the  Practice  of 
Medicine.  R.  G.  Leland,  Director,  Bureau  of 
Medical  Economics,  American  Medical  Asso- 
ciation. 

2.  The  Aims,  Organization  and  Operation  of  Pro- 
fessionally Controlled  Group  Health  Asso- 
ciations. Eugene  P.  Owen,  Portland.  President, 
Multnomah  Industrial  Health  Association. 

6:30  p.m. — Annual  Banquet  (Informal),  Crystal  Room, 
Hotel  Benson.  Wives  and  guests  of  members  are 
invited. 

Address : The  First  American  Doctor  of  the  Pacific 
Coast.  Stephen  B.  L.  Penrose,  President.  Whit- 
man College,  Walla  Walla. 

Saturday,  October  28. 

7 ;(X)  a.m. — Breakfast  Meeting  of  House  of  Delegates, 
Oak  Dining  Room,  Hotel  Benson. 

9:(X)  a.m. — Business  Meeting  and  Election  of  Officers, 
Tyrolean  Room.  Hotel  Benson. 

10:00  am. — General  Scientific  Session.  Tyrolean  Room, 
Hotel  Benson. 

William  T.  Johnson,  Corvallis,  Presiding. 

1.  A Consideration  of  Functional  Uterine  Bleed- 
ing. Karl  H.  Martzloff,  Portland. 

2.  Practical  Points  in  the  Diagnosis  of  Lesions  of 
the  Oral  Cavity.  Joseph  A.  Pettit,  Portland. 

3.  Small  Intestinal  Tumors.  Thomas  M.  Joyce, 
Portland. 

4.  An  Unusal  Paralytic  S3'ndrome  in  Pregnancj’. 
Goodrich  C.  .Schauffler,  Portland. 

12:30  p.m. — Sixth  Annual  Golf  Tournament,  Multno- 
mah Golf  Club. 

Cars  for  visiting  Physicians  will  leave  the  Hotel 
Benson  at  the  hour  above  Cafeteria  luncheon 
may  be  obtained  at  the  golf  club. 

6:00  p.m.- — Dinner  and  Awarding  of  Golf  Prizes. 
Multnomah  Golf  Club. 


THE  OREGON  AUXILIARY 

The  seventh  annual  meeting  Woman’s  Auxil- 
iary to  Oregon  State  Medical  Society  will  be 
held  at  Portland,  October  26-28,  with  headquar- 
ters at  Portland  Hotel. 

An  extensive  program  of  business  meetings 
and  social  entertainments  is  planned  for  the  con- 
vention. 

There  will  be  one  business  session  every  day, 
conducted  by  Mrs.  Wilson  Johnston,  president, 
to  be  followed  by  a social  program  in  charge  of 
Mrs.  A.  H.  Cantril,  hospitality  chairman  of  the 
local  auxiliary.  Mrs.  Charles  Petheram  is  mak- 
ing plans  for  the  opening  luncheon  on  Thursday 
at  the  Portland  Hotel.  Later  in  the  afternoon  a 
tea  will  be  held  at  the  home  of  Mrs.  Paul  T. 
Neely  for  the  visitors.  Friday's  luncheon  will 
be  at  the  Town  Club  with  Mrs.  C.  U.  Moore 
in  charge  of  the  program.  In  the  evening  the 
State  Medical  Society,  whch  is  convening  at  the 
same  time,  has  asked  the  women  to  participate  in 
a joint  banquet  at  the  Benson  Hotel.  Saturday 
morning,  Mrs.  R.  C.  Coffey  will  arrange  for  a 
state  officers’  breakfast  to  be  followed  by  a 
business  session,  and  a demonstration  on  the  use 
of  “Hygeia”  by  a health  teacher,  Mrs.  Grace 


Hill.  Mrs.  Charles  T.  Sweeney  of  Medford  will 
become  the  new  state  president  at  this  time.  We 
urge  all  doctors’  wives  throughout  the  state  to 
attend  this  convention,  and  make  it  the  success 
which  it  deserves  to  be. 

PROGRAM 
Thursday,  October  26. 

10:30  a.m. — Registration  in  the  Main  Parlor. 

11;(X)  a.m. — ^Business  Meeting. 

Greetings  from  Multnomah  County,  Mrs.  Noble 
Wiley  Jones. 

Response,  Mrs.  John  G.  Abele. 

Minutes  of  Previous  Meeting. 

Reports  of  State  Officers. 

President,  Mrs.  Wilson  Johnston. 

Corresponding  Sec’y,  Mrs.  R.  L.  McArthur. 
Treasurer,  Mrs.  Paul  T.  Neely. 

District  Reports  of  the  Vice-Presidents. 

Mrs.  John  G.  Abele,  Portland. 

Mrs.  Ray  Logan,  Seaside. 

Mrs.  Vernon  A.  Douglas,  Salem. 

Mrs.  J.  P.  Brennan,  Peneleton. 

Announcements  and  Appointment  of  Committees. 
12:30  Noon — No-Host  Luncheon  at  the  Portland  Hotel. 
4:(X)  p.m. — Welcoming  Tea,  Mrs.  Paul  T.  Neely,  500 
Oifton  Place. 

Friday,  October  27. 

9 :30  a.m. — Business  Meeting. 

Greetings,  Dr.  A.  E.  MacKay,  Pres.,  Ore.  State 
Medical  Soc. 

Response,  Mrs-  Chas.  T.  Sweeney,  Medford. 
Reports  of  Standing  Committees. 

Program,  Mrs.  J.  A.  Pettit,  Portland,  Chairman. 
Organization,  Mrs.  Chas.  T.  Sweeney,  Medford, 
Chairman. 

Hygeia,  Mrs.  Roy  A.  Payne,  Portland,  Chairman. 
Public  Relations,  Mrs.  Chas.  E.  Sears,  Portland, 
Chairman. 

Press  and  Publicity,  Mrs.  Leon  A.  Goldsmith, 
Portland,  Chairman. 

Legislation,  Mrs.  P.  S.  Kaad,  Portland,  Qiair- 
man. 

Archieves,  Mrs.  W.  F.  Patrick,  Portland,  Chair- 
man. 

Revisions,  Mrs.  Geo.  E.  Winchell,  Eugene, 
Hospitality.  Mrs.  R.  C.  Coffey,  Portland,  Chair- 
man. 

Membership,  Mrs.  Burton  A.  My’crs,  Salem, 
Chairman. 

Exhibits,  Mrs.  Wm.  Kuykendall,  Eugene,  Chair- 
man. 

Report  of  County  Presidents. 

Clatsop-Tillamook,  Mrs.  A.  G.  Allen,  Astoria. 
President. 

Jackson  County,  Mrs.  E.  A.  Woods,  Ashlanton, 
President. 

Klamath-Lake  County,  Mrs.  E.  D.  Lamb,  Klamath 
Falls,  President. 

Lane  County.  Mrs.  A.  E.  Barnett,  Eugent, 
President. 

Polk-Yamhill-Marion,  Mrs.  E.  E.  Fisher,  Salem, 
President. 

Portland  City  and  County,  Mrs.  F.  E.  Boyden, 
Portland,  President. 

12:30  Noon — No-Host  Luncheon  at  the  Town  Club. 
Reports  from  delegates  to  Milwaukee  Convention. 
Mrs.  Charles  E.  Sears,  Mrs.  Josenh  Pettit. 
6:30  p.m. — Joint  Banquet  with  Oregon  State  Medical 
Society  at  the  Benson  Hotel. 

Saturday,  October  28. 

8:30  a.m. — State  Officers  Breakfast  at  the  Portland 
Hotel. 

9:30  a.m. — Business  Meeting. 

Minute  of  Previous  Sessions. 
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fident  that  he  can  out-Iuiig  and  out-last  the  country’s 
Demonstration,  “How  I use  Hygeia  in  my  Health 
Teaching.’’  Mrs.  Grace  Hill. 

Reports  of  Special  Committees. 

Election  of  Officers. 

Adjournment. 


MEDICAL  NOTES 

The  Society  of  Plastic  and  Reconstructive  Sur- 
gery will  hold  its  annual  meeting  in  New  York  City, 
October  16-28.  Clinics  will  be  held  at  a number  of 
hospitals,  while  the  scientific  program  is  scheduled  at 
New  York  Academy  of  Medicine.  The  program  pre- 
sents papers  by  representatives  from  cities  in  various 
parts  of  the  country,  including  one  from  A.  C.  Bett- 
man  of  Portland  on  “Total  Reconstruction  of  the 
External  Ear.  Original  Technic.’’ 

OREGON 

Changes  in  Department  of  Surgery.  J.  Earl  Else 
of  Portland,  who  for  the  past  twelve  years  has  been 
chairman  of  the  department  of  surgery  at  University 
of  Oregon  Medical  School,  has  been  appointed  profes- 
sor emeritus  of  surgery.  Thomas  H.  Joyce,  a well 
known  surgeon  of  the  city,  has  been  appointed  to  suc- 
ceed Dr.  Else  as  head  of  the  department  of  surgery. 
Charles  T.  Chamberlain  has  been  advanced  from  clin- 
ical associate  of  otolaryngology  to  associate  clinical 
professor. 

North  Pacific  Pediatric  Society.  The  midsummer 
meeting  of  North  Pacific  Pediatric  Society  was  held  in 
Portland,  July  29,  with  a remarkably  good  attendance 
for  these  times.  Dr.  H.  K.  Faber  from  Stanford  Uni- 
versity was  the  guest  speaker  and  his  topic  “Anterior 
Poliomyelitis.”  The  subject  was  summarized  and  ex- 
perimental work  and  treatment  brought  up  to  date  in  a 
particularly  clear  phase. 

The  officers  elected  for  the  coming  year  were:  Arthur 
H.  Gray,  Seattle,  President ; Armin  Rembe,  Seattle, 
\ ice-President ; R.  H.  Somers,  Seattle,  reelected  Sec- 
retary. 

New  Soldiers  Home  Opened.  The  new  Northwest 
National  Soldiers  Home  at  Roseburg  was  opened  last 
month.  This  first  unit  was  constructed  at  a cost  of 
$1,250,000.  The  main  hospital  building  is  278  by  85 
feet,  five  stories  in  height.  The  first  floor  will  be 
utilized  at  once,  containing  100  beds.  The  total  capa- 
city of  the  hospital  will  be  800  patients. 

Infirmary  Contemplated.  Plans  have  been  com- 
pleted for  building  a $100,000  infirmary  for  the  State 
C'niversity  at  Eugene.  Its  construction  is  awaiting  a 
grant  from  the  United  States  federal  public  works  ad- 
miistrnation.  The  present  infirmary  is  a madeover 
house  not  adequate  as  to  size  or  squipment.  The  new 
building  will  provide  for  about  45  beds,  sufficient  to 
satisfy  the  present  needs  of  the  institution. 

James  B.  Foley,  a recent  graduate  of  the  Medical 
Department  of  Creighton  University  at  Omaha,  has 
located  for  practice  at  Roseburg,  after  serving  as  in- 
terne at  St.  Vincent’s  Hospital  at  Portland. 

R.  G.  MacDonald,  recently  of  Pasco,  Wash.,  has 
located  for  practice  at  Amity.  He  recently  graduated 
from  University  of  Oregon  Medical  School  and  later 
served  as  interne  in  Multnomah  County  Hospital. 


W.  F.  Roney  has  located  for  practice  at  Central 
Point.  After  graduating  from  Creighton  University 
Medical  School  he  practiced  in  Portland  for  about  five 
years. 

Edgar  E.  Whiteside,  who  formerly  practiced  in 
Missouri,  has  located  at  Beaveron  where  he  will  prac- 
aice  for  the  future. 


WASHINGTON 

Basic  Science  and  Professional  Examinations. 
The  semiannual  examinations  were  held  in  Seattle  in 
July  under  direction  of  the  Department  of  Licenses.  A 
total  of  fifty-five  applicants  appeared  for  the  basic  sci- 
ence examination,  four  of  these  being  osteopaths,  two 
chiropractors  and  one  drugless  healer.  The  failures  in- 
cluded two  physicians,  two  osteopaths  and  one  drugless 
healer.  The  result  of  the  professional  examinations  were 
as  follows.  Twenty-five  physicans  passed  the  examina- 
tion and  twenty-one  were  licensed  by  reciprocity.  One 
osteopath  passed  by  examination  and  one  licensed  by 
reciprocity.  Two  chiropractors  passed  examination. 

Site  for  Tuberculous  Sanit.vrium.  Lewis  County 
Commissioners  have  decided  to  locate  the  county  tu- 
berulous  sanitarium  at  McCormick,  site  of  a former 
large  lumber  mill  which  has  ceased  to  function.  Old 
mill  buildings  will  be  torn  down  and  a modern  struc- 
ture erected  in  their  place.  Hitherto  tuberculous  pa- 
tients under  the  care  of  the  county  commissioners 
have  been  sent  to  institutions  in  other  counties. 

Tuberculous  Ward  Considered.  County  Commis- 
sioners of  Clark  County  are  contemplating  estab- 
lishing a tuberculous  ward  in  connection  with  the 
county  hospital  at  Vancouver.  At  present  it  is  ne- 
cessary to  send  tuberculous  patients  to  institutions 
in  other  counties.  It  is  believed  money  will  be  saved 
by  establishing  such  a ward  in  connection  with  the 
county  hospital. 

Hospital  Reopened.  Hoquiam  General  Hospital  was 
reopened  last  month  after  being  renovated  and  newly 
equipped.  The  new  section  will  be  devoted  to  the 
care  of  patients,  the  old  building  being  used  as  a 
nurses’  home. 

Rockefeller  Institute  Fellowship.  Bryan  Newson, 
who  has  recently  served  as  Seattle’s  assistant  health 
commissioner,  has  been  awarded  a one  year  fellowship 
at  Johns  Hopkins  University  by  Rockefeller  Institute, 
following  which  he  will  return  to  his  former  position. 
He  will  study  epidemiology,  the  science  of  treating  epi- 
demics. 

Cowi  itz  County  Medical  Society  held  a meeting 
at  Kelso,  September  12.  J.  W.  Henderson  gave  a re- 
port of  the  recent  meeting  of  the  State  Medical  Asso- 
ciation in  Seattle.  Lewis  P.  Gambee,  professor  of 
surgery  at  University  of  Oregon  Medical  School,  read 
a paper  on  “Abdominal  Pain  and  Distention.” 

W.  M.  Whitehe.\d  has  located  for  practice  at  South 
Park,  Seattle.  After  graduating  from  University  of 
Virginia  Medical  Department  and  serving  as  interne 
in  that  state,  he  was  also  interne  at  Virginia  Mason 
Hospital  and  ship’s  surgeon  on  .American  Mail  Line. 
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Walter  W.  E.beling,  graduate  of  University  of 
Penns3’lvania  Medical  School,  after  serving  an  intern- 
ship and  following  special  studies,  has  located  for  prac- 
tice at  Burlington,  where  he  will  act  on  the  staff  of  the 
Cleveland  Clinic. 

Elected  Surgeon  General.  O.  R.  Austin  of  Aber- 
deen, while  attending  the  annual  convention  of  Span- 
ish American  War  veterans  at  Los  Angeles  in  Au- 
gust, was  elected  surgeon  general  of  the  national  body. 

Don.ald  G.  Ev.vns,  chief  of  Seattle  City  Hospital 
staff,  has  been  appointed  acting  assistant  city  health 
commissioner  by  J.  S.  McBride,  city  health  commis- 
sioner. , 

P.\RK  W.  Willis,  Jr.,  a graduate  of  Medical  Depart- 
ment of  University  of  Pennsylvania,  after  completing 
advanced  studies  has  located  for  practice  in  his  native 
■ city,  Seattle. 

E.  K.  Stimpson,  a native  of  Bellingham,  has  located 
in  that  city  for  practice,  being  associated  with  his 
father,  E.  W.  Stimpson. 

M.  T.  MacAvelia,  who  has  recentlj'  been  associated 
witth  the  Cleveland  Clinic  at  Burlington,  has  located 
for  practice  at  Mt.  Vernon. 

IDAHO 

New  B0.A.RD  OF  IMedic.al  Ex.aminers.  Recently  the 
governor  has  appointed  the  following  physicians  on  the 
Idaho  Board  of  Medical  Examiners;  Alexander  Bar- 
clay, Couer  d’Alene;  W.  W.  Brothers,  Pocatello;  H. 
L.  Wilson,  Idaho  Falls;  R.  L.  Nourse,  Boise;  H.  P. 
Ross,  Nampa;  B.  Chipman,  Grangevillc. 

Idaho  Antituberculosis  Association  held  its  an- 
nual meeting  at  Twin  Falls  September  17,  preceding 
the  meeting  of  the  State  Medical  Assoclatoin.  A pro- 
gram was  presented,  including  papers  from  residents 
of  Idaho  cities  and  elsewhere  interested  in  the  wel- 
fare against  tuberculosis. 

R.  J.  Sutton,  who  has  practiced  in  the  past  at  Idaho 
Falls,  has  located  at  Montpelier,  where  he  W'ill  reside 
and  practice  in  the  future. 

W EDDiNG.  H.  R.  Lewis  of  Lewiston  and  Miss  Mar- 
ian J.  E’lis  of  Portlanl  were  married  at  the  home  of 
the  groom’s  parents,  August  23. 

OBITUARIES 

Dr.  W . F.  S.mith  of  Boise,  Idaho,  died  in  his  sleep 
September  10  from  cardiac  disease,  aged  68  years.  He 
was  horn  in  1865  in  Richmond,  Va.  He  otained  his 
medical  degree  from  the  Medical  Department  of  Uni- 
versity of  \ irginia  in  1886.  After  serving  an  intern- 
ship in  Bellevue  Hospital,  New’  York,  he  was  appoint- 
ed Indian  Sanitary  Inspector  at  Portland,  Ore.  Stop- 
ping at  Mountain  Home  he  resigned  his  government 
position  and  practiced  there  until  1908,  when  he  lo- 
cated for  practice  in  Boise  where  he  was  associated 
with  Dr.  J.  L.  Stewart.  For  thirty  j'ears  he  was  dis- 
trict .surgeon  for  Oregon  Short  Line.  He  retired  from 
active  practice  five  years  ago  and  since  then  has  di- 
\idcd  his  time  between  Boise  and  southern  Ca’ifornia. 

Dr.  Ossi.an  j.  West  of  Seattle,  Wash.,  died  Sep- 
tember 29,  aged  67  years,  after  a protracted  period  of 


illness.  He  was  born  in  Jefferson,  Ore.,  in  1866.  He 
obtained  his  medical  degree  from  the  Medical  Depart- 
ment of  Willamette  University  in  1889.  After  several 
3'ears  of  general  practice  he  made  a special  study  of 
pathology  and  bacteriology.  In  1910  he  located  in  Seat- 
tle, where  he  opened  a clinical  laboratory,  being  con- 
sidered the  father  of  pathology  in  that  city.  For  a 
number  of  years  he  was  the  pathologist  to  several 
leading  Seattle  hospitals.  On  account  of  his  unusual 
knowledge  of  pathology  and  bacteriology  he  was  con- 
sidered an  authority  on  these  subjects.  He  W’as  highly 
respected  by  the  whole  medical  profession  by  whom  his 
loss  is  commonly  felt. 

Dr.  William  T.  Lovering  of  Seattle,  Wash.,  died 
September  20,  following  an  appendectomy,  aged  66 
years.  He  was  born  at  Northfield,  Minn.,  in  1867.  He 
obtained  his  medical  education  from  McGill  University, 
from  which  he  graduated  in  1891.  After  graduation  he 
located  in  Seattle,  shortly  afterwards  moving  to 
\'ashon,  where  he  practiced  for  a short  time.  Later  he 
moved  to  Castle  Rock  where  he  practiced  until  1905 
when  he  returned  to  Seattle. 


CORRESPONDENCE 

MEDICAL  ECONOMICS  IN  HONOLULU 

Sept.  1,  1933 

To  the  Editor : 

i\Iay  I through  Northwest  Medicine  thank  the  presi- 
dent of  JVashington  State  Medical  Association  to- 
gether-with  its  other  officers  for  the  splendid  courtesy 
that  W’as  shown  me  as  a visitor?  In  particular  would  I 
mention  the  privilege  given  me  to  speak  before  the 
House  of  Delegates  on  the  economic  plight  of  the  pro- 
fession throughout  the  entire  country.  Here,  indeed,  is 
a live  issue.  Here  is  a problem  that  seems  to  be  chal- 
lenging the  entire  profession  for  a solution. 

Since  1928  I have  been  studying  this  problem.  I 
have  made  a rough  survey  of  it.  That  survey  I have 
finished  by  way  of  the  states  of  the  Pacific  Coast. 
While  it  is  far  from  being  complete,  it  is  a cross-sec- 
tion from  w’hich  a fairly  accurate  estimate  may  be 
made.  From  California  to  Washington  the  complaint 
was  the  same  ; individual  doctors  and  groups  of  doctors 
crying  out  against  the  way  the  industries,  the  lay-con- 
trolled hospital  associations,  insurance  companies  and 
the  socialized  clinics  w’ere  slowly  but  surch'  strangl- 
ing their  profession. 

In  briefly  outlining  this  survey  before  the  House  of 
Delegates,  during  the  course  of  my  remarks,  I was 
asked  to  state  the  economic  condition  of  the  pro- 
fession in  Hawaii.  I was  able  to  speak  only  for  Hono- 
lulu. There,  as  here,  we  have  the  same  prob'em  with 
its  contracting  clinics  dovetailed  into  the  island’s  in- 
dustries, insurance  companies  and  social  service  cut- 
rate  competition.  In  the  matter  of  hospitalization  of 
patients  things  arc  carried  to  a hitherto  unknown  ex- 
tent. These  clinics  have  actually  set  themselves  up  as 
judges  of  the  skill  and-  ability  of  all  confreres.  This 
is  made  eas3’  for  them  because  of  organized  control. 

I should  not  advise  any  physician  or  surgeon  with 
ordinar3'  independence  of  his  medical  mind  to  attempt 
the  ear  of  such  contracting  confreres,  unless  he  is  con- 
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fident  that  he  can  outlung  and  outlast  the  country’s 
industries,  insurance  companies  and  that  inevitably  in- 
nate “man’s  inhumanity  to  man,”  with  which  the  most 
of  us  are  cursed.  We  must  not  forget  Butler’s  lady 
and  her  parrots.  These  parrots  would  not  let  anyone 
read  aloud  in  their  presence,  unless  they  heard  their 
own  names  introduced  from  time  to  time.  If  these  were 
freely  interpolated  into  the  text  they  would  remain  as 
still  as  stones,  for  they  thought  the  reading  was  about 
themselves.  Doctors  are  very  much  like  these  parrots. 

We  are  only  at  war  with  the  natural  order  of  things 
when  we  undertake  to  solve  this  problem  by  reading 
the  newspapers.  It  must  be  ever  before  us  that  this 
problem  belongs  to  every  state  and  territory  of  the 
country.  This  was  the  very  thought  I had  in  mind 
when,  in  a recent  article  by  me,  “Our  Dilemma,”  Ameri- 
can Medicine,  December,  1932,  I said  “there  are  three 
powers,  of  which  we  are  the  life-blood,  that,  properly 
blended,  would  give  to  our  profession  an  edifying  lead- 
ership. They  are  the  American  College  of  Surgeons, 
the  American  Medical  Association  and  the  Medical 
Schools.” 

Let  me  admonish.  Oh  you  poor  foolish  powers ! 
Thinks  me,  and  think  hundreds  of  confreres  with 
whom  I have  exchanged  views  of  this  subject.  Why 
not,  ye  powers,  take  to  heart  the  interest  of  our  un- 
fortunate profession?  Why  ignore  those  who  are  really 
wanting  to  follow  you?  If  ours  is  to  become  a gaunt 
old  profession,  then  the  shame  of  it  you  will  be  com- 
pelled to  share. 

'Very  truly  yours, 

J.  Chistopher  O’Day,  M.D.,  F.A.C.S. 

Honolulu,  Hawaii. 


REPORTS  OF  SOCIETY 
MEETINGS 

WASHINGTON  STATE  MEDICAL  ASSOCIATION 
FORTY-FOURTH  ANNUAL  MEETING  OF  THE 
BOARD  OF  TRUSTEES  OF  WASHINGTON 
STATE  MEDICAL  ASSOCIATION 
The  forty-fourth  annual  meeting  of  the  Board  of 
Trustees  of  Washington  State  Medical  Association  was 
convened  at  the  Olympic  Hotel,  Seattle,  August  28,  1933. 

The  President,  A.  H.  Peacock,  called  the  Trustees  to 
order.  On  calling  the  roll,  a quorum  was  found  pres- 
ent with  the  following  answering  to  their  names:  C.  H. 
Thomson,  A.  Crookall,  A.  O.  Loe,  E.  J.  Rhoades,  J. 
O’Shea,  P.  J.  Gallagher,  H.  J.  Whitacre,  J.  T.  Rooks,  H. 
E.  Rhodehamel,  Carroll  Smith,  A.  H.  Peacock,  A.  E. 
Gerhardt,  George  Anderson. 

The  Secretary  stated  that  the  question  has  come  up 
quite  frequently  as  to  what  dues  shall  we  charge  a man 
who  enters  the  association,  say  August  1,  or  for  part 
of  the  year.  Shall  he  be  charged  the  full  dues  or  shall 
he  be  given  consideration  for  part  of  the  time? 

John  O’Shea  moved  that  we  charge  him  pro  rata  for 
the  year.  After  August  1,  the  member  shall  be  charged 
one-half  of  the  year’s  dues.  J.  T.  Rooks  seconded  the 
motion.  Adopted. 

The  Secretary  stated  that  the  American  Medical  As- 
sociation requested  that  we  change  the  time  of  service 
of  our  delegates  from  a dated  term  to  two  specific  meet- 
ings of  the  National  House.  John  O’Shea  moved  th 


we  so  elect  the  delegates.  In  explanation,  I might  state 
that  the  Illinois  State  Association  and  the  Massachu- 
setts Medical  Asociation  meet  just  prior  to  the  Ameri- 
can Medical  Association.  This  is  not  going  to  accom- 
plish anything  and  they  ask  that  we  change  and  I move 
that  we  accept  it.  P.  J.  Gallagher  seconded  the  mo- 
tion. Adopted. 

Dr.  Thomson  stated : “I  would  like  to  make  a mo- 
tion that  hereafter  the  Journal  be  paid  one  dollar  per 
year.  I move  you,  that  the  contribution  shall  be  re- 
duced to  one  dollar.”  John  O’Shea  said : “I  am  going 
to  second  that  motion.”  Adopted. 

The  Secretary  stated  that  a few  men  had  paid  part 
of  their  dues  and  were  unable  to  pay  the  rest.  Dr. 
Rhoades  moved  that  we  accept  their  contribution.  Sec- 
onded by  Dr.  Thomson.  Adopted. 

The  President  spoke  of  the  necessity  of  raising  addi- 
tional funds  for  the  State  Association  and  suggested  an 
honor  roll. 

Dr.  O’Shea : “I  move  that  the  President  appoint  a 
committee  to  secure  voluntary  contributions  for  the 
purpose  of  continuing  the  work  for  which  this  associa- 
tion was  organized.”  This  motion  was  seconded  by  Dr. 
Whitacre.  Adopted. 

Dr.  O’Shea : “Mr.  President,  I recommend  that  it  is 
the  sense  of  the  Board  of  Trustees  that  we  recommend 
the  incoming  President  retain  the  present  Neo-plastic 
Committee  for  the  coming  year.”  This  motion  seconded 
by  Dr.  Thomson.  Adopted. 

The  Secretary  stated  that  we  have  received  an  invi- 
tation from  the  Chamber  of  Commerce  in  Olympia  to 
hold  the  annual  meeting  there  in  1934.  Dr.  O’Shea : “I 
move  that  this  invitation  be  referred  to  the  House  of 
Delegates.”  Motion  seconded  by  Dr.  Crookall.  Adopt- 
ed. 

The  President  then  stated,  “I  would  suggest  that  the 
Chairman  of  the  Retiring  Committee  file  with  the 
House  of  Delegates  a request  for  the  amount  of  the 
coming  year’s  work  and  have  them  go  over  that  and  see 
what  they  could  allow.” 

Dr.  Peacock  asked:  “Is  there  any  new  business  that 
anyone  wants  to  bring  up.”  He  stated  he  thought  we 
ought  to  congratulate  our  fellow  trustee  for  his  eleva* 
tion  to  the  Judiciary  Council  of  the  American  Medical 
Association. 

Dr.  Rhodehamel:  “Mr.  Chairman,  I am  going  to  in- 
troduce a resolution  tomorrow  thanking  Dean  Lewis 
for  appointing  Dr.  O’Shea  to  the  Judiciary  Council  of 
the  American  Medical  Association.”  The  President 
then  made  a motion  to  adjourn,  seconded  by  Dr.  Thom- 
son. Adopted. 

Adjourned  at  2:30  p.  m.,  Monday,  August  28. 

FORTY-FOURTH  ANNUAL  MEETING  OF 
WASHINGTON  STATE  MEDICAL  ASSOCIATION 
HELD  AT  OLYMPIC  HOTEL,  SEATTLE,  WASH., 
AUGUST  28-31,  1933. 

The  forty-fourth  annual  meeting  of  Washington  State 
Medical  Association  was  held  at  the  Olympic  Hotel, 
Seattle,  Washington,  August  28-31,  1933. 

HOUSE  OF  DELEGATES 
First  Session 
Tuesday,  August  29. 

The  meeting  was  called  to  order  at  11  a.  m.,  by  Presi- 
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dent  A.  H.  Peacock.  On  calling  the  roll,  a quorum  was 
found  present  with  the  following  delegates  answering  to 
roll  call:  A.  G.  Young,  J.  L.  McFadden,  R.  D.  Wiswall, 
J.  W.  Henderson,  M.  P.  Graham,  H.  E.  Coe,  F.  Slyfield, 
E.  Weldon  Young,  A.  T.  Wanamaker,  J.  T.  Whitty,  H. 
G.  Wright,  T.  E.  Douglas,  J.  H.  Matthews,  A.  J.  Bow- 
les, C.  E.  Gray,  V.  W.  Spickard,  Rush  Banks,  L.  F. 
Wagner,  O.  R.  Nevitt,  H.  Feagles,  C.  R.  McCreery,  W. 
G.  Cameron,  W.  B.  Penney,  E.  C.  Ruge,  L.  Hoeffler, 
R.  J.  Sprowl,  J.  G.  Cunningham,  J.  M.  Nelson,  J.  W. 
Mowery,  J.  R.  Morrison,  J.  E.  Bittner,  Jr.,  W.  K.  Cock- 
lin,  G.  Cornett,  George  Anderson,  A.  E.  Gerhardt. 

Motion  was  made  and  adopted  to  accept  the  minutes 
of  previous  session  as  published  in  Northwest  Medi- 
cine. 

The  Secretary-Treasurer  presented  the  last  audit  of 
his  accounts  and  it  was  accepted  and  ordered  published 
in  the  Journal. 

Financial  Report 
To  the  Officers  and  Members 
Washington  State  Mediial  Association. 

Seattle,  ^^'ashington. 

Gentlemen : 

Pursuant  to  your  request,  we  have  examined  the  books 
and  records  presented  us,  of  the  Washington  State 
Medical  Association  and  the  Legal  Defense  Fund,  for 
the  six  months  ending  June  30,  1933,  and  now  present 
our  report.  As  a part  of  this  report,  we  have  prepared 
and  attach  hereto  the  following  Exhibits: 

Medical  Association  Fund  Exhibit  “A”  Page  3 

Medical  Ass’n  Fund-Disbursem’ts. Exhibit  “B”  Page  4 

Legal  Defense  Fund  Exhibit  “C”  Page  5 

Legal  Defense  Fund-Disbursem’ts. Exhibit “D”  Paged 
List  of  Legal  Defense  Fund 

Securities  Exhibit  “E”  Pape  7 

While  it  has  been  our  aim  to  make  these  Exhibits 
self-explanatory,  we  wish  to  comment  briefly  upon  them 
and  shall  do  this  in  the  order  in  which  they  appear. 

Medical  Associ.ation  Fund. 

Receipts  from  membership  dues  for  the  period  have 
amounted  to  $3915,  being  remittances  from  783  mem- 
bers; 629  of  these  were  for  1933;  150  for  1932;  3 for 
1931 ; and  1 for  1934.  These  amounts  were  satisfac- 
torily reconciled  with  the  Cash  Book  and  by  compari- 
son with  remittance  reports  from  the  Secretary-Treas- 
urers of  the  various  County  Societies.  We  have  also 
credited  this  fund  with  interest  received  from  Wash- 
ington Mutual  Savings  Bank  $4.43,  making  a total  in 
receipts  of  $3919.43.  Disbursements  for  the  period  have 
amounted  to  $3047.02  as  shown  by  Exhibit  “B”,  there- 
fore showing  an  increase  in  this  fund  of  $872.41  for  the 
period.  This  amount,  added  to  your  balance  at  January 
1 of  $189.69,  gives  you  a total  to  the  credit  of  this  fund 
of  $1062.10  at  June  30,  1933  as  shown  by  Exhibit  “A.” 
This  balance  is  made  up  of  cash  $10.00  balance  open  ac- 
count First  National  Bank  (Metropolitan  Branch) 
$1041.96  and  Washington  Mutual  Saving  Bank  $10.14. 

Legal  Defence  Fund 

Receipts  from  subscribers  to  this  fund  have  amounted 
to  $2310.00.  Interest  on  bonds  $425.00,  being  total  re- 
ceipts of  $2735.00.  Disbursements  have  amoonted  to 
$1896.15  as  shown  by  Exhibit  “D”,  a net  increase  of  re- 
ceipts over  disbursements  of  $838.85.  This  amount, 
added  to  your  January  1 balance  of  $25,475.47,  gives 


you  a balance  to  the  credit  of  this  fund  at  June  30, 
1933,  of  $26,314.32,  as  shown  by  Exhibit  “C.”  This  bal- 
ance is  made  up  as  shown  by  Exhibit  “E.” 

General. 

The  bank  balances  have  been  satisfactorily  reconciled 
with  statemenes  from  the  depositories.  The  bonds  were 
examined  by  us  and  found  to  be  intact  with  all  unpaid 
coupons  attached. 

All  disbursements  have  been  made  by  vouncher-check, 
drawn  on  your  regular  depository.  They  have  been  en- 
dorsed and  cleared  through  the  bank  in  regular  order. 
Invoices  from  parties  to  whom  payments  have  been 
made  are  properly  ok’d  by  the  President  of  the  Associa- 
tion and  are  on  file,  or  payments  are  authorized  by 
your  minutes  or  by-laws. 

We  hereby  certify  that  the  attached  Exhibits,  together 
with  the  foregoing  remarks,  are  in  agreement  with  your 
books  and  in  our  opinion  are  correct  and  show  the  true 
status  of  the  two  funds  as  at  June  30,  1933,  and  the  cor- 
rect amount  of  receipts  and  disbursements  for  the  six 
months  ending  that  date. 

Respectfully  submitted, 

Louis  E.  Smith  & Co., 

Certified  Public  Accountants, 
By  Louis  E.  Smith,  C.  P.  A. 

REPORTS 

The  following  are  the  several  Committee  Reports 
which  were  read  in  title  and  will  be  published  with  the 
transactions  of  the  meeting  in  Northwest  Medictne. 

Report  of  Oommittee  on  Drugs  and  Prescribing 

A plan  for  flexible  professional  law  enactment  and 
adequate  professional  law  enforcemene  is  hereby  sub- 
mitted : 

A broad  and  somewhat  detailed  study  has  been  made 
of  the  problem,  not  only  of  law  enactment,  but  that  of 
adequate  law  enforcement.  The  original  assignment 
contemplated  recommendations  for  the  regulation  and 
control  of  the  sale  of  the  barbiturates,  but  it  was  soon 
determined  that  this  class  of  products  presented  only 
one  division  of  a somewhat  complex  problem.  It  is  be- 
lieved that  the  recommendations  of  tbis  Committee  will 
be  more  clearly  understood,  if  a brief  outline  of  scien- 
tific progress  during  the  past  quarter  of  a century  is 
presented  and  its  effect  upon  the  community  con- 
sidered. 

During  the  past  twenty- five  years  we  have  witnessed 
epochs  in  medicine  as  well  as  in  industry.  Insulin  has 
been  given  to  the  world,  the  power  and  the  danger  of 
radium  has  been  learned.  Liver  extract  has  been  de- 
veloped to  a positive  therapy,  vitamin  activity  and  blood 
chemistry  have  rationalized  diagnosis  and  dietetics  and 
a century  of  progress  in  biochemistry  and  laborator>' 
control  and  standardization  of  various  therapeutic 
agents  have  been  made. 

The  press,  always  eager  for  the  unusual,  have  publi- 
cised many  of  these  developments  and  have  paved  the 
way  for  public  reception  of  almost  any  nostrum,  “ism” 
or  compound  comes  out  and  another  law  is  necessary, 
body  one  of  these  epochs  in  medicine. 

Laws  are  not  flexible  and  under  even  the  most  quali- 
fied supervision  still  leave  many  loopholes.  Washing- 
ton’s system  of  enforcement  has  degenerated  into  one 
of  the  weakest  in  the  United  States.  In  addition  to  this 
handicap,  with  the  possible  exception  of  the  Basic  Sci- 
ence Act,  statutes  defining  and  regulating  the  practice 
of  medicine  and  controlling  other  subject  matter  coming 
properly  within  this  sphere,  have  not  been  modernized 
for  the  past  twenty- five  years. 

To  consider  more  specifically  what  is  meant  by  mod- 
ernization of  these  statutes,  we  may  take  the  case  of 
the  barbiturates.  They  are  only  one  of  many  agents  em- 
ployed in  the  relief  or  treatment  of  symptoms  of  di- 
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sease  and  subject  to  no  control  whatever.  To  establish 
proper  control,  under  our  present  system,  a separate 
statute  is  required.  Tomorrow  some  new  item,  device 
or  compound  comes  out  and  another  law  is  necessary. 
It  has  been  found  that,  through  the  latitude  of  so-called 
shopkeeper’s  license,  anyone  may  practice  medicine  in 
this  state,  even  though  he  has  never  had  one  day’s  train- 
ing in  any  school,  and  provided  he  confines  his  diag- 
nosis and  treatment  to  the  sale  of  original  package 
medicines  which,  under  the  law,  he  is  permitted  to  com- 
pound himself  or  to  purchase  from  some  person  equally 
incompetent.  It  is  true  that  the  field  is  somewhat  cir- 
cumscribed and  that  under  intelligent  supervision  a con- 
viction might  be  obtained,  but  the  line  is  so  close  that  a 
clever  sanipractor,  assisted  by  a clever  attorney,  would 
have  a three  to  one  chance  of  beating  the  case.  This 
point  is  mentioned  only  to  show  that  to  properly  cover 
the  field  and  to  keep  abreast  of  the  changes,  the  poison 
laws  would  have  to  be  rewritten,  laws  relating  to  the 
compounding  of  medicines  changed,  the  food  arid  drug 
act  strengthened,  as  well  as  the  time  of  a legislature 
demanded  in  passing  several  individual  bills,  such  as  a 
barbituric  acid  measure.  Those  of  you  who  have  had 
legislative  experience  know  that  one  or  two  measures  a 
session  is  about  all  that  any  association  or  profession  is 
going  to  get. 

Men,  who  have  been  closely  identified  with  legislative 
bodies  and  enforcement  departments,  have  been  inter- 
viewed. So  also  has  the  attorney  from  the  office  of  the 
Attorney  General  who  has  acted  as  legal  draftsman  for 
the  legislature  for  almost  twenty  years.  Their  views 
on  the  subject  concur  with  our  findings,  and  it  appears 
to  all  of  us  that  a new  plan  of  flexible  law  enactment 
and  competent  law  enforcement  should  be  considered. 
Flexible  so  that  problems,  arising  from  compounds  like 
the  barbiturates,  the  unregulated  sale  of  some  secret 
formula  preparation,  potentially  dangerous,  or  the  half- 
baked  diagnosis  and  treatment  of  disease  by  some  “ism,” 
can  be  controlled  without  having  to  wait  the  pleasure 
of  the  legislature  for  a special  law. 

The  Washington  State  Pharmaceutical  Association 
attempted  to  amend  certain  of  these  laws  to  correct  such 
conditions,  but,  due  to  legislative  difficulties  this  was 
impossible.  The  last  legislature  had  many  pressing  eco- 
nomic situations  to  deal  with,  and  receiving  no  admis- 
eration  support,  no  attempt  was  made  by  the  profes- 
sional groups  to  press  amendments  as  outlined. 

Now  that  the  federal  government  has  paved  the  way 
by  conferring  blanket  legislative  authority  upon  our 
chief  executive,  it  is  believed  that  the  creation  of  a 
properly  qualified  and  responsible  department,  with 
authority  under  a skeleton  framework  to  meet  new 
problems  and  changing  conditions  without  a special  sta- 
tute for  every  issue,  is  highly  necessary.  Board  control 
for  each  group  now  included  in  the  Department  of  Li- 
censes, responsible  only  to  themselves,  is  not  desirable. 
However,  medicine,  dentistry  and  pharmacy  should 
have  definite  control  and  supervision  over  laws  relat- 
ing to  their  respective  professions,  and  should  be  able 
to  specify  qualifications  and  supervise  the  work  of  those 
agents  who  are  charged  with  the  duty  of  law  enforce- 
ment. The  selection  of  the  members  representing  these 
professions  should  rest  with  their  respective  societies, 
to  whom  these  members  should  be  responsible. 

No  governor  likes  to  give  up  power  and,  with  con- 
trol of  patronage,  it  is  doubtful  if  the  present  or  any 
other  executive  would  give  his  sanction  to  a change  in 
the  Administrative  Code  to  accomplish  what  is  believed 
to  be  necessary  in  the  interest  of  public  protection.  It 
is  suggested  that  the  machinery  of  the  Initiative  be  used 
and  a department,  without  one  cent  of  cost  to  the  tax- 
payer, be  created  which  can  give  Washington  flexible 
and  efficient  law  enforcement. 

It  should  be  noted  that  medicine,  dentistry  and  phar- 
macy pay  in  the  bulk  of  the  professional  fees  assessed 
by  license  and  that  not  one  cent  goes  to  support  the 
work  for  which  they  were  originally  assessed.  These 
fees  are  dumped  into  the  general  fund  and  such  funds  as 


are  available  have  to  come  by  legislative  appropriation 
for  the  department.  This  year  the  appropriation  is  per- 
haps little  more  than,  one-third  of  what  the  department 
would  have,  if  the  fees  were  properly  used. 

The  plan  has  been  proposed  to  draft  an  act,  creating 
a Department  or  Bureau  of  Professional  Law  Enforce- 
ment, leaving  its  headquarters  in  the  Department  of  Li- 
censes, if  necessary,  but  setting  aside  the  professional 
fees  for  the  use  of  this  department,  and  granting  it 
authority  to  supervise,  direct  the  enforcement  of  all 
laws  relating  to  the  practice  of  the  respective  profes- 
sions, the  sale  of  poisons,  the  use  of  unfair  or  mis- 
leading professional  or  trade  practices,  and  in  addition 
the  right  to  classify  and  to  regulate  any  therapeutic 
agent,  design  or  device  in  which  skill  or  training  is  re- 
quired in  the  protection  of  the  public  health.  The  work 
of  conductng  examinations,  passing  upon  qualifications, 
and  so  forth,  in  their  respective  groups  could  be  han- 
dled in  this  department.  The  Director  of  Licenses  would 
function  as  a bookkeeper  or  custodian  of  departmental 
records,  which  he  is  possibly  qualified  to  do.  All  fees, 
licenses,  etc.  should  be  paid  into  the  State  Treasurer  and 
held  in  a special  fund  to  be  used  by  this  department  and 
drawn  out  on  voucher. 

This  plan  has  been  submitted  to  the  State  Pharma- 
ceutical Association  which  has  approved  it  in  substance 
and  has  appointed  a committee  with  power  to  act  ac- 
cordingly. 

The  membership  of  this  department  has  been  suggest- 
ed as  three  men  from  each  profession,  that  is,  medi- 
cine, dentistry  and  pharmacy,  with  the  Director  of  Li- 
censes and  state  chemist  as  ex-officio  members  and  pos- 
sibly also  the  State  Director  of  Health.  Each  group 
would  elect  one  of  its  three  members  as  chairman  and 
the  chairmen  of  the  three  groups  would  meet  once  a 
month  to  direct  and  supervise  enforcement,  adopt  ne- 
cessary regulations,  and  would  call  in  the  whole  body 
whenever  necessary. 

It  will  take  50,000  valid  signatures  by  initiative  to 
place  this  on  the  ballot.  We  have  no  doubt  but  that  the 
physicians,  dentists  and  pharmacists  could  get  this  re- 
quired number  within  thirty  days,  and  that  sufficient 
favorable  publicity  can  be  obtained  to  place  the  act  be- 
fore the  voters  so  that  it  will  meet  with  their  approval. 

J.  E.  Hunter,  Chairman, 

G.  E.  Price, 

J.  M.  Bowers, 

A.  C.  Stewart, 

W.  E.  Tupper. 

Keport  of  Committee  on  Maternal  Care 

A complete  survery  of  all  of  the  hospitals  in  the  State 
of  Washington  was  assembled  by  this  committee  with  a 
view  of  establishing  the  incidence  of  cesarian  section  as 
related  to  the  total  number  of  births.  The  cooperation 
extended  was  excellent.  A total  of  12,613  births  from 
January  1,  1931,  to  December  31,  1932,  were  reported. 
Originating  from  this  series  320  sections  were  per- 
formed. 

The  causes  for  section  in  the  opinion  of  this  com- 
mittee were  with  few  exceptions  entirely  justified. 
Eclampsia,  placenta  previa,  and  contracted  pelvis  plus 
repeat  section  were  by  far  the  main  causes  for  this 
operation. 

Fifteen  deaths  resulted  from  this  series  of  320  sec- 
tions, an  incidence  of  four  and  seven-tenths  per  cent. 
The  causes  of  death  were  as  follows : eclampsia  unre- 
lieved, four  cases;  postoperative  pneumonia,  two  cases; 
intestinal  obstruction,  three  cases;  dilation  of  heart, 
hemorrhage,  pelvic  abscess,  sepsis,  embolism,  acute  yel- 
low atrophy  of  the  liver,  each  one  case. 

In  the  opinion  of  the  committee  this  report  of  cases 
compares  favorably  with  statistics  relative  to  the  inci- 
dence of  section,  coming  from  the  larger  obstetric 
clinics  throughout  the  country. 

The  committee  at  this  time  desires^  to  express  their 
appreciation  to  each  and  every  hospital  of  the  state 
which  made  possible  this  survey  and  report  as  presented. 

W.  M.  O’Shea,  Chairman. 
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Report  of  U.  S.  Medical  Service  Committee 
14iis  committee  has  endeavored  to  follow  the  instruc- 
tions received  at  the  annual  meeting  in  1932,  namely : 

1.  To  continue  the  study  of  the  question  of  the  medi- 
cal care  and  hospitalization  of  the  veteran. 

2.  To  cooperate  with  the  American  Medical  Associa- 
tion in  its  program  to  prevent  tmjustifiable  expansion 
of  governmental  hospitalization. 

3.  To  contact  and  secure  the  cooperation,  if  possible, 
of  the  American  Legion  and  other  veterans’  organiza- 
tions in  limiting  governmental  medical  service  and  hos- 
pitalization to  service  connected  disabilities. 

This  committee  has  corresponded  with  and  received 
information  from  the  National  Economy  League,  the 
United  States  Chamber  of  Commerce,  and  the  Ameri- 
can Veterans  which  is  a veterans’  organization  formed 
in  the  interest  of  national  economy.  Two  of  our  mem- 
bers have  been  active  in  the  interest  of  our  program  in 
local  veterans’  organizations. 

At  this  time,  when  this  agitation  was  at  its  height,  the 
material  gathered  by  this  committee  was  given  wide 
publicity  by  one  of  the  mid-west  metropolitan  news- 
papers. Telegrams  have  been  sent  to  our  representa- 
tives in  Washington,  D.  C.,  soliciting  support  for  Presi- 
dent Roosevelt  in  his  economy  measures. 

On  May  2,  1933,  the  following  letter  was  sent  to  the 
President  of  the  United  States : 

Honorable  Franklin  D.  Roosevelt, 

President  of  the  United  States, 

Washington,  D.  C. 

My  dear  Mr.  President : 

The  trustees  of  Washington  State  Medical  Asso- 
ciation held  a meeting  on  April  23,  at  which  time 
they  discussed  the  stand  for  national  economies, 
particularly  on  the  lines  of  the  Veterans’  Adminis- 
tration, and  the  curtailing  of  nonservice  connected 
disability  among  the  veterans.  We  have  been  work- 
ing toward  this  through  the  various  veterans’  or- 
ganizations for  the  past  few  years,  and  wish  to  con- 
gratulate you  and  thank  you  most  sincerely  for 
your  stand,  which  w'e  know  was  not  an  easy  one  to 
take. 

We  believe  that  the  rapid  extension  of  Govern- 
ment gratuities  in  medical  care,  hospitalization,  dis- 
ability benefits  and  pensions  for  nonservice  dis- 
abilities has  been  one  of  the  factors  in  undermin- 
ing the  credit  of  the  nation,  and  if  continued  would 
become  a national  scandal. 

Our  organization,  of  whom  a majority  are  ex- 
service  men,  will  continue  to  give  you  whole-heart- 
ed support  in  the  perpetuation  of  this  program. 

Yours  respectfully, 

Alexander  Hamilton  Peacock,  m.d.. 
Pres.  Washington  State  Med.  Ass’n. 
The  objects  for  which  this  committee  was  appointed 
have  been  accomplished  by  the  force  of  public  opinion 
outside  of  any  one  organization.  We  believe,  however, 
that  the  agitation  among  the  physicians  of  this  state  has 
been  a small  contributory  factor  in  accomplishing  this 
result. 

We  recognize,  however,  that  the  question  of  the 
“Governmental  Care  of  the  Veteran’’  is  far  from  being 
permanently  settled.  The  physicians  of  this  state  should 
therefore,  be  on  the  alert  to  cooperate  in  the  proper  care 
of  the  veteran  who  has  a service  connected  disability, 
but  should  continue  to  resist  the  indiscriminate  exten- 
sion of  gratuities  at  the  expense  of  the  taxpayer. 

H.  G.  Willard,  Chairman. 

Report  of  Committee  on  Mental  Disease 
The  constant  increase  of  the  mental  disorders  and  de- 
fectives along  with  the  general  mental  health  of  the 
country  constitutes  one  of  the  serious  problems  with 
which  scientific  medicine  and  the  public  are  confronted. 

It  is  a recognized  fact  that  over  one-third  of  all  pa- 
tients who  go  to  the  physicians’  offices  for  treatment 
have  some  type  of  nervous  disorder.  Five  per  cent  of 
the  entire  population  in  the  United  States  have  an  I.  O. 
Under  70,  3 per  thousand  are  epileptics;  15  per  thou,sa”d 
have  migraine,  and  one  to  three  hundred  are  insane. 


Over  half  of  all  hospital  beds  in  the  United  States  are 
occupied  by  some  type  of  nervous  disorder;  at  the  pres- 
ent tirne  there  are  395,407  mental  patients  in  hospitals, 
as  against  331,359  patients  in  all  other  types  of  hospitals 
in  1933.  Washington  State  had  49  more  insane  in  hos- 
pitals per  100,000  population  than  the  United  States  as 
a whole  in  1931. 

In  1880,  there  were  63.7  insane  in  State  hospitals, 
while  by  1931  there  were  236.1  per  100,000.  At  the  pres- 
ent time  the  number  of  mental  cases  under  treatment 
in  private  and  state  institutions  in  the  U.  S.  is  over 
400,000.  Since  1931  there  has  been  an  increase  in  mental 
patients  of  103,730,  in  the  United  States. 

When  considering  the  foregoing  data,  our  first 
thought  is  prophylaxis.  The  main  factors  are  heredity 
and  mental  hygiene,  although  many  of  our  able  psy- 
chiatrists disregard  heredity  and  discuss  only  the  idea 
of  environment  as  being  the  prime  factor  in  all  func- 
tional nervous  and  mental  diseases.  It  is  not  denied 
that  training  and  environment  during  childhood  are  ex- 
tremely essential  in  the  mental  development  of  every  in- 
dividual, and  assist  in  a meterial  way  to  prevent  our 
coming  into  contact  with  so  many  problems  of  delin- 
quent children,  but  on  the  other  hand,  we  cannot  disre- 
gard heredity.  We  all  inherit  our  mental  capacity,  in 
other  words,  our  “I.  Q.” 

It  is  regrettable  that  our  sterilization  law  in  Wash- 
ington State  is  not  simplified  so  that  the  majority  of 
people  who  are  of  child  bearing  age,  who  are  mentally 
deficient,  epileptic,  insane  and  habitual  criminals,  who 
are  committed  to  State  institutions,  could  be  sterilized. 

California  has  performed  8,504  sterilizations,  Vir- 
ginia 1,333,  Michigan  1,083,  Kansas  976,  Oregon  882, 
and  the  other  twenty-three  states  that  have  sterilization 
laws  have  performed  various  numbers,  Washington  only 
30,  owing  to  lack  of  adequate  education  and  prejudice. 
The  total  number  of  reported  sterilizations  Jan.  1,  1933, 
in  the  United  States,  were  16,066. 

One  of  the  principal  reasons  that  the  laity  do  not  take 
more  interest  in  the  prevention  and  treatment  of  all 
types  of  nervous  diseases,  is  because  a large  majority 
of  the  medical  profession  lose  interest  in  any  case 
where  there  is  not  sufficient  organic  pathology  present 
to  justify  the  varied  symptoms  complained  of  by  the 
patient. 

The  average  regular  physician  after  examining  a pa- 
tient and  finding  that  there  is  very  little  evidence  of 
organic  pathology  bluntly  tells  him  there  is  nothing 
wrong  with  him,  that  it  is  all  in  his  head.  The  patient 
tries  other  physicians  who  tell  him  very  much  the  same 
thing,  until  in  desperation  he  drifts  away  to  some  ir- 
regular who  with  a confident  air  assures  him  that  he 
can  cure  him  by  adjustments,  colonic  irregations,  etc. 
Then  the  medical  profession  often  express  wonderment 
and  disgust  because  an  apparently  intelligent  person 
will  go  to  a quack. 

The  average  physician  thinks  that  any  regular  medical 
man  is  competent  to  handle  cases  of  neurosis  and  psy- 
chosis. It  is  as  absurd  as  to  say  that  any  regular  medi- 
cal man  is  as  competent  to  take  care  of  eye  diseases  as 
a man  trained  in  that  line  of  work. 

Trained  psychiatrists  should  be  in  charge  of  state  in- 
stitutions, feeble  minded  and  insane ; also  reformatories 
should  be  under  control  of  civil  service.  Personnel 
should  be  taken  out  of  politics  and  a civil  service  law 
similar  to  New  York  state  law  be  enacted  in  Wash- 
ington state. 

The  study  of  all  criminals  should  be  by  psychiatrists, 
as  recommended  by  A.  M.  A.  and  the  National  Bar  As- 
sociation. 

It  is  quite  obvious  that  there  is  no  specific  formula 
which  can  be  adopted  that  will  make  any  sudden  and 
appreciable  difference  in  the  incidence  of  crime.  Expe- 
rience has  shown  that  about  twenty  per  cent  of  all 
criminals  arc  feeble  minded  to  a greater  or  less  degree, 
and  that  about  ten  per  cent  are  of  the  “born-criminal” 
class.  The  remainder  of  the  great  army  that  comes  in 
conflict  with  the  law  are  those  who  have  done  so 
through  force  of  circumstances,  especially  as  regards  a 
vicious  early  environment.  It  is  with  the  last  group 
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that  prophylactic  treatment  is  of  the  greatest  value.  Ex- 
perience has  proven  that  it  is  distinctly  advisable  to 
separate  the  juvenile  court  from  the  adult  courts.  Those 
courts  that  have  had  psychiatrists,  psychiatric  social 
workers  and  well  trained  probation  officers  as  adjuncts 
have  been  able  to  achieve  the  best  results,  as  is  noted 
in  the  experience  of  the  Boston  court.  It  is  regrettable 
that  this  state  does  not  have  a law  designating  speci- 
fically that  psychiatric  and  psychologic  examinations  of 
prisoners  accused  of  felonies  should  be  made  before 
the  prisoner  has  his  trial,  so  that  the  judge  may  have 
a knowledge  concerning  the  personality  of  the  criminal 
as  an  individual,  as  well  as  an  understanding  of  the  act 
that  he  committed.  The  present  sy^stem  of  the  prosecu- 
tion and  the  defense  in  criminal  cases  employing  dif- 
ferent groups  of  psychiatrists  for  the  setting  forth  of 
their  opinions  has  given  rise  to  the  so-called  “battle  of 
the  experts”  which  has  been  condemned  by  all  thinking 
men  the  world  over  and  has  given  to  the  medical  pro- 
fession a degree  of  disrespect  that  they  do  not  deserve, 
owing  to  difference  in  ability  and  opinion.  A great 
deal  of  this  confusion  that  is  brought  into  sensational 
cases  could  be  averted,  if  the  mental  status  of  the  pris- 
oner be  determined  by  a group  of  psychiatrists  appoint- 
ed by  the  court  and  not  by  either  the  prosecution  or  the 
defense. 

Willi.vm  Dietz,  Chairman. 

Report  of  Committee  on  Economics 

Health  insurance  has  been  the  chief  problem  before 
the  Economic  Committee  during  the  past  year. 

It  was  quite  evident  to  your  committee  that  commer- 
cial insurance  agencies  would  promptly  enter  this  field 
after  the  publication  of  the  final  report  of  the  Com- 
mittee on  the  Costs  of  Medical  Care,  and  we  planned 
to  meet  this  situation  by  a survey  accumulation  of  facts 
relative  to  the  need  of  health  insurance  in  the  state  of 
Washington. 

We  got  no  financial  support  from  any  medical  or 
surgical  society  in  organized  medicine,  however,  and 
were  not  able  to  pursue  this  course.  We  regret  this 
fact  exceedingly  because  of  the  increasing  need  for  ex- 
act knowledge  about  the  economic  status  of  the  people 
of  the  state  of  Washington,  the  operation  of  the  Indus- 
trial Insurance  Act  and  welfare  activities. 

Your  committee  believes  that  most  physicians  think 
there  is  no  emergency  in  the  matter  of  health  insurance. 
Perhaps  there  is  not,  yet  the  advocates  of  health  insur- 
ance are  promulgating  distorted  facts  about  European 
experience,  misusing  economic  parallels  and  spreading 
false  propaganda  to  a degree  that  compels  a full  study 
by  us.  Michigan  has  recently  completed  a study.  We 
need  a similar  yet  different  study  for  Washington,  and 
your  committee  urges  that  funds  be  made  available  for 
this  purpose. 

For  the  present  we  should  approve  the  general  prin- 
ciple of  health  insurance  and  authorize  a continuation 
study. 

Contract  practice,  with  its  associated  supplemntal  con- 
tract, represents  health  insurance  as  it  exists  now,  and 
the  Washington  State  Medical  Association  should  for- 
mally authorize  county  medical  societies  to  create  medi- 
cal service  bureaus,  and  county  service  bureaus  should 
in  turn  establish  a coordinating  and  policy-supervising 
state  medical  service  bureau. 

Certain  counties  have  now  had  sufficient  experience 
in  the  operation  of  medical  service  bureaus  to  justify 
the  conclusion  that  this  type  of  organization  offers  the 
best  promise  of  successful  defense  against  monopolistic 
contract  doctors  and  insurance  companies,  and  will  give 
a safe  method  for  experimentation  in  health  insurance. 

Resolution  I. 

Whereas,  health  insurance  has  been  given  wide  appli- 
cation in  foreign  countries,  exists  now  in  the  state  of 
Washington,  and  may  become  more  prevalent  in  the 
United  States,  be  it 

Resolved,  That  Washington  State  Medical  Associa- 
tion approve  the  principle  of  henlth  insurancej  and  be 
it  further 


Resolved,  That  any  plan  for  the  application  of  the 
health  insurance  principle  should  meet  the  following  re- 
quirements ; 

1.  Free  choice  of  physicians  by  the  insured. 

2.  The  limitation  of  benefits  to  those  of  medical 
service. 

3.  The  control  of  medical  service  benefits  by  the  pro- 
fession. 

4.  The  exclusion  of  individual  organizations  that 
might  engage  in  health  insurance  tor  profit. 

Resolution  II. 

Whereof,  many  component  county  medical  societies 
of  ^^■ashington  State  Medical  Association  have  organ- 
ized medical  service  bureaus  as  a defense  against  the 
evils  of  contract  practice,  hospital  associations  and  com- 
mercial health  insurance  companies,  and 

Whereas,  a state  medieal  service  bureau  has  been 
created  for  the  purpose  of  coordinating  and  regulating 
the  policies  of  county  medical  service  bureaus,  assisting 
them  and  contributing  to  a united  front,  and 

Whereas,  the  organization  structure  of  both  state  and 
county  medical  service  bureaus  complies  fully  with  the 
principles  set  forth  in  Resolution  I,  be  it 

Resolved,  that  Washington  State  Medical  Association 
approve  of  the  creation  of  state  and  county  medical 
service  bureaus. 

Committee  of  Seven. 

Report  of  Respiratory  Committee 
(Abstract) 

The  diseases  included  in  our  study  of  respiratory  di- 
seases from  the  standpoint  of  preventive  medicine  are : 
measles,  whooping  cough,  pneumonia,  influenza  and  the 
common  cold.  Information  derived  from  Dr.  E.  R. 
Coff^,  of  the  State  Public  Health  Department,  indi- 
cates that  there  is  no  way  at  present  to  ascertain  the 
true  frequency  of  such  diseases  and  whether  or  not  the 
number  is  increasing  or  decreasing  from  year  to  year, 
because  of  the  difficulty  in  getting  physicians  to  re- 
port reportable  diseases.  This  lack  of  accurate  statis- 
tics seriously  hampers  any  attempt  at  evaluation  of  the 
effectiveness  of  attempted  public  health  education  as 
applied  to  resiratory  diseases. 

The  only  available  method  of  securing  any  informa- 
tion as  to  the  probable  incidence  of  such  respiratory  di- 
seases, is  from  the  statistics  of  mortality,  which  by  law 
must,  and  are,  reported. 

This  report  included  a study  of  from  the  standpoint 
of  preventive  medicine  of  measles  whooping  cough, 
pneumonia,  influenza  and  common  cold.  In  order  to 
secure  information  as  to  probable  incidence  of  such  di- 
sease a table  of  mortality  death  rates  was  presented 
for  Washington  for  the  years  1923-1932.  The  yearly 
rates  for  measles  and  whooping  cough  was  variable 
from  year  to  year  but  marked  by  epidemics  in  some 
years;  for  influenza  there  was  an  increase  during  past 
five  years ; for  pneumonia  it  was  quite  constant  with 
nearly  1000  deaths  annually;  no  statistics  for  common 
cold. 

A second  table  of  leading  causes  of  death  in  U.  S. 
for  1929  shows  that,  nejet  to  circulatory  disease,  pneu- 
monia and  influenza  cause  most  deaths.  A review  was 
given  of  studies  and  reports  concerning  the,  common 
cold  that  have  been  made  during  recent  years.  Recom- 
mendations were  made  the  profession  be  urged  to  re- 
port reportable  disease  to  the  Public  Health  Depart- 
ment, that  epidemic  influenza  is  still  a live  issue,  that 
prevention  of  respiratory  diseases  is  not  yet  a triumph 
of  medicine. 

Frederick  Slyeield,  Chairman. 

Report  of  Committee  on  Social  Hygiene 

This  committee  has  studied  the  following  problems : 

1.  The  establishing  of  prophylactic  stations  in  public 
hospitals. 

2.  The  subject  of  birth  control. _ 

3.  The  problem  of  delinquency  in  young  girls. 

4.  The  abortion  problem. 

The  committee  supplies  an  exhibit  on  social  hygiene, 
consisting  of  placards,  charts  and  statistical  material,  to 
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the  annual  meeting  of  the  State  Parent-Teachers  Asso- 
ciation. 

The  committee  has  assembled  a social  hygiene  ex- 
hibit for  this  meeting  of  the  State  Medical  Association. 

The  committee  has  in  preparation  for  publication  a 
joint  paper  on  the  present  status  of  veneral  diseases. 

The  detailed  reports  and  recommendations  will  ap- 
pear in  a published  report. 

Minnie  B.  Burdon, 

F,  W.  Fr.'VNz, 

L.  H.  Jacobsen, 

VV.  R.  Jones, 

Bryan  Newson, 

W.  L.  Ross,  Jr.,  Chairman. 

Report  of  the  Neoplastic  Committee 

This  committee  formulated  a five-year  program  which 
was  accepted  by  the  Board  of  Trustees  of  the  Wash- 
ington State  Medical  Association  as  presented.  The 
plan  consisted  of  two  major  parts. 

1.  The  preparation  of  articles  on  angioma,  carcinoma 
and  sarcoma  of  various  parts  of  the  body,  emphasizing 
early  diagnosis,  biopsy  and  selection  of  radium,  roent- 
gen ray  or  surgery  as  therapy.  These  papers  to  be  dis- 
tributed to  the  State  members  or  published  in  North- 
west Medicine. 

2.  Upon  the  completion  of  the  above,  the  next  step 
would  be  to  engage  the  services  of  the  American  So- 
ciety for  the  Control  of  Cancer  to  conduct  a state- 
wide education  campaign  for  the  public.  This  organi- 
zation is  well  equipped  to  perform  this  task.  They  have 
done  it  for  other  state  medical  associations,  and  are 
willing  to  repeat  it  here  at  no  charge  to  us. 

To  date  the  subject  of  angioma  has  been  complicated 
and  is  ready  to  be  published.  Several  on  carcinonia  are 
about  ready.  The  work  will  continue. 

Donald  V.  Trueblood,  Chairman. 

Report  of  the  Tuberculosis  Committee 

This  committee  has  presented  before  the  county  medi- 
cal societies  throughout  the  state  a program  covering 
the  most  essential  points  in  the  diagnosis  and  treatment 
of  pulmonary  tuberculosis.  These  programs,  we  be- 
lieve, have  been  helpful  to  the  physicians  and  through 
them  beneficial  to  the  public. 

Diagnosis  of  tuberculosis  was  outlined  under  four 
main  parts:  History,  physical  examination,  roentgen 

examination,  laboratory  work. 

The  committee  feels  that  every  physician  who_  care- 
fully and  conscientiously  follows  such  an  outline  as 
presented  will  make  few  mistakes  in  his  chest  diag- 
nosis. 

Treatment  of  Tuberculosis.  The  fact  was  empha- 
sized that  rest,  good  food  and  fresh  air  are  of  great 
help  only  when  carefully  supervised.  Special  forms  of 
treatment,  pneumothorax,  pneumolysis,  phrenicectomy 
and  thoracoplasty,  were  explained  with  lantern  slides, 
revealing  the  great  importance  of  these  measures  in  the 
cure  of  tuberculosis. 

John  E.  Nelson,  Chairman. 

Report  of  Committee  on  Conservation  of  Vision 
(Abstract) 

Relation  of  Defective  Eyesight  to  Traffic  Acci- 
dents. Statistics  were  given  of  mortality  from  traffic 
accidents.  Causes  concern  the  driver,  pedestrian,  vehi- 
cle and  condition  of  roadway.  These  were  diseased. 
A start  has  been  made  in  Washington  for  supervision 
of  the  driver.  A large  proportion  has  been  due  to  alco- 
holism. Color  blindness  and  defective  vision  affect  a 
large  number.  Cardiac  disease,  hypertension,  weakness 
from  recent  illness  are  found  in  some.  The  pedestrian 
may  have  defective  vision.  Statistics  have  been  re- 
ceived from  cities  in  different  parts  of  the  state.  A per- 
son  should  have  at  least  50  per  cent  of  normal  visual 
acuity,  should  be  able  to  distin^ish  colors.  _ Deafness 
has  little  to  do  with  driving  but  if  accompanied  by  ver- 
tigo should  incapacitate  the  driver. 

Thirty-three  states  have  no  laws  regarding  nonpro- 
fessional drivers.  The  Congress  of  Ophthalmology  in 


1931  set  the  requirements  of  (1)  20/40  in  one  eye,  20/200 
in  other  (corrected).  If  only  one  eye,  20/25.  (2)  Nor- 
mal visual  fields  in  one  eye.  (3)  No  deplopia.  (4)  No 
marked  diminution  of  light  sense.  (5)  No  laws  against 
one-eyed  drivers. 

Judgment  as  to  who  is  fit  to  drive  a car  should  be 
taken  up  by  the  medical  profession  before  it  becomes 
the  property  of  others,  as  it  now  is  of  optometrists  in 
some  states.  A plan  for  suitable  examinations  was  out- 
lined. Physical  qualifications  were  specified. 

H.  V.  WuRDEMANN,  Chairman. 

J.  G.  Bline, 

W.  C.  Cameron, 

S.  S.  Howe, 

C.  VV.  Shannon, 

Carroll  Smith. 

Report  of  the  Committee  on  Child  Welfare 

During  the  year  this  committee  has  investigated  and 
prepared  a report  on  the  following  subjects: 

1.  What  health  clinics  are  there  in  the  state  and  how 
they  are  functioning. 

2.  Nutrition:  General  recommendations  as  to  feeding 
with  special  reference  to  continuing  improvement  in  the 
child’s  teeth. 

3.  The  advisability  of  trying  to  collect  a supply  of 
convalescent  poliomyelitis  serum. 

4.  Cooperation  and  aid  for  State  Health  Officers. 

5.  Present  status  of  immunization  against  disease. 

6.  Investigation  of  diets  furnished  by  the  emergency 
relief  in  Seattle  and  the  nutrition  of  the  children  fed  at 
public  expense. 

Jay  I.  Durand,  Chairman. 

Report  of  the  Cardiovascular  Committee 

The  cardiorenal  section  of  your  Preventive  Medicine 
Committee  discussed  publicity  methods  at  length,  and 
its  conclusion  was  that  propaganda  amongst  laymen  re- 
garding heart  and  kidney  disease  has  very  little  value, 
and  is  fraught  with  certain  dangers.  Incomplete  know- 
ledge and  erroneous  interpretations  of  symptoms  have 
led  too  many  into  the  unhappiness  of  neurasthenia.  The 
gospel  of  fear  has  no  place  in  cardiology. 

Your  committee  believes  that  the  public  health  and 
welfare  will  best  be  served  by  a better  informed  medi- 
cal profession,  and  a crystallization  of  thought  along 
cardiorenal  lines.  Accordingly,  the  committee  has  ar- 
ranged and  given  programs  at  Chehalis,  Seattle,  Aber- 
deen. Yakima  and  Bellingham  on  cardiovascular  and 
renal  subjects,  and  stands  ready  to  continue  and  extend 
this  activity  as  opportunity  is  presented. 

Charles  E.  Watts,  Chairman. 

Report  of  the  Public  Relations  Committee 

1.  Spot  all  legislative  bills  relating  to  public  health, 
and  carry  out  instructions  of  State  Association. 

2.  Support  all  health  measures  and  avoid  partisan 
politics. 

3.  Release  medical  information  to  the  press. 

Several  meetings  were  held  during  the  legislative  ses- 
sion for  consultation  with  our  state  officers  and  a pro- 
gram outlined.  Due  to  the  chaotic  conditions  at  the 
last  legislative  session  plans  were  frequently  upset,  but 
our  officers  attempted  to  carry  out  the  orders  of  last 
year’s  annual  meeting,  if  possible.  The  results  you  arc 
all  familiar  with.  We  feel  that  the  various  state  com- 
mittees on  preventive  medicine  will  give  us  much  valu- 
able information  for  release  to  the  public  press, _ clubs, 
lodges,  churches,  chambers  of  commerce  and  radio. 

The  radio  industry,  broadcasting  harmful  patent  med- 
icines and  quackery,  needs  educating,  as  false  advertis- 
ing will  react  on  the  radio  industry.  The  credulous 
public  is  often  fooled  by  extravagant  claims,  and  pre- 
vention of  this  abuse  is  our  duty  in  the  interest  of  pub- 
lic health.  Cancer  cures  and  mineral  waters  are  among 
the  common  offenders.  'The  government  does  not  cen- 
sor fradulent  claims  over  the  radio  as  it  does  in  press 
advertisements.  The  advertising  industry  has  intimated 
that  they  intend  to  clean  house  by  suppressing  deceiving 
or  fraudulent  claims  in  the  advertising  field.  If  numer- 
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ous  protests  are  made  to  the  broadcasting  officials, 
some  relief  might  be  expcted. 

Educatif^  the  pubttc  on  the  progress  of  scientific 
medicine  in  preventing  and  curing  diseases  is  of  prime 
importance,  as  patent  medicine  and  quacks  can  only 
thrive  on  the  inherent  trait  of  blind  credulity  of  man- 
kind. 

Lay  hospital  corporations,  organized  purely  from 
greed,  are  elbowing  in  on  medicine  and  taking  a large 
part  of  the  fees  as  profit,  thus  depriving  the  medical 
profession  of  their  just  remuneration.  Their  tactics 
should  be  exposed,  and  medical  men  should  refuse  to 
be  duped  by  them. 

It  should  be  decreed  unethical  for  any  physician  to 
contract  his  professional  services,  not  to  any  specified 
individual  needing  medical  services,  but  to  a person, 
firm  or  corporation  holding  out  to  the  public,  the  fur- 
nishing for  profit  of  medical  services  by  way  of  health 
insurance  or  group  employee,  health  and  accident  in- 
surance. 

If  health  insurance  organizations  continue  to  make 
inroads  on  medicine  in  the  future  as  in  the  past,  prom- 
ising young  men  will  cease  to  take  up  medicine  as  a pro- 
fession and  the  progress  of  scientific  medicine  will 
stop  and  a deplorable  condition  of  public  health  will, 
undoubtedly,  ensue.  This  result,  inevitably,  will  follow 
in  a period  of  not  over  thirty  years. 

Many  public  health  and  medical  problems  are  not 
local,  and  we  recommend  that  a Pacific  Coast  confer- 
ence be  formed,  including  Washington,  Oregon,  Idaho 
and  California,  composed  of  one  or  two  members, 
chosen  by  the  board  of  trustees  of  each  State  Medical 
Society.  The  object  being  to  formulate  sound,  clean 
policies  in  the  interest  of  public  health  and  the  progress 
of  scientific  medicine,  and  to  decide  upon  certain  defin- 
ite things  that  we  want  to  do.  If  deemed  advipble,  em- 
ploy legal  counsel  and  form  a concrete  plan  in  the  in- 
terest of  scientific  medicine  and  public  health.  One  of 
the  outstanding  questions  to  be  taken  up  by  this  organi- 
zation would  be  chiefly  the  future  stability  of  scientific 
medicine. 

All  states  have  their  own  problems  to  solve,  such  as 
health  insurance,  group  contracts,  and  many  other  ques- 
tions that  we  should  handle  as  an  interstate  problem 
for  “in  union  there  is  strength.” 

The  unused  voting  power  of  the  medical  profession 
can  bring  us  justice  if  w'e  so  desire. 

Contract  Practice  should  be  supervised  by  the  trus- 
tees of  the  county  or  state  medical  societies,  as  the 
American  Medical  Association  has  ruled  that  impossi- 
ble and  unfair  competition  without  free  choice  of  phy- 
sician is  an  unethical  contract. 

Free  services  are  given  to  county  and  city  institu- 
tions by  physicians  but  not  by  other  professions.  Many 
are  given  free  service  who  are  not  entitled  to  charity. 
The  county  should  furnish  medical  care  only  to  those 
who  are  public  charges. 

Free  medical  service  furnished  to  state  and  county  in- 
stitutions by  our  medical  men  should  be  condemned  as 
unfair  and  ruinous  to  scientific  medicine.  Physicians 
serve  many  hours  a day  in  the  out  patient  department  in 
county  institutions,  even  paying  their  own  expenses 
while  so  doing.  Free  dispensaries  should  pay  the  phy- 
sician. Many  patients  are  treated  free  who  have  more 
money  than  the  doctor  who  donates  his  services.  The 
medical  profession  is  carrying  too  large  a part  of  the 
charity  load. 

The  Public  Health  League  should  be  under  the  man- 
agement of  the  State  Association  as  its  entire  support  is 
from  the  medical  profession. 

A.  O.  Loe,  Chairman. 

C.  W.  Sharples, 

H.  E.  Rhodehamel, 

W.  D.  Read, 

W.  D.  Kirkpatrick, 

Arthur  Crookall. 

Report  of  Committee  on  Public  Health  Administration 
and  Sanitation 

By  law  the  State  Board  of  Health  of  Washington 


through  the  services  qf  the  State  Department  of  Health 
has  supervision  over  all  matters  relative  to  the  preser- 
vation of  life  and  health  of  the  people  of  the  state.  To 
fulfill  this  obligation  relative  to  all  phases  of  public 
health  work  requires  not  only  the  knowledge  and  guid- 
ance which  can  be  given  by  physicians  with  special  pub- 
lic health  training  but  also  the  technical  advice  and  di- 
rection of  other  allied  professions. 

To  the  end  that  the  citizens  of  Washington  receive 
the  utmost  in  protection  and  guidance  from  the  stand- 
point of  health,  it  seems  desirable  that : 

The  State  Board  of  Health  which  consists  of  five 
members  should  be  made  up  as  follows : two  doctors 
of  medicine,  one  doctor  of  dentistry,  one  doctor  of 
veterinary  medicine  and  one  sanitary  engineer. 

The  term  of  each  member  of  the  board  appointed  by 
the  Governor  should  be  five  years,  with  the  initial  ap- 
pointments to  be  of  such  duration  that  one  vacancy  in 
the  board  will  occur  each  year  thereafter. 

The  Director  of  the  Department  of  Health,  who  is 
responsible  for  the  activities  of  that  department,  should 
be  appointed  by  the  Board  of  Health  to  serve  as  such 
at  the  discretion  of  the  Board  and  removal  to  be  only 
for  incompetency  or  misbehavior. 

While  it  is  the  duty  of  the  State  Board  of  Health  to 
supervise  the  public  health  work  within  the  state,  the 
direct  activities  in  this  regard  are  the  responsibility  of 
the  local  component  units  of  the  state.  It  has  been 
found  that  the  cities  of  the  first  class  in  Washington 
are  quite  adequately  meeting  their  public  health  needs, 
while  with  the  exception  of  an  occasional  public  health 
nursing  service,  the  cities  of  the  second  and  third  class 
and  the  rural  communities  are  generally  lacking  in  the 
provision  of  personnel  and  machinery  for  rendering 
this  pertinent  service.  The  Committee  recognizes  that 
if  public  health  work  is  to  be  successful  it  must  be 
given  the  attention  of  properly  trained  personnel  who 
devote  their  entire  time  to  the  work.  Also  it  recog- 
nizes that  if  the  wholehearted  interest  of  local  public 
health  workers  is  to  be  obtained,  their  tenure  of  of- 
fice must  be  made  more  secure  and  the  compensation 
be  made  commensurate  with  the  qualifications  desired. 

To  the  end  that  a standard  of  local  public  health  pro- 
cedure be  obtained,  it  seems  desirable  to  this  Commit- 
tee that  State  legislative  provision  be  made  whereby 
cities  and  counties  may  combine  to  form  county  or  dis- 
trict health  units;  all  public  health  personnel  be  espe- 
cially trained  and  employed  on  a full-time  basis;  the 
appointment  of  all  local  health  officers  be  approved  by 
the  State  Department  of  Health;  the  State  participate 
financially  in  the  maintenance  of  full-time  county  or 
district  health  units. 

Further,  to  the  end  that  greater  cooperation  in  local 
health  activities  be  brought  about,  it  seems  desirable 
that  the  State  Department  of  Health  shall  appoint  in 
each  local  health  jurisdiction  a local  advisory  health 
council.  This  council  to  consist  of  a representative 
from  each  of  the  local  agencies  interested  in  public 
health,  and  to  cooperate  in  an  unofficial  capacity  with 
the  respective  local  health  officers  in  the  promotion  of 
an  active  and  adequate  public  heath  program. 

The  Committee,  realizing  the  health  importance  of 
safe  water  and  sanitary  disposal  of  sewage,  has  inter- 
ested itself  particularly  in  this  regard.  WTiereas  it  has 
been  found  that  the  cities  and  towns  of  Washington 
have  in  general  made  provision  for  municipal  water 
supplies,  there  has  been  a marked  disregard  of  the 
method  of  sewage  disposal.  With  but  rare  exception 
the  raw  sewage  of  communities  is  being  poured  upon 
the  surface  of  the  ground  and  into  the  streams,  lakes 
and  bays  of  the  State.  Therefore,  the  Committee  deems 
it  advisable  that  every  town  or  municipality  adopt  and 
complete  within  a reasonable  time  a program  for  the 
treatment  of  sewage.  In  order  to  provide  sewerage 
systems  and  sewage  disposal  plants  adequate  to  meet 
the  needs  of  the  future,  state  legislative  provision  be 
made  for  the  organization  within  the  state  of  “sanitary 
districts.” 


P.  W.  Wiu.is,  Chairman. 
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Report  of  Committee  on  Industrial  Accidents 
(Abstract) 

Little  effect  was  noted  in  Washington  regarding 
number  of  working  days  or  wage  per  day  for  indus- 
trial workers  till  1931,  a year  after  depression  had  been 
manifested  in  other  parts  of  the  United  States.  In  1932 
the  number  of  days  work  was  60  per  cent  of  1928-1930. 
A table  was  presented  showing  number  of  fatal  acci- 
dents which  was  quite  uniform  for  past  five  years.  The 
largest  number  of  fatalities  is  among  loggers.  A table 
giving  nature  of  near  fatal  injuries,  indicates  their  num- 
ber can  be  fairly  estimated  in  a given  time.  The  past 
year  has  witnessed  more  safety  educational  work  than 
any  previous  year.  Accidents  are  most  common  where 
safety  rules  are  lacking  or  not  enforced. 

Facts  were  given  regarding  basic  rates  for  accident 
funds.  Washington  is  the  only  state  where  the  increase 
in  findings  of  fact  by  workmen’s  compensation  boards 
are  review-able  by  the  courts.  At  present  the  Depart- 
ment of  Labor  and  Industries  is  busier  than  at  any 
period  in  its  history  in  face  of  the  period  of  low  em- 
ployment. Statistics  were  presented  regarding  volume 
of  work  of  the  Department  during  peak  industrial  and 
depression  periods.  The  matter  of  closing  and  re- 
opening claims  was  discussed.  How  depression  and 
unemployment  have  been  reflected  by  claim  costs,  medi- 
cal charges  and  court  appeals  were  illustrated  by  tables. 
Settling  claims  by  sympathy  rather  than  exact  pro- 
visions of  the  Department  rules  was  deplored. 

J.  K.  Holloway,  Chairman.  H.  T.  Buckner, 

E.  H.  Allen,  J.  T.  Moriarty, 

G.  W.  'Swift,  L.  L.  Goodnow, 

F.  T.  Maxson,  Adolph  Bronson. 

President’s  Address 

A.  H.  Peacock  then  read  the  President’s  Annual  Ad- 
dress (page  401). 

On  motion  of  the  Secretary  it  was  voted  that  the  re- 
port of  the  Board  of  Trustees  be  taken  up  and  voted 
upon  section  by  section. 

The  first  section,  relating  to  prorating  of  dues  for 
new  members  entering  after  August  1,  being  an  amend- 
ment to  the  By-laws,  was  laid  upon  the  table  for  one 
day  and  referred  to  the  Resolution  Committee. 

The  section  relating  to  changing  the  terms  of  the 
delegates  to  the  National  Association  from  a dated  term 
to  two  specific  meetings  of  the  National  House  was 
adopted. 

The  section  relating  to  reduction  of  the  Journal  com- 
pensation to  one  dollar  was  next  considered.  The  Sec- 
retary- stated  that  this  was  an  amendment  to  the  By- 
Laws.  On  motion  of  Dr.  Henderson  it  was  voted  that 
it  be  laid  on  the  table  for  one  day. 

The  President  stated  there  was  a recommendation 
from  the  Board  of  Trustees  that  a committee  be  ap- 
pointed to  receive  contributions  to  raise  funds  for  the 
State  Association.  In  order  to  ascertain  how  much 
money  may  be  needed  he  moved  that  all  committees 
submit  a budget  of  their  proposed  expenditures.  The 
motion  was  adopted. 

The  President:  “I  wish  to  say  that  Dr.  John  O’Shea 
has  been  appointed  to  the  Judiciary  Council  of  the 
American  Medical  Association  and  I think  we  should 
congratulate  him  for  his  elevation  to  the  Judiciary 
Council.” 

Dr.  H.  E.  Rhodehamel  then  presented  the  following 
resolution : 

IVherea^f,  a signal  honor  has  been  shown  the  Wash- 
ington State  Medical  Association  in  the  appointment  of 
Dr.  John  H.  O’Shea,  a former  State  President  and 
worthy  associate,  as  a member  of  the  Judicial  Council 
of  the  American  Medical  Association,  be  it 


Resolved,  that  the  members  of  the  House  of  Dele- 
gates of  the  Washington  State  Medical  Association,  in 
their  forty-fourth  annual  meeting  assembled  in  Seattle, 
express  their  appreciation  'to  Dr.  Dean  Lewis,  Presi- 
dent of  the  American  Medical  Association,  for  the 
recognition  given  the  profession  in  this  State,  and  be 
it  further 

Resolved,  that  this  resolution  be  spread  upon  the  rec- 
ords of  the  State  Association  and  a copy  sent  to  Dr. 
Lewis. 

The  House  congratulated  Dr.  O'Shea  on  his  appoint- 
ment. He  then  explained  his  attitude  in  regard  to  state 
problems,  saying  that,  on  account  of  his  judicial  posi- 
tion, he  must  maintain  a neutral  attitude  toward  state 
problems,  as  many  of  these  may  be  later  brought  up  on 
appeal  to  the  National  Association. 

The  Secretary  then  presented  the  list  of  deceased 
members  and  suggested  that  a suitable  resolution  be 
drawn  up.  On  motion  of  Dr.  Henderson  it  was  voted 
that  the  matter  be  referred  to  the  Resolutions  Com- 
mittee. 

On  motion  of  H.  J.  Whitacre  it  was  voted  that  the 
House  of  Delegates  extend  its  compliments  to  the 
Women’s  Auxiliary,  wishing  them  success  in  their  meet- 
ing and  offering  them  any  assistance  we  can  give  them. 

The  President  presented  the  following  as  a Resolu- 
tions Committee ; F.  Slyfield,  A.  J.  Bowles,  J.  E.  Bitt- 
ner, Jr.,  J.  R.  Morrison  and  J.  W.  Henderson. 

The  President  stated  that  those  who  wish  to  intro- 
duce any  resolutions  are  now  in  order. 

The  Secretary  said ; “Mr.  President,  I understand 
that  all  of  these  resolutions  go  to  the  Resolutions  Com- 
mittee and  will  be  reported  back  tomorrow.” 

The  following  resolutions  were  then  presented  to  be 
referred  to  the  Resolutions  Committee: 

“I  move  that  the  Washington  State  Medical  Associa- 
tion authorize  the  Washington  State  Medical  Bureau 
to  use  the  name,  “Washington  State  Medical  Bureau,” 
in  its  incorporation  papers  and  that  the  Secretary  of 
the  Washington  State  Medical  Association  be  instructed 
to  draft  a letter  to  the  Secretary  of  State  giving  this 
authority.” 

Resolutions 

State  Medical  Service  Bureau 
Whereas,  this  Society,  as  an  integral  part  of  the 
American  Medical  Association,  has  for  one  of  its 
major  objects  the  continuous  raising  of  the  standard 
of  professional  ability  of  those  who  practice  scientific 
medicine,  and 

Whereas,  the  raising  of  such  standards  is  becoming 
increasingly  difficult,  not  only  by  reason  of  the 
present  economic  conditions,  but  because  certain 
schemes  that  have  grown  up  in  recent  years  which  are 
making  it  difficult  for  physicians  to  receive  adequate 
rewards  for  their  services,  and 

Whereas,  in  contract  practice  as  it  has  developed 
within  the  last  few  years  the  young  doctor  has  been 
finding  his  practice  bottled  up  and  the  older 
practitioner  has  been  finding  his  practice  s,lipping  away 
to  men  who  are  not  justified  in  taking  that  practice 
by  reason  of  superior  professional  ability,  and 

Whereas,  every  scheme  which  divides  medical 
practice  except  in  accord  with  the  professional  ability 
of  the  physician  is  inimical  to  the  best  interests  of 
the  profession  and  the  patient  as  well,  and 

IVhereas,  contract  practice  is  one  of  such  schemes 
and  lends  itself  to  the  exploitation  of  the  physician 
by  laymen,  now  therefore,  be  it 
Resolved,  by  the  Washington  State  Medical  Associa- 


October,  1933. 
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tion,  that  we  hereby  approve  and  indorse  the  formation 
of  local  medical  bureaus  within  the  state  of  Washington 
as  a proper  means  of  fighting  the  growth  of  contract 
practice  and  health  insurance,  and  be  it  further 

Resolved,  that  we  approve  and  endorse  the  for- 
mation of  the  Washington  State  Medical  Service 
Bureau  as  the  same  is  now  set  up  to  coordinate  the 
work  of  local  medical  service  bureaus  to  assist  in 
raising  the  standards  thereof,  and  to  cooperate  with 
this  organization  in  the  solution  of  those  public 
questions  which  involve  the  business  side  of  medicine, 
and  be  it  further  , 

Resolved,  that  is  the  sense  of  this  organization  that 
it  should  be  the  endeavor  of  such  local  medical  service 
bureaus  and  the  Washington  State  Medical  Service 
Bureau  not  only  to  minimize  contract  practice,  but  to 
confine  it  to  those  individuals  whose  wages  or  income 
is  within  the  lower  bracket. 

The  Committee  on  Mental  Diseases  of  the  Wash- 
ington State  Medical  Association  wishes  to  present 
to  the  House  of  Delegates  two  matters  for  their  con- 
sideration. 

1.  The  Committee  desires  to  call  attention  to  the 
court  procedure,  now  being  used  in  the  commitment 
of  insane  patients  to  State  Institutions.  The  ordinary 
court  procedure  in  most  all  counties,  other  than  King 
County,  is  the  medical  examination  of  insane  persons 
in  open  court. 

The  Committee  recommends  that  insane  patients 
should  not  be  examined  in  open  court,  but  should  have 
a private  examination,  and  that  at  least  one  of  the 
e.xaminers  should  be  a psychiatrist. 

The  Committee  requests  that  a resolution  be  passed 
by  the  House  of  Delegates  for  approval  in  1934. 

2.  The  Committee  on.  Mental  Diseases  requests  that 
a resolution  be  passed  by  the  House  of  Delegates  au- 
thorizing this  Committee  to  frame  a law  regulating  the 
qualifications  of  superintendents  of  all  State  Institu- 
tions, both  insane  and  feeble-minded.  The  requirements 
for  a superintendent’s  appointment  in  these  institutions 
shall  be  a physician  who  has  had  at  least  four  years 
clinical  training  in  neurology  and  psychiatry  other  than 
administrative  experience.  The  bill  to  be  submitted 
to  the  House  of  Delegates  for  their  approval  in  1934. 

Sterilization  Law 

Resolved,  that  the  House  of  Delegates  of  Washing- 
tonf  State  Medical  Association  approve  of  a new 
sterilization  law  for  the  State  of  Washington  and  that 
a special  committee  be  appointed  by  the  President  to 
make  a study  of  the  laws  of  the  various  states  and 
make  such  recommendations  as  it  may  seem  fit  for 
the  1934  meeting. 

Narcotic  Act 

Resolved,  that  the  House  of  Delegates  of  the 

Washington  State  Medical  Association  approve  of  and 
pledge  their  support  to  the  enactment  of  what  is 
known  as  the  “Uniform  Narcotic  Act”  as  recommend- 
ed by  the  National  Association. 

State  Board  of  Health 

Resolved,  that  the  House  of  Delegates  of  the 

Washington  State  Medical  Association  recommend  the 
reorganization  of  the  State  Board  of  Health  on  the 
county  unit  plan,  providing  for  sanitary  districts  and 
full  time  county  health  officers.  This  should  provide 
for  the  combining  of  two  or  more  counties  where 
desirable.  Provision  that  all  county  health  officers 
sha’l  he  approved  by  the  State  Director  of  Health. 

Radio  Adtortising 

Radio  Broadcasting  has  become  a very  great  power 


in  advertising.  Many  of  the  better  class  of  newspapers- 
have  from  time  to  time  taken  a positive  stand  against 
certain  classes  of  so-called  “medical  advertisements,” 
when  they  have  adjudged  them  to  be  against  public 
welfare  and  health.  We  believe  that  the  radio  adver- 
tising of  certain  drugs  and  certain  so-called  medical 
clinics  is  detrimental  to  the  public  health  and  we  also 
believe  that  they  lead  credulous  people  to  spend  money 
uselessly.  Therefore,  be  it 

Resolved,  that  Washington  State  Medical  Association 
instruct  its  Board  of  Trustees  to  make  an  investigation 
to  determine  what  control,  national  or  otherwise,  there 
may  be  over  the  character  of  radio  advertising  and 
make  such  remonstrance  as  may  seem  proper  to  such 
governing  bodies,  if  any  exist;  and  also  that  a copy  of 
this  resolution  be  sent  to  the  American  Medical  Asso- 
ciation and  urge  them  to  take  such  action  as  may  be  fit, 
and  also  a copy  of  this  resolution  be  sent  to  the  Secre- 
taries of  the  State  Societies  of  the  other  Pacific  Coast 
States,  Oregon,  California,  Idaho,  Utah,  Nevada  and 
Montana,  requesting  their  cooperation. 

Institutional  Service 

If  a medical  society  officially,  as  a body,  sponsors  the 
medical  and  surgical  care  of  any  institution  or  group 
of  patients  and  any  criticism  be  made  of  such  care, 
whether  the  criticism  be  just  or  false,  such  criticism 
necessarily  falls  on  an  organized  group  of  our  profes- 
sion and  may  lead  that  body  into  disfavor  with  certain 
groups  of  administrators  of  public  affairs  and  also  may 
embroil  us  in  controversies,  out  of  which  no  prestige 
may  be  gained. 

While  we  do  not  believe  our  Association  is  in  a posi- 
tion to  deny  that  right  to  any  competent  Medical  So- 
ciety, the  following  resolution  is  submitted.  Be  it 

Resolved,  that  Washington  State  Medical  Association 
deprecates  the  official  sponsoring  of  the  character  of 
the  medical  and  surgical  service  furnished  by  any  of  its 
members  to  any  institution  that  has  for  its  function  the 
care  of  the  indigent  sick  or  injured. 

Hospital  Compensation 

It  is  a part  of  our  creed  that  we  should  always  be 
ready  to  donate  our  services  to  the  indigent  sick,  and 
Washington  State  Medical  Association  has  a sense  of 
pride  in  the  part  that  its  members  have  taken  in  so 
doing  and  at  no  time  more  so  than  in  the  present  state 
of  distress  affecting  thousands  of  people  in  every  com- 
munity. However,  much  of  their  service  has  always 
been  donated,  both  in  the  state  and  others  to  the  dif- 
ferent governmental  bodies,  while  all  others  serving 
such  bodies  have  done  so  in  the  hope  of  financial  re- 
ward and  have  received  such.  Therefore,  be  it 

Resolved,  that  a committee  be  appointed  by  the  Presi- 
dent of  Washington  State  Medical  Association,  to  be 
confirmed  by  the  Board  of  Trustees  of  the  Association, 
to  study  a proper  presentation  to  the  counties  and  cities 
maintaining  hospitals  and  other  agencies  for  the  care 
of  the  indigent  sick  and  injured,  to  the  end  that  some 
form  of  compensation  may  be  had  by  the  members  of 
our  profession  for  the  services  rendered  to  such  gov- 
erning bodies.  (It  may  be  noted  that  the  United  States 
Government  in  all  its  agencies  pays  for  its  professional 
services.) 

Group  Practice 

In  the  few  years  just  preceding  this  a great  deal  of 
controversy  has  arisen  concerning  the  group  of  patients 
of  moderate  means.  A part  of  this  is  about  general 
welfare  work  and  a part  relative  to  so-called  contract 
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medicine.  It  is  the  belief  of  a large  part  of  our  profes- 
sion that  a great  deal  of  so-called  contract  work  is  such 
that  it  has  produced  criticism  as  to  its  efficiency  from 
the  standpoint  of  the  patient  and  consequently  from  the 
viewpoint  of  public  welfare. 

It  is  also  a belief  of  a large  part  of  our  profession 
that  certain  so-called  lay  organizations  exploit  both 
groups  of  individuals  and  members  of  our  profession 
for  their  own  financial  reward  and  the  members  of  the 
profession  do  not  receive  as  compensation  for  their 
services  their  just  remuneration,  since  quite  a consider- 
able portion  of  the  money  paid  for  such  fedical  care 
does  not  go  directly  for  such  purposes.  Therefore, 
b«  it 

Resolved,  that  Washington  Staee  Medical  Associa- 
tion decrees  it  to  be  unethical  for  any  of  its  members  to 
affiliate  themselves  with  any  body  organized  for  the 
purpose  of  group  care  of  the  sick;  and  also,  be  it 
Resolved,  that  the  American  Medical  Association  be 
requested  to  decree  that  such  association  of  any  mem- 
bers of  our  profession  shall  be  declared  to  be  unethical, 
and  also,  be  it 

Resolved,  that  all  contracting  firms,  consisting  entire- 
ly of  members  of  this  Association  or  individuals  about 
to  enter  into  such  contracts,  secure  from  the  Trustees 
of  this  Association  approval  of  their  plans  and  objects 
of  organizations,  and  shall  show  their  facilities  to  carry 
on  before  enttering  into  contracts  for  group  medical 
and  surgical  care,  and  if  they  have  not  done  so,  that 
the  affiliated  members  be  declared  unethical;  also,  be  it 
Resohred,  that  the  American  Medical  Association  be 
requested  to  make  such  a ruling;  and  also,  be  it 

Resolved,  that  in  case  approval  is  sought  by  such 
groups  or  individuals,  the  President  of  the  Association 
refer  such  application  to  the  Public  Welfare  Commit- 
tee for  investigation  and  report  to  the  Trustees. 

County  Medical  Service  Bureaus 
Whereas,  many  component  county  medical  societies 
of  Washington  State  Medical  Association  have  organ- 
ized federal  service  bureaus  as  a defense  against  the 
evils  of  contract  practice,  hospital  associations  and  com- 
mercial health  insurance  companies,  and 

Whereas,  a state  medical  service  bureau  has  been 
created  for  the  purpose  of  coordinating  and  regulating 
the  policies  of  county  medical  service  bureaus,  assisting 
them  and  contributing  to  a united  front,  and 

Whereas,  the  organization  structure  of  both  state  and 
county  medical  service  bureaus  complies  fully  with  the 
principles  set  forth  in  Resolution  I,  be  it 
Resolved,  that  Washington  State  Medical  Association 
approve  of  the  creation  of  state  and  county  medical 
service  bureaus. 

Committee  of  Seven 

Reso'lved,  that  the  House  of  Delegates  of  Washing- 
ton State  Medical  Association  reaffirm  its  previous 
action  in  approving  a new  Medical  Practice  Act  and  au- 
thorize the  preparation  of  such  a draft  to  be  presented 
to  the  trustees  at  a spring  meeting  in  1934.  This  act  to 
follow  the  principles  of  the  one  in  1932,  providing  for 
examination,  license  and  control  of  physicians,  follow- 
ing as  near  as  possible  the  recent  act  regulating  the 
legal  profession.  Be  it  further 
Resolved,  that  the  House  of  Delegates  of  Washington 
State  Medical  Association  place  at  the  disposal  of  the 
Committee  of  Seven  whatever  funds  the  trustees  of  the 
State  Association  may  deem  necessary  for  legal  advice 
in  preparation  of  the  proposed  law. 

Medical  Practice 

Whereas,  the  medical  profession  in  general  is  held 
responsible  for  the  acts  of  all  its  members,  and 

Wherea^,  the  State  Medical  Association  under  the 
present  law  has  no  way  of  enforcing  its  ruling,  there- 
fore, be  it 


Resolved,  that  the  Legislative  Committee  be  instruct- 
ed to  formulate  a legislative  act  to  be  presented  to  the 
next  legislature,  requiring  membership  in  the  Washing- 
ton State  Medical  Association  as  a requisite  to  prac- 
tice medicine  in  the  state  of  Washington. 

Public  Health  League 

Whereas,  the  Public  Health  League  of  Washington 
has  consummated  a reorganization  which  calls  for  the 
appointment  of  the  President  and  Vice-president  of 
Washington  State  Medical  Association  as  members  of 
the  Executive  Committee  of  the  Public  Health  League 
and  requests  that  Washington  State  Medical  Association 
cooperate  in  this  action,  be  it 

Resolved,  that  Washington  State  Medical  Associa- 
tion comply  with  this  request  and  instruct  the  Presi- 
dent and  Vice-president  to  function  in  this  capacity. 

Necrology 

WhereOfS,  the  group  of  members  whose  names  ap- 
pear below  have  been  called  to  permanent  rest  from 
their  valuable  labors  in  their  respective  communities, 
and 

Whereas,  these  men  have  served  honorably  and  well 
in  the  advancement  of  medicine,  and  have  abundantly 
fulfilled  their  obligations  to  the  public,  therefore,  be  it 

Resolved,  that  Washington  State  Medical  Associa- 
eion  express  its  deep  regret  at  their  passing;  and  be  it 
fureher 

Resolved,  that  a copy  of  this  resolution  be  placed 
upon  the  minutes  of  this  meeting. 

S.  J.  Holmes,  Seattle. 

P.  L.  Wing,  Tacoma. 

F.  R.  Hedges,  Everett. 

J.  E.  Wallace,  Seattle. 

D.  S.  Shellabarger,  Edmonds. 

E.  M.  Brown,  Tacoma. 

L.  T.  Seavey,  Port  Townsend. 

A.  S.  Nicholson,  Castle  Rock. 

R.  F.  Rain,  Seattle. 

D.  W.  Conger,  Montesano. 

M.  Campbell,  Bremerton. 

C.  A.  Mead,  Everett. 

J.  H.  Blake,  Wenatchee. 

H.  M.  French,  Prosser. 

E.  A.  Rich,  Tacoma. 

J.  E.  Crichton,  Seattle. 

T.  Scott,  Seattle. 

Joseph  Griggs,  Tacoma. 

Wm.  West,  Jr.,  Everett. 

C.  J.  Rohwer,  Seattle. 

P.  S.  Henderlite,  Pacific  Beach. 

H.  M.  Berge,  Everett. 

John  Busby,  Spokane. 

G.  W.  Berber,  Skykomish. 

J.  H.  Harter,  Seattle. 

J.  F.  Cropp,  Walla  Walla. 

J.  W.  Bailey,  Seattle. 

G.  W.  Roberts,  Spokane. 

J.  S.  Newcomb,  Everett. 

W.  H.  Stocker,  Auburn. 

C.  A.  Thomson,  Port  Townsend 

E.  B.  Loudin,  Olympia. 

M.  R.  Renshaw,  Seattle. 

W.  J.  Taylor,  Port  Angeles. 

B.  F.  West,  Wenatchee. 

Health  Insurance 

Whereas,  health  insurance  has  beenn  given  wide  ap- 
plication in  foreign  countries,  exists  now  in  the  state  of 
Washington,  and  may  become  more  prevalent  in  the 
United  States,  be  it 

Resolved,  that  Washington  State  Medical  Associa- 
tion approve  the  principle  of  health  insurance;  be  it 
further 

Resolved,  that  any  plan  for  the  application  of  the 
health  insurance  principle  should  meet  the  following 
requirements : 

1.  Free  choice  of  physicians  by  the  insured. 
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2.  The  limitation  of  benefits  to  those  of  medical 
service. 

3.  The  control  of  medical  service  benefits  by  the 
profession. 

4 The  exclusion  of  individual  organizations  that 
might  engage  in  health  insurance  for  profit. 

Sewage  Purification 

Whereas,  a considerable  number  of  cities  and  towns 
within  the  State  of  Washington  now  discharge  unpuri- 
fied sewage  into  the  waters  of  the  State,  and 

Whereas,  such  practices  are  a dire  menace  to  health 
and  in  addition  destroy  valuable  aquatic  life,  therefore, 
be  it 

Resolved,  that  the  Washington  State  Medical  Asso- 
ciation express  its  condemnation  of  these  practices  and 
recommend  that  modern  sewage  purification  plants  be 
installed. 

Report  of  the  Resolutions  Committee 

Your  Committee  has  studied  all  the  resolutions  pre- 
cented  at  this  convention  and  herewith  submits  most 
of  them  for  consideration  to  the  House  of  Delegates. 
Some  of  these  have  already  been  recommended  by 
ether  committees,  such  as  Public  Relations,  Public 
Health  Administration  and  the  Committee  of  Seven. 

The  Resolutions  Committee  urges  the  House  of  Dele- 
gates to  approve  the  recommendations  submitted  in  the 
President’s  address,  particularly  the  following  points : : 

1.  In  appointing  the  committees  for  the  coming  year 
a nucleus  of  the  old  committees  should  be  retained. 

2.  The  appointment  of  a committee  to  work  with  a 
committee  of  the  Washington  State  Bar  Association 
in  the  matter  of  expert  medical  testimony. 

3.  Appointment  of  a committee  to  investigate  the 
feasibility  of  the  State  Medical  Association  entering 
the  Indemnity  Insurance  Field. 

On  motion  of  J.  W.  Henderson  it  was  voted  to  the 
next  session,  held  Wednesday,  at  4 p.  m. 

The  Resolutions  Committee  consisted  of : 

J.  E.  Bittner, 

J.  W.  Hejiderson, 

J.  Reil  Morrison,, 

A.  J.  Bowles, 

Frederick  Slyfield,  Chairman. 

On  motion  of  J.  W.  Henderson  it  was  voted  that 
the  next  session  be  held  on  Wednesday  at  4 p.  m. 

Second  Session 
Wednesday,  August  30. 

The  second  session  of  the  House  of  Delegates  was 
called  to  order  by  the  President  at  4 ;00  p.  m.,  Wednes- 
day, August  30,  1933. 

The  roll  was  called  and  a quorum  found  present. 

Motion  was  seconded  and  adopted  suspending  the 
rules  in  order  to  make  the  election  of  officers  the  next 
order  of  business. 

Dr.  Rooks  said:  ‘T  arise  to  nominate  the  President  of 
this  organization,  but  before  I do  that  I want  to  extend 
an  invitation  to  the  organization  to  meet  in  Walla 
Walla  for  its  annual  meeting  in  1936  as  a part  of  the 
celebration  that  Dr.  Penrose  described  to  us  last  night. 

"If  I were  to  nominate  an  ordinary  man  for  the 
President  of  this  organization,  I would  feel  that  it 
would  be  advisable  to  make  a good  speech,  but  the  man 
whom  I am  going  to  name  is  so  well  known  to  every 
member  of  this  organization  and  his  sterling  qualities 
which  so  admirably  fit  him  for  the  duties  that  befall 
the  President  that  a speech  is  not  necessary.  It  suffices 


to  say  that  he  is  a good  worker,  a splendid  organizer,  a 
man  who  is  willing  and  can  work  with  his  fellow  man, 
a man  who  possesses  to  a large  degree  that  unusual 
quality  which  enables  a leader  to  inspire  his  fellow- 
man.  I am  nominating  Dr.  Carroll  Smith  as  President 
of  the  Washington  State  Medical  Association  for  1933 
and  1934.”  The  nomination  was  seconded  by  Dr. 
Gray. 

Motion  was  made  and  adopted  that  nomination  be 
closed  and  that  the  Secretary  cast  the  unanimous  ballot 
for  Dr.  Carroll  Smith  as  President.  Dr.  Carroll  Smith 
was  declared  President  for  the  ensuing  year. 

The  following  officers  were  then  unanimously 
elected : 

First  Vice-President,  J.  R.  Morrison,  Bellingham. 

Second  Vice-President,  J.  W.  Henderson,  Longview. 

Secretary-Treasurer,  C.  H.  Thomson,  Seattle  (unex- 
pired term.) 

Assistant  Secretap^-Treasurer,  J.  E.  Bittner,  Yakima. 

Trustees,  First  District: 

A.  C.  Crookall,  Seattle,  for  term  of  two  years. 

A.  O.  Loe,  Seattle,  for  a term  of  two  years. 

E.  C.  Leach,  Arlington,  (unexpired  term). 

P.  J.  Gallagher,  Seattle,  (unexpired  term.) 

Truestees,  Second  District; 

J.  T.  Rooks,  Walla  Walla,  for  two  year  term. 

A.  E.  Gerhardt,  Wenatchee,  two  year  term. 

George  Anderson,  Spokane,  for  the  unexpired  term 

of  Carroll  Smith. 

H.  E.  Rhodehamel,  Spokane  (unexpired  term). 

Journal  Trustees: 

J.  W.  Ingram,  Walla  Walla. 

C.  W.  Sharpies,  Seattle. 

H.  G.  Willard,  Tacoma. 

Delegates  to  the  American  Medical  Association : 

J.  O’Shea,  Spokane,  for  1934  and  1935. 

F.  G.  Sprowl,  as  alternate  for  1934  and  1935. 

B.  T.  King,  Seattle. 

W.  B.  Penney,  Tacoma,  as  alternate:  term  expires 

1934. 

The  Secretary  called  attention  that  there  was  an 
amendment  to  the  By-Laws,  which,  having  laid  on  the 
table  for  one  day,  was  now  in  order.  This  amendment 
reduces  the  compensation  of  the  Journal  from  two  dol- 
lars a member  to  one  dollar  and  is  to  take  effect  immedi- 
ately. At  the  present  time  the  annual  dues  of  this  as- 
sociation are  five  dollars  per  member  and  of  this 
amount  the  Journal  receives  two  dollars. 

On  account  of  the  depression  many  of  our  members 
have  not  paid  dues  this  year  and  the  Association  finds 
itself  in  financial  difficulties.  The  Association  is  able 
pay  the  Journal  and  to  hold  its  annual  meeting,  but  its 
other  activities  have  been  much  curtailed.  The  Secre- 
tary stated  that,  insofar  as  he  was  able  to  determine, 
the  Journal  was  financially  able  to  stand  the  cut  and  he 
was  also  of  the  opinion  that  at  this  time  we  are  unable 
to  raise  the  annual  dues. 

Dr.  Clarence  Smith,  editor  of  the  Journal,  gave  a his- 
tory and  an  account  of  the  activities  of  the  Journal.  He 
stated  that  his  emoluments  as  editor  were  very  modest 
and  that  in  fact  they  were  lower  than  that  of  the  usual 
medical  journal.  He  said,  “that  the  Journal  could  not 
take  a cut  without  seriously  impairing  its  efficiency.” 

After  considerable  discussion,  a written  ballot  on  the 
amendment  was  called  for.  The  President  appointed  Drs. 
Whitty  and  Loe  as  tellers.  They  announced  the  ballot 
was  30  “for”;  15,  “against.”  The  President  then  an- 
nounced that  the  amendment  had  carried  by  the  neces- 
sary two-thirds  majority. 
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Dr.  H.  E.  Rhodchamcl  invited  the  Association  to  hold 
its  1934  meeting  in  Spokane,  which  invitation  was  unan- 
imously adopted. 

Dr.  Peacock  said : “It  is  the  feeling  of  this  House  of 
Delegates  that  they  should  accept  the  invitation  of 
Walla  Walla  to  meet  there  in  1936.”  A motion  to  that 
effect  was  made  and  adopted. 

Dr.  Willard  moved  that  we  dispense  without  outside 
speakers  where  the  expenses  are  to  be  borne  by  the 
State  Association,  and  that  no  money  shall  be  spent  for 
outside  speakers  for  1934.  This  motion  was  seconded 
and  adopted. 

Dr.  Willard  moved  that  the  expenses  of  our  Dele- 
gates to  the  American  Medical  Association  shall  not  be 
paid  by  the  State  Association. 

In  discussing  this  motion,  Dr.  Peacock  said:  “I  was 
instrumental  in  drawing  up  this  motion  some  time  ago 
and  we  felt  at  that  time  it  was  creating  quite  a hard- 
ship for  some  of  the  men  to  go  back  there  and  pay 
their  own  expenses.  If  you  want  to  reduce  part  of  the 
expenses,  that  would  be  all  right.  We  feel  that  it  is 
more  important  that  we  have  a good  man  to  go  back 
year  after  year.  It  is  a good  deal  like  our  representatives 
in  the  House  of  Congress.  The  minute  you  keep  chang- 
ing your  men,  you  are  not  sure  that  they  are  going  back 
there.  It  is  only  by  sending  good  men  year  after  year 
that  you  get  recognition.” 

Dr.  Carroll  Smith : “I  want  to  endorse  the  idea  ex- 
pressed by  Dr.  Peacock.  The  American  Medical  Asso- 
ciation is  a good  deal  like  the  House  of  Congress.  We 
have  cut  down  our  expenses  today  to  the  extent  of 
twelve  or  fourteen  hundred  dollars  less.  Don’t  try  to 
cut  down  everything.” 

Dr.  Rooks : “It  seems  to  me  that  we  have  elected  a 
President  and  tied  his  hands  and  now  we  want  to  tie 
his  feet  and  if  we  want  this  organization  to  function, 
we  had  better  stop  where  we  are.” 

Dr.  Young:  “These  men  are  our  representatives  and 
I think  we  should  pay  their  expenses.” 

The  question  was  called  for  and  the  motion  was 
lost. 

The  Resolutions  Committee  reported  as  follows,  mo- 
tion being  adopted  to  consider  resolutions  section  be 
section. 

Recommendation  that  the  new  President  be  instructed 
to  retain  certain  members  of  the  present  Public  Health 
Committee.  Adopted. 

The  appointment  of  a committee  to  work  with  a com- 
mittee of  the  Washington  State  Bar  Association  in  the 
matter  of  expert  medical  testimony.  Adopted. 

Appointment  of  a Committee  to  investigate  the  feasi- 
bility of  the  State  Medical  Association  entering  the 
indemnity  insurance  field.  Motion  was  adopted  refer- 
ring this  resoution  to  the  Executive  Committee. 

Tlie  resolution  “in  regard  to  deceased  members”  was 
adopted. 

The  resolution  “relating  to  the  disposal  of  unpuri- 
fied sewage  into  the  waters  of  the  state”  was  adopted. 

The  resolution  “relating  to  Health  Insurance’  was 
adopted. 

The  resolution  “relating  to  the  reorganization  of  the 
Public  Health  League  of  Washington”  was  adopted. 


The  resolution  “relating  to  a proposed  new  Medical 
Practice  Act”  was  adopted,  with  the  proviso  that  it  be 
referred  to  the  Committee  of  Seven. 

The  lesoution  “relating  to  the  group  care  of  patients 
of  moderate  means”  was  ordered  laid  upon  the  table. 

The  resolution  “relating  to  the  care  of  the  indigent 
sick  and  injured”  was  ordered  referred  to  the  Econom- 
ic.s  Committee. 

The  resolution  “relating  to  criticism  of  institutional 
care  of  the  indigent”  was  ordered  laid  upon  the  table. 

The  resolution  “relating  to  broadcasting”  was 
adopted. 

The  resolution  “relating  to  the  reorganization  of  the 
State  Board  of  Health’’  was  adopted. 

The  resolution  “relating  to  a Uniform  Narcotic  Law” 
was  adopted. 

The  resolution  “relating  to  a new  sterilization  law” 
was  adopted. 

The  resolution  “relating  to  court  procedure  in  the 
committment  of  the  insane”  was  adopted. 

The  resolution  “relating  to  the  raising  of  professional 
standards”  was  adopted. 

The  resolution  “authorizing  the  Washington  State 
Medical  Bureau  to  use  that  name”  was  adopted. 

The  Economes  Committee  was  ordered  continued  and 
the  President  was  instructed  to  fill  the  terms  of  those 
who  expired  this  year.  Dr.  Carroll  Smith  said,  “he 
would  abide  by  this  resolution.” 

Dr.  John  O’Shea  moved  that  we  thank  the  King 
County  Medical  Society  for  its  entertainment  of  the 
Washington  State  Medical  Association.  Motion 
adopted. 

The  House  of  Deleagtes  then  adjourned  at  5:30  p.  m. 
Wednesday,  August  30,  1933. 

C.  H.  Thomson,  Secretary. 


SCIENTIFIC  PROGRAM 
Monday.  August  28. 

8- 12  a.m. — Registration,  Olympic  Hotel,  Spanish  Lounge. 

10- 12  a.m. — Public  Health  League,  Business  Meeting. 
1-4  p.m. — Meeting  of  Trustees.  Junior  Ball  Room. 

Tuesday.  August  29. 

9- 11  a.m. — Economic  Section. 

1.  Organizing  and  Coordinating  of  Service  Bur- 
eaus H.  Garner  Wright,  Seattle. 

2.  Health  Insurance  as  Applied  to  the  State  of 
Washington.  H.  J Whitacre,  Tacoma. 

3.  Care  of  the  Indigent  Sick  by  the  County  Medi- 
cal Society  Nathan  Thompson,  Everett. 

4.  Legislative  Actions  and  Policy.  W.  B.  Penney. 
Tacoma. 

11- 12  a.m. — House  of  Delegates. 

12- 1  p.m. — Annual  Luncheon  of  Public  Health  League. 
12;30-1:30  p.m. — No-Host  Luncheon.  Olympic  Hotel. 

1 :30  p.m. — Individuality  in  the  Treatment  of  Fractures. 
E.  S.  Eliason.  Philadelphia,  Pa. 

2 p.m. — Automatic  Fixation  of  Fractures  of  the  Long 

Bones.  Roger  Anderson,  Seattle. 

3 p.m. — Treatment  of  Fracture  of  the  Radius.  D.  A. 

Murray,  Seattle. 

3 ;30  p.m. — Prevention  of  Postoperative  Complications. 

.S.  S.  Nunn,  Vancouver. 

4 p.m. — Study  of  End-Results  of  Cholecystectomy.  Fol- 

low-up of  152  cases.  O.  F.  Lamson,  Seattle. 

4 :30  p.m. — Indications  and  Contraindications  for  Ex- 
trapleural Paravertebral  Thoracoplasty.  J.  M. 
Nelson.  Spokane. 

6 p.m. — Stag  Dinner.  Olympic  Hotel. 

Introduction  of  Guests. 

Address:  The  First  Doctor  of  the  Pacific  Coast. 
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Dr.  Stephen  B.  L.  Penrose,  President  of  \\'hitman 
College,  W alia  Walla. 

W’ednesd.w,  August  30. 

9;30  a.m. — Amebiasis  in  Clinical  Practice.  J.  V. 
Barrow,  Los  Angeles. 

10:30  a.m. — Ruptures  of  the  Thoracic  Duct.  J.  F. 
Scott,  Yakima. 

11  a.m.— Results  of  Investigations  of  Trichinoma  Va- 

ginalis. W.  K.  Ruble,  Seattle. 

11:30  a.m. — Certain  Functional  Disorders  of  the  Large 
Bowel.  R.  C.  Brown,  Chicago. 

12  :30  p.m. — No-Host  Luncheon. 

1:30  p.m. — Submucous  Crystitis  (original  work).  D. 
G.  Corbett,  Spokane. 

2 p.m. — Eighteen  Months  Experience  in  the  Treatment 

of  Bladder  Neck  Obstruction  with  th  Resectoscope* 

Herman  S.  Kretschmer.  Chicago. 

3 p.m. — New  and  Hopeful  Treatment  of  Little’s  Disease, 

N.  W.  Clein,  Seattle. 

3 :30  p.m. — A Clinic  in  Allergy  with  Presentation  of 
Eight  Cases  of  Asthma  , Migraine,  etc.  A.  L. 
Jacobson,  Seattle. 

4 p.m. — Possibilities  of  Stock  Vaccine  in  the  Treatment 

of  Arthritis.  K.  K.  Sherwood,  Redmond. 

4:30  p.m. — Mary’s  Arthritis.  W.  R.  Jones,  Seattle. 

7 p.m. — Dinner  Dance,  Olympic  Hotel. 

Thursday,  August  31. 

9-9:30  a.m. — Presentation  of  Initiative  Bill  for  State 
Drug  Control  J.  B.  Hunter,  Seattle. 

9:30  a.m. — Present  Trends  in  the  Treatment  of  Sinus 
Diseases.  R.  A.  Fenton,  Portland. 

10  a.m. — Washington  State  Health  Program.  E.  R. 

Coffey,  Seattle,  State  Commissioner  of  Health. 
10:30  a.m. — Malpractice  and  Protection.  Mr.  J.  Speed 
Smith,  Seattle. 

11-12  a.m. — House  of  Delegates. 

Report  of  Resolutions  Committee. 

Election  of  Officers. 

Adjournment. 


SNOHOMISH  COUNTY  MEDICAL  SOCIETY 

Pres.,  O.  G.  Kesling;  Secty.,  S.  E.  C.  Turvey. 

The  monthly  meeting  of  Snohomish  County  Medical 
Society  was  held  at  Everett,  at  8 :30  p.  m.,  September  6, 
twenty  members  being  present. 

Minutes  of  previous  meeting  were  read  and  adopted 
without  amendments  or  corrections. 

A representative  of  the  West  Coast  Telephone  Com- 
pany tried  to  persuade  the  society  to  take  over  a page 
in  the  telephone  directory  to  list  the  ethical  physicians 
in  the  county.  This  was  rejected.  A representative 
from  the  Metropolitan  Casualty  Insurance  Company  ex- 
plained his  company’s  group-policy. 

The  scientific  program  was  a symposium  on  cancer, 
under  the  chairmanship  of  Dr.  Duryee.  Dr.  Thompson 
read  a paper  on  “Carcinoma  of  the  Cervix  Uteri,’’  quot- 
ing the  interesting  work  of  Walter  Schuller,  of  Vienna, 
who  uses  a solution  of  lugol  as  an  early  diagnostic  pro- 
cedure. He  reported  on  the  use  of  coagulation  dia- 
thermy in  treatment  and  the  results  were  promising. 

Dr.  Duryee  read  a paper  on  “The  General  Aspects  of 
Cancer,”  in  which  surgeons  were  excoriated,  internists 
scathed  and  family  practitioners  blasted,  all  for  negli- 
gence in  early  diagnosis  of  cancer. 

Herbert  Johnson  read  a paper  on  “Malignancies  of 
the  Genitourinary  Tract.”  He  emphasized  the  all  too 
frequent  omission  of  cystoscopy  in  genitounrinary  in- 
vestigations. In  discussion  Dr.  Beatty  reviewed  malig- 
nancies of  the  thyroid.  Dr.  Gunderson  malignancies  of 
the  pancreas  and  Dr.  Greer  malignancies  of  the  testes. 


The  secretary  reported  that  ten  members  had  not  paid 
thir  dues  in  spite  of  two  notices  of  their  delinquency. 
On  the  motion  of  Drs.  Hoeffler  and  Leach,  it  was  de- 
cided to  appoint  a committee  to  visit  the  backsliders. 

Dr.  Leach  reported  on  the  annual  meeting  of  Trus- 
tees of  the  State  Medical  .Association,  and  Dr.  Hoeffler 
on  the  annual  meeting  of  the  House  of  De’egates. 


IDAHO 

POCATELLO  MEDICAL  SOCIETY 
Pres.,  M.  C.  MacKinnon;  Secty.,  W.  F.  Howard. 

Pocatello  Medical  Society  held  a regular  meeting 
Sept.  1,  at  St.  Anthony’s  Mercy  Hospital  at  7 :30  p.  m. 
There  were  present  Drs.  O.  F.  Call,  J.  V.  Clothier,  W. 
W.  Brothers,  C.  P.  Groom,  W.  F.  Howard,  H.  C.  Irwin, 
M.  C.  Mac  Kinnon,  A.  M.  Newton,  C.  W.  Pond,  J.  J, 
Raaf,  D.  C.  Ray,  F.  M.  Ray,  E.  N.  Roberts,  J.  R, 
Young. 

Minutes  were  read  and  approved.  No  unfinished  busi- 
ness. 

Delegates  elected  for  Twin  Falls  meeting  were  J.  R. 
Young  and  D.  C.  Ray;  alternates  C.  P.  Groom  and  W. 
F.  Howard. 

It  was  voted  that  this  society  favor  same  dues  for 
1934. 

Programs  E.  N.  Roberts  made  a report  on  papers  pre- 
sented at  the  Washington  State  Meeting  at  Seattle  the 
last  week  in  August.  The  first  day  was  devoted  to  pub- 
lic health  topics.  Among  topics  discussed  were  purse 
string  treatment  of  ulcers  of  lesser  curvature,  anterior 
gastroenterostomy,  cholesystectomy  instead  of  cholecys- 
totomy,  cautions  before  operation,  better  treatment  Col- 
ics fracture.  Pre-  and  postoperative  treatment  for  abdom- 
inal cases  include  simple  enema  twentj'-four  hours  prior, 
increased  sugar  3 or  4 days,  amytal  gr.  5 previous  night, 
morph.and  atrop.  morning  of  operation,  soda  glucose 
enemata  postoperatively,  morphine  plenty.  Slow  intra- 
venous injections  with  needle  fixed  in  cast.  Subcutane- 
ous solutions  not  in  breasts. 


BOOK  REVIEWS 

Obstetrics  and  Gynecology.  By  80  Leading  Spe- 
cialits.  Edited  by  Arthur  Hale  Curtis,  M.D.,  Profes- 
sor and  Head  of  the  Department  of  Obstetrics  and 
Gynecology,  Northwestern  University  Medical  School ; 
Chief  of  the  Gynecologic  Service,  Passavant  Memorial 
Hospital,  Chicago,  111.  Complete  in  3 Volumes  and 
Separate  Desk  Index.  3500  pages  with  164  illustra- 
tions, many  in  colors.  Philadelphia  and  London : W.  B. 
Saunders  Company,  1933.  Per  set,  Qoth,  $35.CK)  net. 

This  volume  of  the  latest  edition  on  gynecology  and 
obstetrics  gives  to  the  general  practitioner  and  specialist 
alike  a very  thorough  and  brief  resume  of  these  two 
subjects,  edited  by  one  of  the  outstanding  teachers  of 
today  and  written  by  physicians  of  international  reputa- 
tation.  It  carries  out  the  modern  idea  of  mono- 
graphic presentation  of  medical  subjects.  The  chapter 
on  production  of  labor  is  of  interest.  Although  different 
methods  of  induction  have  been  known  for  years,  there 
has  been  recently  more  interest  manifested  by  several 
articles  written.  Through  this  means  of  management, 
the  incidence  of  cesarean  section  may  be  lowered. 

Tlie  chapter  on  gonorrheal  disease  of  the  female 
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genitalia  emphasizes  again  the  importance  of  thor- 
ough and  painstaking  investigation  and  treatment.  This 
comprehensive  but  brief  chapter,  devoted  to  this  one 
disease,  repays  the  reader  many  times  over  the  purchase 
price  of  the  book.  Likewise  in  the  chapter  on  pelvic 
infection,  the  danger  in  the  use  of  conrtaceptive  mea- 
sures is  stressed.  This  is  of  interest,  especially  in 
this  day  of  widepread  demand  for  information  by 
patients  seeking  relief  from  economic  troubles. 

This  entire  volume  is  a welcome  addition  to  the 
library  of  physicians  interested  in  these  two  subjects. 
It  is  well  illustrated,  some  of  the  cuts  being  from  older 
books  of  proven  worth,  but  with  the  addition  of  newer 
and  more  easily  understandable  pictures. 

W.  W.  Bell. 

Modern  Aspects  of  Gastroenterology.  By  M.  A. 
Arafa,  M.R.C.P.  (Lond.)  Medical  Assistant  to  Guy’s 
Hospital,,  London,  etc.  With  Forward  by  Arthur  F. 
Hurst,  M.D.,  F.R.C.P.,  Senior  Physician,  Guy’s  Hospi- 
tal, London.  Illustrated.  374  pp.  $8.25.  William  Wood 
& Company,  Baltimore,  1933. 

This  work  presents  a summary  of  the  observations 
made  by  the  author  during  three  years  spent  in  Euro- 
pean clinics.  It  details  modern  and  practical  methods  of 
diagnosis  and  treatment  used  in  the  larger  clinics.  The 
value  of  these  observations  is  somewhat  impaired  by 
the  attempt  to  build  them  into  a text-book  on  gastro- 
enterology, where  they  are  obscured  by  a mass  of  rout- 
ine matter.  As  a text-book,  it  is  incomplete  but  it  has 
merit  as  a brief  resume  of  the  subjects  considered.  The 
section  on  intestinal  diseases  deserves  commendation 
and  the  colored  plates  illustrating  pathology  as  seen 
with  the  sigmoidoscope  are  excellent. 

Hagyard. 

A Life  Against  Death.  By  Kendm  Winslow, 
M.  D.,  Seattle.  292  pp.  $3.00.  Lowman  and  Hanford 
Co.,  Seattle,  Wash.,  1933. 

In  these  trying  times  of  adversity,  the  N.  R.  A.,  and 
the  growing  canker  of  commercialism  eating  at  the 
vitals  of  medical  tradition,  this  medical  Odyssey 
across  the  American  continent  will  refresh  and  en- 
courage us.  The  author  takes  us  with  him  in  his 
boyhood  and  youth  to  Boston  and  Cape  Cod.  We  sail 
about  the  Cape  in  fair  weather  and  foul,  and  share 
in  his  experiences  that  modestly  rival  those  of  the 
Mississippi  days  of  Tom  Sawyer  and  Huck  Finn.  We 
become  intimate  with  Cape  Cod  natives,  famous  Bos- 
ton surgeons  and  doctors. 

The  Boston  Latin  School,  Harvard  College  and 
Harvard  Medical  School  stand  out  clearly  in  retro- 
spect, as  well  as  interne  experiences  in  a large  Boston 
Hospital  and  the  holy  traditions  of  the  Massachusetts 
General  Hopital.  An  interlude  at  a Florida  orange 
grove  is  followed  by  the  fascinating  experience  of 
beginning  medical  practice  with  its  trials  and  rewards 
in  a Boston  suburb. 

Then  comes  a translation  of  life  from  the  Atlantic 
to  the  Pacific  Northwest,  with  the  abrupt  change  in 
the  sober  Eastern  outlook  to  the  fresher,  youthful 
turbulent  West.  Early  days  in  Seattle,  with  some 
glimpses  of  modern  Seattle  and  a consultant’s  life  in 
full  swing  hold  the  reader  intensely  interested.  Yacht- 
ing on  Puget  Sound  and  British  Columbia  waters  con- 
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trast  dramatically  with  former  maneuvres  off  Cape 
Cod. 

Trips  to  The  Mayo  Clinic  at  Rochester,  Minnesota, 
and  a description  of  its  modest  beginning  and  the 
subsequent  growth  to  the  modern  surgical  Olympus  are 
described  succinctly  and  accurately.  The  characteristics 
of  Drs.  Wiliam  and  Charles  Mayo,  the  local  genii, 
are  masterpieces,  and  a great  tribute  to  their  ac- 
complishments. Then  came  the  World  War.  The  author 
shared  with  all  in  the  sickening  red  tape  and  con- 
fusion of  the  debacle.  The  petty  politics  of  war  time 
hospital  and  camp  service  also  find  a place  in  his 
trials.  But  he  was  finally  rewarded  by  valuable  ex- 
periences during  the  influenza  plague  while  stationed 
in  a large  military  hospital  at  St.  Louis. 

This  account  of  a medical  life  yields  nothing  to 
Munthe’s  “San  Michele”  and  avoids  the  latter’s  many 
flights  of  fantasy.  The  lay  reader  gains  a firm  grasp 
of  the  tragedies  and  victories  attendant  upon  a suc- 
cessful medical  career;  many  popular  ideas  are  clearly 
“debunked.”  The  professional  reader  puts  down  the 
book  determined,  with  one  of  the  Cape  Cod  whalers, 
“to  keep  a stiff  upper  lip  and  a high  toe  nail,”  and 
to  win  from  his  brief  span  such  a wealth  of  enjoyment 
and  accompishment  as  is  the  author’s  portion. 

Gunby. 

Your  Hearing,  How  to  Preserve  and  Aid  It.  By 
Wendell  Christopher  Phillips,  M.  D.,  Consulting  Sur- 
geon, Manhattan  Eye,  Eaf,  and  Throat  Hospital, 
New  York  City,  e)tc.,  and  Hugh  Grant  Rowell,  M.  D., 
Assistant  Professor  of  Health  Education  and  Physician 
to  the  Horace  Mann  Schools,  Teachers  College, 
Columbia  University.  232  pages,  $2.00.  D.  Appleton 
and  Company,  New  York  and  London,  1932. 

This  book  should  appeal  to  the  layman.  Some  types 
of  deafness  are  hopeless  and  others  are  not  If  the 
deaf  can  be  taught  to  realize  that  there  are  many 
ways  of  helping  them,  regardless  of  their  condition, 
then  many  of  the  apparently  hopeless  cases  could  be 
benefited  one  way  or  another. 

The  author  describes  briefly  the  mechanism  of  the 
hearing  apparatus  and  also  methods  of  testing  and 
diagnosing  the  various  types  of  deafness.  He  explains 
the  art  of  lip  reading,  and  the  progress  that  is  being 
made  along  this  line.  He  tells  what  the  doctor  can 
do  for  many  apparently  hopeless  cases.  He  touches 
upon  the  industrial  relations  and  the  hereditary  fac- 
tors in  certain  types  of  deafness.  The  activities  of 
the  League  for  the  Hard  of  Hearing  which  has  become 
a national  organization  are  explained.  Taken  as  a 
whole,  it  is  a very,  instructive  piece  of  literature  for 
the  layman  or  the  professional  man  who  feels  he  is 
a little  bit  hazy  on  the  subject. 

Patrick. 

Public  Health  Nursing  in  Industry.  Prepared 
for  The  National  Organization  for  Pubic  Health  Nurs- 
ing. By  Violet  H.  Hodgson,  R.  N.,  Assistant  Director, 
249  pp  $1.75.  The  Macmillan  Company,  New  York, 
■National  Organization  for  Public  Health  Nursing. 
1933. 

Employers  often  have  no  clear  idea  as  to  the  func- 
tion of  the  industrial  nurse.  The  aim  of  this  publi- 
cation is  to  indicate  the  potential  field  of  public  health 
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nursing  in  commerce,  trade  and  industry.  Part  I deals 
with  company  organization  and  administration  in  their 
relationship  to  nursing  service.  Several  chapters  con- 
sider these  reationships  in  detail.  Part  II  is  devoted  to 
nursing  service  itself,  principles,  practices  and  pro- 
cedures. Care  and  prevention  of  illness  are  applied  to 
the  various  conditions  arising  in  industry,  a chapter 
being  devoted  to  diseases  most  commonly  encountered 
with  suggestions  as  to  dealing  with  them.  Considera- 
tion of  this  volume  indicates  that  there  is  a potential 
field  for  this  character  of  nursing  which  should  bene- 
fit both  employer  and  employees. 

Report  to  the  United  States  Government  on  Tuber- 
culosis WITH  Therapeutic  and  Prophylactic  Sug- 
gestions. By  S.  Adolph  Knopf,  M.D.,  59  pp.  $1.15.  The 
National  Tuberculosis  Association,  New  York  City. 
1933. 

The  author  was  appointed  by  the  Surgeon  General  of 
the  United  States  Army  as  a delegate  to  the  Conference 
of  the  International  Union  against  Tuberculosis,  held 
at  Amsterdam  and  The  Hague  in  September,  1932.  This 
volume  is  a report  of  that  meeting,  with  the  author’s 
suggestions  on  treatment  of  tuberculosis.  Chapters  con- 
sider various  phases  of  the  tuberculous  problem  as  pre- 
sented at  the  Conference,  with  comparison  of  different 
lines  of  treatment  in  different  countries  and  sugges- 
tions by  the  author.  There  are  many  discussions  rela- 
tive to  rehabilitation  of  the  tuberculous  patient  with 
directions  for  obtaining  such  results.  Considerable 
space  is  devoted  to  respiratory  therapy  which  the  au- 
thor considers  very  important  in  promoting  recover}', 
special  exercises  being  utilized  for  expelling  residual 
air.  Prevention  of  tuberculosis  in  children  is  consid- 
ered in  some  detail.  The  author  states  that  50  per  cent 
or  more  of  clinical  recoveries  and  improvement  are 
obtained  in  a majority  of  cases  treated  by  hygienic  and 


dietetic  methods  in  sanatoria  or  such  regimen  at  home. 
Numerous  illustrations  amplify  the  text. 

Internation.vl  Clinics.  Vol.  3,  Forty-third  series, 
1933.  Edited  by  Louis  Hammaii,  M.  D.,  Visiting  Phy- 
sician Johns  Hopkins  Hospital.  J.  B.  Lippincott  Com- 
pany, Philadephia,  Montreal  and  London. 

Ihe  editor  has  the  assistance  of  fourteen  collabora- 
tors connected  with  leading  medical  educational  insti- 
tutions. The  contents  of  this  volume  include  reports 
on  diseases  of  the  parathyroid  glands,  dealing  with 
overfunction  and  underfunction.  The  latest  informa- 
tion on  these  subjects  is  included.  Most  of  the  vol- 
ume is  devoted  to  medicine,  including  a wide  range  of 
diseases.  Among  these  are  disccussions  of  adult  myx- 
edema, agranulocytic  angina,  glandular  fever,  pellagra, 
mental  aspect  of  pulmonary  tubercuosis  and  its  man- 
agement by  rest.  There  is  a review  of  recent  literature 
concerning  detachment  of  the  retina  and  relation  of 
paranasal  sinuses  to  ocular  disorders.  The  volumes  of 
these  series  constitute  a valuable  reference  on  all  phases 
of  medical  and  surgical  practices. 

The  Surgical  Clinics  of  North  Americ.v.  (Issued 
serially,  one  number  every  other  month.)  Volume  13, 
No.  4.  (Mayo  Clinic  Number — August,  1933).  Oceavo 
of  215  jages  with  65  illustrations.  Per  clinic  year, 
February  1933  to  December  1933.  Paper,  $12.(X); 
Cloth,  $16.00  net.  Philadelphia  and  London : W.  B. 
Sounders  Company,  1933. 

There  are  thirty-one  contributors  to  this  number, 
presenting  many  interesting  clinical  reports  from  The 
Mayo  Clinic.  Judd  with  his  assistants  describes  cases  of 
hypertrophic  stenosis  of  the  pylorus,  chronic  duodenal 
obstruction,  retroperitoneal  tumors  and  dermoid  cysts 
of  the  abdomen.  Figi  reports  the  treatment  of  a variety 
of  malignant  conditions  of  the  mouth  and  face.  Several 
clinical  reports  are  presented  of  surgical  attack  on 
pathologic  conditions  of  the  nervous  system.  As  usual 
this  is  a most  instructive  volume. 


Diaphr.\gmatic  Hernias  Symptoms  and  Surgical 
Treatment  in  Sixty  Cases.  Stuart  W.  Harrington, 
Rochester,  Minn.  (Journal  A.  M.  A.,  Sept.  23,  1933), 
stresses  the  fact  that  the  constant  increase  in  the  num- 
ber of  cases  of  diaphragmatic  hernia  that  are  being 
recognized  is  due  chiefly  to  the  marked  advance  that 
has  been  made  in  the  methods  of  roentgenologic  diag- 
noiss.  Most  of  this  increase  in  the  number  of  cases 
has  been  represented  by  the  paraesophageal  type  of 
hernia.  The  symptoms  are  usually  progressive  and  vary 
in  type  and  intensity,  depending  on  the  amount  and 
type  of  herniated  abdominal  viscera  and  on  the  stage  of 
the  incarceration  at  which  the  patient  is  seen.  The 
symptoms  often  simulate  those  of  other  organic  disease 
of  the  abdomen  and  thorax,  of  which  the  most  common 
are  cholecystitis,  peptic  ulcer,  cardiac  disease,  secondary 
anemia  and  esophageal  obstruction.  The  symptoms  of 
diaphragmatic  hernia  are  definite,  and  diagnosis  can 
be  made  on  the  symptoms  alone  but  must  be  confirmed 
by  roentgenologic  examination.  Operative  replacement 
of  the  herniated  viscera  in  the  abdomen,  with  repair 
of  the  abnormal  opening  in  the  diaphragm,  is  the  only 
treatment  that  insures  complete  relief  of  symptoms, 
and  operative  treatment  should  be  carried  out  as  soon 
as  a diagnosis  is  made  in  cases  in  which  the  colon  is 
involved  in  the  hernia,  which  is  usually  in  the  traumatic 
type.  In  cases  in  which  the  stomach  is  the  only  organ 
involved,  and  the  symptoms  are  mild,  the  condition  can 


be  treated  conservatively,  but  the  patient  must  be  kept 
under  constant  observation.  If  the  symptoms  become 
progressive,  operative  repair  of  the  opening  should  be 
made  before  serious  complications  develop,  increasing 
the  operative  risk.  Palliative  interruption  of  the  phren- 
ic nerve  may  be  resorted  to  in  selected  cases  in  which 
reparative  operation  is  contraindicated.  Preliminary 
phrenicotomy  is  often  of  value  in  repair  of  enlarged 
hernial  openings  if  there  has  been  considerable  loss  of 
structure.  The  author  performed  radical  operations  in 
fifty-six  of  the  sixty  surgical  cases.  There  were  five 
operative  deaths  and  one  recurrence.  Recent  replies 
received  to  letters  of  inquiry  from  the  fifty-five  pa- 
tients who  recovered  disclose  that  of  the  four  patients 
who  were  subjected  to  palliative  interruption  of  the 
phrenic  nerve,  one  has  since  died  of  angina  pectoris; 
another,  76  years  of  age,  died  of  a cause  not  definitely 
ascertained  but  which  apparently  was  a cardiac  condi- 
tion; the  other  two  of  the  four  patients  have  obtained 
partial  relief  of  symptoms.  Of  the  fifty-one  patients 
who  were  subjected  to  radical  operative  procedures, 
all  except  one  have  obtained  relief  of  symptoms.  One 
patient  had  an  influenzal  type  of  pneumonia  three 
months  following  the  operation,  and,  because  of  the 
severe  strain  from  coughing,  the  hernia  recurred,  with 
associated  symptoms.  All  patients  have  been  examined 
roentgenologically  from  six  months  to  one  year,  or 
every  year,  after  operation. 
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AMEBIASIS  IN  CLINICAL  PRACTICE* 
John  V.  Barrow,  ]\LD.,  F.A.C.P. 

LOS  ANGELES,  CALIF. 

To  the  average  clinician  the  presence  of  pro- 
tozoan infections  in  the  temperate  zones  is  a mat- 
ter for  demonstration.  It  is  the  common  con- 
cept that  amebae  and  other  protozoa  live  only 
in  tropical  climates.  Only  renegade  infections 
are  supposed  to  be  found  in  such  communities 
as  ours.  Scarcely  any  clinician  is  convinced  of 
the  possibility  of  protozoan  infection  in  his  pa- 
tient without  the  history  of  residence  in  a tropi- 
cal country.  Foreigners  among  us  are  at  times 
under  a slight  ban  of  suspicion  as  to  the  trans- 
misibility  of  tropical  disorders  to  us. 

The  possibility  of  domesticated  animals  act- 
ing as  reservoir  hosts  of  pathogenic  protozoa 
has  been  shown  by  KesseP.  Most  clinicians  lose 
sight  of  such  a concept.  The  transfer  of  amebic 
cysts  by  cultural  methods  from  one  part  of  the 
world  to  another,  as  shown  by  Toinbee  Wight 
and  Virginia  Wight^,  is  an  important  contribu- 
tion in  the  consideration  of  possible  infection 
anywhere.  The  transmission  of  the  infection 
does  not  seem  necessarily  to  depend  on  the  trans- 
mission from  one  human  being  to  another.  There 
seems  ample  proof  that  domestic  animals,  such 

•Read  before  the  Forty-Fourth  Annual  Meeting  of 
Washington  State  Medical  Association,  Seattle,  Wash.. 
Aug.  28-31,  1933. 
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3.  Andrews,  J.:  Cysts  of  the  Dysentery-Produc- 
ing Endameba  Histolytica  in  a Baltimore  Dog.  Am. 

J.  Trop.  Med.  12:401-404.  Sept,  i932. 


as  the  dog,  carry  dysentery-producing  endameba 
histolytica^.  It  is  possible  for  these  animals  to 
acquire  their  infections  from  man.  However, 
animals  may  well  contaminate  each  other.  A 
South  American  author  has  reported  outbreaks 
of  amebic  dysentery  attributable  to  drinking 
water  contaminated  by  buzzards. 

The  incidence  of  the  infection  of  ameba  his- 
tolytica has  been  variously  reported  for  the  tem- 
perate zone  areas.  Naturally  there  is  a wide  vari- 
ation in  the  results  obtained  by  different  workers 
in  different  localities.  A cross-section  of  the 
general  public  manifestly  is  difficult  to  obtain 
anywhere.  Kofoid  and  Sweezy  have  reported 
the  incidence  in  students^.  The  examination  of 
8029  Americans  by  Boeck  and  Stiles®  probably 
gives  us  a fair  estimate  of  over  4 per  cent, 
which  is  undoubtedly  a low  percentage.  Craig 
gives  us  a very  fine  review  of  the  incidence  of 
the  infection  in  the  United  States®.  One  natur- 
ally expects  a higher  percentage  of  the  infection 
among  the  patients  of  a gastroenterologist  and 
a proctologist  than  of  an  obstetrician.  A cross- 
section  of  healthy  business  men  and  women,  re- 
quired to  pass  certain  physical  requirements,  will 
certainly  show  a low  incidence.  The  presence 
of  the  infection  of  food  handlers  may  increase 
the  incidence  in  small  communities.  Modern 
bathroom  facilities  in  cities  and  modern  country 

4.  Kofoid.  C.  A.  and  Swezy,  O.:  Prevalence  of  Car- 
riers of  Endameba  Dysenterica  Among  Soldiers  Re- 
turning from  Overseas  Service.  Am.  J.  Trop.  Med. 
1:41,  Jan.,  1921. 

5.  Boeck.  W.  C.  and  Stiles,  C.  W.:  Bulletin  133.  Hyg. 
Lab.,  II.S.P.H.S.  1923. 

6.  Craig.  C.  F. : Amebiasis  Problem.  J.  A.  M.  A.  98. 
1615-1620,  May  7,  1932. 
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places  render  the  spread  of  the  infection  less 
liable. 

That  the  organism  may  exist  in  a pathologic 
state  and  yet  cause  no  symptoms  is  an  observa- 
tion made  more  than  forty  years  ago  and  credited 
by  Craig  to  Dr.  George  Dock’.  Many  workers 
have  confirmed  this  concept.  Lack  of  symptoms, 
however,  is  probably  not  a lack  of  pathogenicity 
as  has  frequently  been  observed.  Most  post- 
mortem examinations  throughout  our  country  re- 
veal many  intestinal  lesions  and  even  liver  ab- 
scesses unheralded  by  any  symptom  whatsoever 
by  the  patient  during  life.  The  liver  abscess 
shown  here  was  erroneously  diagnosed  carci- 
noma. 

Almost  monthly,  sporadic  cases  are  being  re- 
ported all  over  our  country.  The  statement  is 
sometimes  made  that  10  per  cent  of  all  patients 
entering  physicians’  offices  have  amebic  infection 
in  some  form.  It  is  not  fair  to  painstaking  and  in- 
telligent clinicians  of  every  specialty  to  state  that 
they  have  missed  the  diagnosis  in  one  in  ten  of 
their  cases.  However,  many  cases  will  be  missed 
entirely  in  both  diagnosis  and  treatment  unless 
the  clinician  suspects  the  presence  of  these  in- 
fections. It  is  my  firm  belief  that  the  average 
community  practice  of  a general  nature  will  run  a 
comparatively  high  and  stable  percentage.  It  is 
well  worthwhile,  therefore,  to  consider  rather 
carefully  both  the  clinical  picture  and  the  diag- 
nostic methods  of  amebiasis. 

The  clinical  picture  of  an  acute  dysentery  al- 
ways demands  differentiation.  It  should  always 
suggest  protozoan  infestation.  The  character 
of  the  excretions  will  aid.  The  chronic  picture  is 
a difficult  one  and  necessarily  must  imitate  a 
number  of  other  causes.  General  depletion  of 
body  energy,  vaguely  described  intestinal  symp- 
toms, toxic  and  septic  states,  traceable  more  to 
the  intestinal  tract  than  to  the  usual  mouth  and 
sinus  infections,  are  often  present.  Anemia  char- 
acterized by  disturbance  of  the  blood-forming 
organs  is  present.  Often  the  lack  of  food  inter- 
est, the  lack  of  vitamin  supply,  the  presence  of 
bad  endocrine  physiology  are  the  most  common 
characteristic  symptoms.  Unfortunately  other 
causes  produce  the  same  clinical  picture.  Natur- 
ally chronic  causes  blend  into  one  another  to  pro- 
duce blending  symptoms  which  are  in  no  way 
pathognomonic  of  any  specific  etiology. 

While  many  of  us  see  this  clinical  picture 
present  in  nearly  all  cases  of  amebiasis,  we  must 

7.  Dock,  G.:  Centralbl.  f.  Bakt.  10:227,  1891. 


depend  upon  microscopic  identity  of  the  organ- 
ism for  the  correct  and  confirmatory  diagnosis. 
Seeing  the  organisms  as  cysts  and  active  proto- 
zoa is  of  inestimable  value  in  identification. 
Routine  methods  of  examination  for  both  cysts 
and  trophozoites  are  absolutely  essential.  Meti- 
culous care  throughout  the  whole  procedure  of 
the  examination  must  be  followed.  Kofoid  of 
the  University  of  California  has  given  us  in  a 
most  masterful  way  his  methods  of  search  and 
detection. 

The  motion  picture  is  one  of  the  best  methods 
of  bringing  to  the  vision  of  every  clinician  the 
behavior  of  the  organisms  in  their  motile,  cystic 
and  pathogenic  stages.  The  type  of  protoplasmic 
motion  is  distinctly  visible  with  the  microscopic 
accuracy  demanded  by  research.  The  finely  gran- 
ular hyaline  cytoplasm  of  the  ameba  histolytica 
is  distinctly  contrasted  with  the  coarsely  granu- 
far  cytoplasm  of  the  ameba  coli.  The  hyaline 
pseudopodia  quickly  extruded  by  the  ameba  his- 
tolytica are  in  sharp  contrast  to  the  granular 
flowing  pseudopodia  of  the  ameba  coli.  The 
relatively  smaller  size  of  the  ameba  histolytica 
is  shown  acurately  against  the  larger  and  more 
sluggish  form  of  the  ameba  coli  (fig.  1). 

In  freshly  motile  forms  one  sees,  as  a rule, 
no  nuclei  or  chromotoidal  bodies.  As  the  active 
organisms  become  chilled  their  bodies  become 
rounded  to  imitate  cystic  forms  but  they  lack  the 
character  of  cysts.  Both  in  cultures  and  in  stools 
other  protozoa,  such  as  trichomonas,  chilomastix 
and  giardia,  invade  the  microscopic  field  and  are 
thus  shown  in  the  pictures.  A fortunate  finding 
of  an  active  motile  white  blood  cell  demonstrates 
the  amebic  action  of  our  own  tissue  cells.  The 
presence  of  histiocytes  in  tissues  and  of  leuco- 
cytes in  pus  must  not  be  mistaken  for  protozoan 
forms. 

In  stained  specimens  the  forms  of  organisms 
and  the  characteristic  tissue  reaction  are  well 
demonstrated.  The  nucleus  of  the  histolytica  is 
comparatively  characteristic  (figs.  4 and  7),  hav- 
ing a finely  granular  nuclear  rim  with  a small 
central  karyosome,  from  which  usually  radiate 
fine  spokes  of  nuclear  material.  Organisms  from 
colonic  ulcers  show  great  variation  in  the  nuclei 
of  ameba  histolytica  (figs.  3 and  5).  The  central 
karyosome  may  be  fairly  excentric  and  large 
enough  to  fill  two-thirds  of  the  nuclear  space 
(fig.  3).  It  may  be  blobbed  entirely  to  one  side 
of  the  nuclear  rim.  Such  a nuclear  however,  is 
usually  in  an  organism  having  the  characteristic 
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Fig'.  1.  Active  ameba  histolytica  showing  fine 
granular  character  of  cytoplasm  and  hyaline  pseu- 
dopod. 

Fig.  2.  Ameba  in  outlying  edge  or  ulcer  of  bowel. 
Note  no  leukocytes  present. 

Fig.  3.  Ameba  from  ulcer  showing  variation  in 
nuclear  material. 

Fig.  4.  Ameba  in  muscle  coats  of  bowel  wall. 


l‘ ig.  5.  Ameba  in  bowel  ulcer  showing  atvpical 
nucleus. 

Fig.  6.  Cyst  showing  chromatoidal  rod. 

Fig.  7.  Ameba  in  liver  pus. 

Fig.  8.  Small  colonic  ulcer  magnified  40  diameters 
showing  crater  and  overhanging  edges. 

Fig.  9.  Ameba  by  the  side  of  .and  within  the 
small  blood  vessel. 
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finely  granular  cytoplasm.  These  atypical  forms 
are  often  surrounded  by  other  typical  organisms 
imbedded  in  human  intestinal  ulcers.  The  cyst  in 
its  purest  form  has  thrown  off  its  unnecessary 
impedimenta  (fig.  6). 

Typically  there  are  from  one  to  four  nuclei  in 
a mature  cyst  of  endameba  histolytica,  while  the 
ameba  coli  has,  on  the  same  basis,  from  one  to 
eight.  Typically  the  position  of  the  karyosome 
is  central  in  the  ameba  histolytica  and  excentric 
in  the  ameba  coli.  Chromotoidal  rods  are  of 
great  value  in  making  differentiation  in  cysts. 
The  well  rounded  ends  of  these  rod-like  struc- 
tures usually  characterize  the  ameba  histolytica. 
Their  shapes  contrast  sharply  with  the  fine 
needle-like  crystal  forms  found  in  ameba  coli. 

Nearly  any  case  of  amebiasis  will  show  suffi- 
cient clinical  symptoms  to  aid  greatly  in  the  dif- 
ferential diagnosis.  The  presence  of  cloud-like 
bodies  of  glycogen  in  ameba  histolytica  is  also 
of  importance.  The  fresh  iodine-eosine  stain 
brings  out  these  glycogen  clouds.  Seeing  these 
biologic  characteristics  accurately  portrayed  a few 
times  renders  their  identification  fairly  easy.  The 
moving  picture  fixes  these  concepts  with  much 
greater  ease"  than  the  text-book  description. 

The  transmission  of  the  organisms  from  the 
intestinal  tract  to  the  liver  can  be  readily  visual- 
ized anatomically.  Every  histologic  structure  is 
shown  invaded  by  organisms.  They  are  demon- 
strated within  the  small  veins  and  by  the  side  of 
their  thinnest  walls.  Dead  or  dying  amebae  logic- 
ally produce  a locus  for  the  lodgment  of  strepto- 
cocci and  subsequent  infection  and  ulceration  by 
these  bacteria,  probably  in  the  same  manner  as 
they  do  around  a locus  of  dying  filarial  organ- 
isms in  capillaries.  Death  of  the  amebic  organ- 
ism probably  precedes  bacterial  activity,  since 
the  active  ameba  is  probably  resistant  in  its  whole 
body  content  to  bacterial  infection.  Bacteria  do 
not  thrive  in  the  immediate  neigh tborhood  of 
amebae,  if  the  microscopic  concept  can  be  ac- 
cepted. 

The  characteristic  activity  and  endurance  of 
the  ameba  histolytica  are  demonstrated  here  in 
liver  pus.  These  organisms  remain  actively  mo- 
tile for  two  or  three  days  following  the  death  of 
the  host.  Every  tissue  shown  demonstrates  the 
organism  as  a tissue  inhabitant  and  invader 
rather  than  a common  cell  of  the  bowel  content. 
They  are  able  to  exist  in  the  feces  for  some  time. 
It  is  strongly  probable  that  their  life  away  from 
the  tissues  themselves  is  comparatively  short.  It 


Fig-.  10.  Ameba  within  the  blood  vessel  in  bowel 
w;ill  ulcer. 


would  seem  that  the  organisms  at  first  adjust 
themselves  to  tissue  living  rather  than  to  fecal 
habitation.  Their  presence  in  the  stool  being 
incidental  accounts  for  the  difficulty  in  finding 
them  always  by  stool  examination.  Their  habi- 
tat being  in  the  tissues  makes  easier  the  absorp- 
tion of  their  toxic  bodies  into  the  system. 

In  and  about  ulcers  of  the  bowel  and  liver  there 
is  no  accumulation  of  white  blood  cells,  unless 
the  ulcer  has  been  invaded  by  bacteria.  There 
is  no  increase  of  white  blood  cells  in  the  blood 
stream  to  justify  the  text-book  statements  of 
leucocytosis.  Eosinophiles  are  certainly  not  in- 
creased but  are  very  probably  diminished.  The 
entire  white  blood  cell  production  seems  to  be 
depressed.  Histiocytes  do  not  seem  to  be  stimu- 
lated. 

The  low  grade  anemias,  wliile  essentially  influ- 
enced by  lack  of  nutrition,  could  also  be  enor- 
mously influenced  by  the  action  of  amebic  toxins. 
Aside  from  the  dysenteric  condition  which  exists 
in  only  a small  percentage  of  the  cases,  the  pre- 
dominating state  of  these  patients  is  toxic.  In 
the  presence  of  body  depletion,  infestations  from 
bacteria  thrive.  The  system  is  robbed  of  its 
vitamins  and  actual  nutrition.  The  inroads  made 
on  the  mucous  membrane  aid  bacterial  penetra- 
tion. 

In  the  same  way  the  fine  colonies  of  strepto- 
cocci are  enormously  increased.  This  has  been 
demonstrated  by  an  unpublished  report  of  Roos 
of  Loma  Linda,  California,  and  Acton  of  Cal- 
cutta®. Keeping  in  mind  the  increase  in  strepto- 
cocci, the  locus  of  dying  amebae  deep  in  the 
tissues,  the  torn  down  resistance  of  the  local 
tissues,  one  can  readily  visualize  the  danger  of 


8.  Acton,  H.  W. : Entameba  Histolytica  Carriers 
and  Their  Treatment.  Tr.  Roy.  Soc.  Trop.  Med.  & Hyg. 
27:119-130,  July,  1933. 
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Fig.  11.  Large  liver  abscess  from  patient  without 
symptoms. 


such  a focus  for  the  spread  of  bacterial  clumps 
by  the  blood  stream  to  all  of  the  organs.  The 
above  pathologic  lesion  readily  makes  amebic 
infestion  a most  dangerous,  prolific  and  strongly 
chronic  factor  in  such  diseases  as  arthritis,  neu- 
ritis, iritis  and  probably  all  of  the  deficiency  dis- 
eases. Slow  toxic,  chronic  liver  damage  is  prob- 
ably the  most  potent  factor  in  many  severe 
anemias.  The  same  liver  defiency  probably  al- 
lows many  allergic  sensitizations. 

The  above  conclusions  are  made  on  the  clini- 
cal experience  that  chronic  deficiency  diseases,  as 
arthritis,  neuritis  and  iritis,  are  often  the 
sequellae  of  chronic  amebiasis.  I do  not 
hesitate  to  include  other  protozoa  in  this  state- 
ment with  the  modification  that  there  is  no  in- 
vasion of  the  tissues.  No  one  can  gainsay  the 
above  conclusions  until  the  isolation  of  these 
organisms  in  pure  culture  has  been  accomplished. 
Craig  has  done  enough  work  to  convince  one  of 
the  toxic  content  of  the  body  of  the  ameba  his- 
tolytica. 

In  drawing  the  above  conclusions,  it  is  both 
impossible  and  absurd  to  attempt  to  eliminate  the 
various  bacterial  actions  and  toxins  from  this 
picture.  However,  there  are  cases  of  bacterial 
infection  exclusive  of  complications  with  which 
to  compare  amebic  infections.  Uncomplicated 
bacterial  infections  give  a strikingly  clear  clini- 
cal picture.  The  blood  reactions  and  tissue  reac- 
tions are  characteristically  nearly  always  the 
same.  The  leucocytosis,  the  agglutination  re- 
actions and  all  of  the  immunologic  phenomena 
are  comparatively  constant,  when  the  infection 


is  pure.  When  they  are  complicated  by  protozoan 
infestations,  there  is  undoubtedly  a change  in 
the  blood  picture  and,  so  far  as  determined  by 
our  tests,  both  the  absorptive  and  the  detoxicat- 
ing action  of  the  intestines,  liver  and  tissue  are 
changed. 

It  is  demonstrable  that  such  organisms  as  the 
streptococcus  do  not  produce  fulminating  blood 
reactions  in  the  presence  of  ameba  histolytica. 
Intestinal  ulcers  do  not  show  their  usual  inflam- 
matory reactions.  Liver  abscesses  are  usually 
devoid  of  leucocytic  stimulation.  General  de- 
pression and  depletion  in  chronic  diseases  may 
simulate  carcinoma  on  the  one  hand  and  per- 
nicious anemia  on  the  other.  The  picture  is  cer- 
tainly a mixed  one.  It  is  far  removed  from  un- 
complicated, acute  amebiasis.  In  the  solution 
the  protozoan  organisms  as  well  as  bacterial  must 
be  taken  into  account. 

Since  amebiasis  is  at  home  in  the  tropics,  its 
aberrant  manifestations  are  to  be  found  much 
oftener  in  temperate  latitudes.  Inasmuch  as  we 
are  able  to  bring  to  our  command  all  the  known 
remedial  agencies,  typical  diseases  do  not  cause 
us  much  trouble  in  diagnosis  or  treatment.  Pro- 
tozoan infections  are  more  apt  to  be  chronic  and 
atypical  in  our  latitude.  Many  of  these  infesta- 
tions cannot  prevail  against  good  resistance  of 
the  host  and  poorer  circumstance  of  the  develop- 
ment of  the  organisms.  Consequently,  many  in- 
festations will  not  materialize  in  our  latitude. 
Acute  infections  by  the  same  reasoning,  on  new 
soil  and  with  no  host  resistance,  may  prove  fatal. 

The  treatment  of  amebiasis  must  be  under- 
taken from  the  standpoint  of  both  acute  and 
chronic  infections.  Great  damage  has  been  done 
to  patients  from  the  treatment  as  suggested  for 
tropical  cases.  Nearly  always  such  treatment  is 
too  severe.  Therefore,  the  treatment  should  be 
considered  as  follows ; 

1.  The  general  status  of  the  patient,  whether 
acute  or  chronic,  must  be  considered.  Nutrition 
with  all  the  vitamins  applicable  to  childhood  is 
a most  important  factor  in  both  forms.  A case 
of  severe  colitis  may  readily  starve  to  death  un- 
der the  guise  of  treatment.  Damaged  tissues 
need  all  the  regenerative  forces  obtainable 
through  nutrition.  Where  there  are  ulcers  or 
where  dysentery  exists,  all  coarse  foods  and  often 
irritating  fruits  must  be  abandoned.  Rest  is  a 
factor  too  often  left  out.  A broken  colon  needs 
as  much  rest  as  a broken  leg,  and  often  more 
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than  a case  of  typhoid  fever  or  even  tubercu- 
losis. The  above  statement  must  be  modified  in 
the  case  of  chronic  treatment.  Mild  exercise  and 
the  stimulation  of  seeing  the  outside  world  helps 
to  combat  an  almost  certain  neurasthenia  and 
general  breakdown. 

2.  The  other  important  factor  is  the  drugs  to 
be  used.  The  first  of  these  is  ipecac  with  its 
alkaloid,  emetine.  This  is  highly  important.  I 
seldom  use  the  whole  drug  for  the  purpose  of 
killing  off  the  infection.  Emetine  hydrochloride 
should  be  most  frequently  used  in  one-third  grain 
doses.  It  can  be  administered  intravenously  in 
the  same  syringe,  together  with  an  ampule  of  tri- 
caccodylate  of  iron  to  great  advantage.  Depend- 
ing on  the  acuteness  of  the  case  and  the  bodily 
state  of  the  patient,  it  may  be  given  daily  to  bi- 
weekly for  a period  of  weeks  or  even  months, 
with  no  disturbance  whatsoever.  It  should  never 
be  given  in  one  grain  doses  with  the  daily  fre- 
quency advised  in  tropical  writings.  Its  influ- 
ence is  probably  not  strong  enough  to  act  as  an 
amebacide,  but  it  is  as  a tissue  stimulant  that 
its  greatest  good  is  manifested. 

My  clinical  experience  in  thousands  of  cases 
has  proven  that  the  toxicity  of  the  drug  need 
never  be  reached.  In  fact,  I am  convinced  that 
it  has  an  alterative  influence  similar  to  the  iodides 
in  the  general  system,  and  that  locally  it  brings 
the  regenerative  forces  of  the  entire  reticuloen- 
dothelial system  to  its  aid.  In  small  doses  the 
liver  is  undoubtedly  protected  against  abscesses, 
and  by  the  same  means  very  large  abscesses  have 
been  healed  and  the  patient  restored  to  health. 
The  attempt  to  use  the  enormous  doses  of  eme- 
tine, or  any  of  its  salts,  as  an  amebacide  is  apt 
to  result  in  overdosage  and  assure  injury  to  the 
nerve  tissue  and  to  the  heart  muscle.  In  prais- 
ing the  small  dosage  lavishly,  I wish  to  condemn 
the  large  dose  just  as  strenuously.  Other  forms 
of  ipecac,  as  exhibited  in  the  capsule  containing 
calcium  and  alcresta  (calcresta),  are  chronically 
very  fine  in  their  relief  of  constipation,  together 
with  a mild  stimulating  action  on  the  mucous 
membrane  and  a protective  influence  on  the  liver. 

The  second  great  drug,  which  is  really  the 
amebacidal  drug,  is  arsenic.  The  form  to  be 
mentioned  first  is  carbarsone,  which  is  put  up 
in  capsules  of  such  dosage  that  one  may  be  given 
every  morning  and  evening  for  ten  days.  There 
is  very  little  danger  of  arsenical  saturation, 
though  this  complication  must  be  guarded  against. 
Patients  must  be  told  to  stop  all  medication  on 


the  appearance  of  any  untoward  symptoms.  Many 
of  these  cases  have  allergic  tendencies,  conse- 
quently dermatitis  may  appear  with  surprising 
promptness.  Usually  a ten  days  treatment  with 
this  drug  suffices  for  the  first  course.  It  may 
be  repeated  in  ten  days  or  a month,  and  again 
after  three  months.  The  rechecking  of  symptoms 
and  laboratory  work  will  direct  the  repetition. 
No  more  than  one  or  two  courses  are  required 
to  eliminate  the  organisms  from  the  stool,  which 
in  my  mind  is  the  least  reliable  check  after  in- 
itial diagnosis  has  been  made.  Stovarsol,  trep- 
arsol  and  other  arsenicals  are  on  the  market  in 
dose  size  tablets.  The  same  results  may  be  ob- 
tained by  their  use.  However,  one  must  be  a 
little  more  careful  to  guard  against  saturation. 

Tbe  arsphenamines,  intravenously,  do  not  seem 
to  me  to  have  very  great  use.  They  are  cer- 
tainly not  needed  very  much,  if  the  other  arseni- 
cals are  properly  used.  Forms  of  oxyquinaline 
have  been  variously  promulgated.  They  are  the 
hydrochloride,  the  sulphate  and  the  iodide.  Prob- 
ably the  best  form  of  the  latter  goes  under  the 
name  of  yatren  or  chineifon.  It  should  be  given 
in  doses  of  three  to  four  grain  pills  three  times 
daily  for  as  many  days  as  bowel  tolerance  per- 
mits. In  some  cases  the  dysentery  is  greatly  in- 
creased and  becomes  a real  meance.  I think  the 
drug  has  greater  influence  in  the  sequelae  than 
in  the  treatment  of  acute  cases. 

Several  other  drugs  appear  from  time  to  time 
bidding  for  use  as  amebacides.  Not  much  can 
be  said  in  their  favor  generally. 

This  discourse  on  amebiasis  would  not  be  com- 
plete without  a word  concerning  the  treatment  of 
one  of  its  most  important  sequelae,  if  not  com- 
plication, arthritis.  Frequently  there  is  an  acute 
arthritis  along  with  the  acute  dysenteric  compli- 
cation. More  frequently,  when  acute  symptoms 
have  passed  from  months  to  years,  or 
when  no  symptoms  have  been  complained  of 
from  the  gastrointestinal  tract,  slow  creeping 
symptoms  of  multiple  arthritis  of  both  osteo-  and 
rheumatoid  types  appear.  At  times  the  joints 
behave  like  acute  infections,  but  more  often  they 
are  of  the  persistent  chronic  type. 

It  is  not  always  easy  to  demonstrate  organisms 
in  these  cases.  Many  times  they  must  be  fol- 
lowed over  long  periods  of  time  before  the  organ- 
isms are  found.  They  are  demonstrable  intes- 
tinal cases  in  nearly  100  per  cent.  The  majority 
of  the  cases  seem  to  me  to  fit  the  streptococcic 
inroad  through  amebic  ulceration  as  described 
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above.  Unfortunately  the  histologic  study  of 
five  feet  of  colon  is  expensive.  So  far  as  I am 
able  to  find  out  no  such  serial  section  of  the 
bowel  has  ever  been  made.  This  would  require 
in  the  neighborhood  of  forty  million  microscopic 
sections,  which  is  too  much  for  our  economic 
times.  Therefore,  the  part  played  by  amebae  in 
arthritis  must  be  in  furnishing  the  focus  of  entry 
for  bacteria  and  toxins,  whether  bacterial,  ameb- 
ic or  decomposition  products. 

The  treatment  of  the  bowel  on  the  basis  of 
chronic  amebiasis  renders  very  valuable  service 
to  these  patients.  Many  recoveries  are  traceable 
directly  to  such  a regime.  Enlarged  and  tender 
single  joints  are  greatly  improved  with  the  injec- 
tion of  a small  quantity  of  emetine  into  the  soft 
tissue  and  lymph  spaces.  Care  must  be  taken  not 
to  enter  the  joint  or  approximate  it  too  closely 
in  these  injections.  They  should  be  repeated  un- 
til all  of  the  soreness  disappears.  I know  of  no 
other  treatment  of  periarticular  swellings  which 
gives  such  results.  This  fact  furnishes  the  back- 
ground for  reporting  it  in  this  article. 

I wish  to  express  my  appreciation  to  Mr. 
Stacy  Woodward  who  photographed  these  pic- 
tures, and  likewise  to  Dr.  J.  F.  Kessel  who  as- 
sisted me  with  some  of  the  material. 

1930  Wilshire  Boulevard. 


THE  BACK  AS  A SOURCE  FOR 
PEDICLED  SKIN  GRAFTS* 
Adalbert  G.  Bettman,  M.D.,  F.A.C.S. 

Qinical  Associate  in  Surgery,  University  of  Oregon 
Medical  School. 

PORTLAND,  ORE. 

When  Gillies  noted,  during  the  World  War, 
that  a flap  of  skin  in  healing  rolled  upon  itself 
forming  a tube,  a new  method  of  skin  grafting 
was  born,  a new  field  of  usefulness  was  created. 
By  the  use  of  the  tubed  graft,  procedures  may 
be  carried  out  that  are  not  possible  by  any  other 
means. 

The  Thiersch  graft  and  its  modifications,  thin, 
medium  and  thick,  are  very  useful  where  later 
contraction  causes  no  concern.  The  Reverdin 
graft  also  has  its  indications  where  surgical  con- 
ditions are  not  ideal  and  where  scarring  is  of  no 
consequence.  The  Wolfe  graft  is  used  to  ad- 
vantage where  superficial  areas  are  to  be  covered. 
But  probably  the  most  useful  is  the  pedicled  graft, 
tubed.  It  is  the  most  versatile  and  its  possibil- 

♦Read  before  the  Twentieth  Annual  Meeting  of  the 
Alumni  Association,  Medical  School,  University  of 
Oregon,  March  6-8,  1933,  Portland.  Ore. 


ities  are  endless.  Free  grafts  consist  of  skin 
alone,  free  from  fat.  Pedicled  tube  grafts  must 
carry  a layer  of  fat  to  maintain  the  blood  supply. 
Thus  they  differ. 

Pedicled  tube  grafts  may  be  obtained  from 
many  parts  of  the  body  but  one  is  impressed 
with  the  large  area  of  skin  available  on  the  back, 
with  the  soft,  pliable,  and  nonadherent  scars 
which  result  from  the  excision  and  with  the  ab- 
sence of  impairment  of  function  or  well  being. 
The  back  is  usually  covered  and  there  is  a mini- 
mum of  disfigurement.  The  vast  skin  area  avail- 
able on  the  back  makes  possible  the  procuring 
of  a single  graft  large  enough  to  cover  a long 
and  wide  defect  with  no  disfiguring  scars  such 
as  always  occur  when  several  smaller  grafts  are 
used. 

The  objection  might  be  raised  to  grafts  from 
the  back  that  the  skin  is  thick  and  coarse  with 
widely  separted  pores  and  is  hair-bearing.  How- 
ever, in  practice  these  objections  have  little  merit 
even  when  the  graft  is  placed  on  the  face.  Grafts 
from  the  back  may  or  may  not  be  the  first  choice 
but,  when  other  skin  is  not  available  on  account 
of  the  large  amount  required  or  because  of  the 
technical  difficulties  in  transferring  it,  then  the 
back  is  an  area  that  is  to  be  considered.  The 
end-results  are  more  than  satisfactory. 

The  tubed  graft  from  whatever  location  taken 
is  prepared  as  follows : The  size  and  shape  of 

the  defect  are  carefully  appraised  and  a flap  of 
skin  outlined  so  that  it  will  reach  the  defect  while 
yet  attached  at  one  end  to  its  blood  supply.  It 
may  be  moved  longer  distances  by  moving  one 
end  at  a time  repeatedly  if  necessary.  Parallel 
incisions  are  then  made  through  the  skin  and  into 
the  fat  layer.  The  skin  between  the  parallel  in- 
cisions is  undercut,  the  edges  accurately  united 
to  form  a tube  and  the  edges  of  the  skin  of  the 
body  surface  united  carefully.  Particularly  pains- 
taking must  be  the  closing  of  the  angles.  There 
are  several  special  stitches  that  have  been  de- 
vised for  placing  the  angle  stitches  but  I have 
found  that  by  visualizing  the  two  suture  lines  as 
one  continuous  line,  comparable  to  the  inside 
of  a doughnut  or  automobile  tire,  the  angle  su- 
tures are  placed  without  difficulty. 

The  length  of  the  tube  depends  on  the  amount 
of  skin  required  and  the  blood  supply.  It  is  a 
good  rule,  subject  to  exceptions,  that  the  length 
of  the  tube  should  not  be  over  three  and  one- 
half  times  the  width,  unless  it  has  an  independent 
blood  supply.  When  longer  tubes  are  necessary 
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Fig.  1,  Case  1.  Condition  when  first  seen.  Chin 
fixed  on  sternum,  mouth  held  open. 

Fig.  2,  Case  1.  The  same.  Side  view. 

Fig.  3,  Case  1.  First  step  of  preparation  of  tubed 
graft  in  two  steps. 

Pig.  4,  Case  1.  Preparation  of  the  tubed  graft  com- 
pleted. 

Fig.  5,  Case  1.  The  lower  end  of  the  tubed  graft 
severed,  opened  and  sutured  into  right  side  of  face. 


Kinking  of  graft  must  be  prevented.  Allowed  here 
only  while  being  photographed. 

Fig.  6,  Case  1.  Suture  of  tubed  graft  into  neck 
and  face  completed. 

Fig.  7,  Case  1.  Front  view  after  the  tubed  graft 
from  back  has  been  sutured  into  face  and  neck  but 
before  operating  on  axillary  regions. 

Fig.  8,  Case  1.  Both  axillae  released  by  Incising 
and  zigzagging,  allowing  complete  abduction.  Trans- 
ference of  skin  flaps  was  also  used. 


an  interval  is  left  between  two  on-end  tubes  and 
after  healing  has  taken  place  and  the  blood  sup- 
ply developed,  they  are  united  to  form  one  tube. 

At  this  second  operation  a difficulty  sometimes 
arises  in  determining  the  exact  locations  of  the 
incisions  which  are  to  unite  the  two  tubes.  This 
difficulty  may  be  obviated  by  a very  simple  pro- 
cedure. At  the  time  that  the  on-end  tubes  are 
prepared  with  the  interval  of  skin  between,  a 
small  puncture  wound  is  made  with  the  scalpel 
midway  between  the  ends  of  the  incisions,  just 
deep  enough  to  leave  a minute  scar.  This  in- 
consequential scar  will  later  act  as  a guide  for 
the  uniting  incisions.  Usually  the  individual 
steps  of  the  operation  are  healed  in  ten  days  to 
two  weeks. 

When  should  the  tube  be  moved?  It  may  be 
moved  at  any  time  after  healing  is  complete, 
provided  that  the  blood  supply  through  the  end 
to  be  left  attached  has  developed  sufficiently  to 
carry  the  entire  tube.  This  may  be  tested  in 
various  ways.  Pressure  with  the  fingers  for 
several  minutes  over  the  end  to  be  severed  or 
a ligature  placed  for  a longer  period  will  tell  the 
story,  or  a suture  may  be  placed  so  as  to  tie  off 
a portion  of  the  tube. 

The  time  having  arrived  for  the  transference. 


the  tube  is  severed  fairly  close  to  its  attachment 
to  the  body  as  a long  flap  attached  does  not  have 
the  good  blood  supply  of  the  tube  itself.  The 
area  into  which  the  graft  is  to  be  placed  is  pre- 
pared by  removing  all  scar  tissue  down  to  nor- 
mal tissue.  Then  the  scar  on  the  tube  is  re- 
moved for  a length  sufficient  to  cover  the  defect 
prepared  and  the  unrolled  skin  is  sutured  care- 
fully into  place. 

The  unrolling  of  the  tube  is  an  important  step. 
All  incisions  in  the  fat  of  the  tube  must  be  made 
lengthwise  and  no  more  should  be  made  than  are 
necessary  to  allow  satisfactory  unrolling  of  the 
tube.  When  the  unrolled  tube  is  sutured  into 
its  new  position,  the  connecting  end  of  the  tube 
must  be  carefully  placed  so  that  there  is  no  un- 
due kinking,  else  a slough  may  result. 

Ten  days  to  two  weeks  or  more  must  now 
elapse  to  allow  for  healing  of  the  graft  to  its 
new  bed  and  the  development  of  the  blood  sup- 
ply. The  pedicle  is  then  transferred  to  its  new 
position  or  removed  as  may  be  indicated.  Suture 
the  graft  accurately  into  its  new  bed  so  that  the 
scar  resulting  may  be  as  small  as  possible.  Even 
then  it  is  sometimes  necessary  to  later  excise  the 
scar  and  bring  the  edges  into  a more  desirable 
line  of  union. 
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Fig.  9 Fig.  10  Fig.  11  Fig.  12 

Fig.  9,  Case  2.  Extensive  burn  of  the  face.  was  severed,  opened  and  sutured  into  the  face  below 

Fig.  10,  Case  2.  First  step  of  two-step  preparation  the  ear. 
of  tubed  graft  from  the  back.  Fig.  12,  Case  2.  The  upper  end  of  the  graft  was 

Fig.  11.  Case  2.  The  lower  end  of  the  tubed  graft  severed,  opened  and  sutured  into  the  face  and  neck. 


Fig.  13  Fig.  14 

Fig.  13,  Case  3.  Before  operation.  Arm  fixed  to 
the  cliest.  Photograph  shows  extent  of  abduction 
permitted  by  adhesion  to  the  chest  wall. 

Fig.  14,  Case  3.  Showing  tubed  graft  from  the 
back,  lower  end  of  which  has  been  placed  in  the 


Fig.  15  Fig.  16 

axilla. 

Fig.  15,  Case  3.  Upper  end  of  tubed  graft  from 
back  sutured  into  axilla  above  lower  end. 

Fig.  16,  Case  3.  After  completion  of  the  placing  of 
graft.  Arm  completely  abducted. 


Case  1.  E.  H.,  aged  3 years,  as  a result  of  playing 
with  matches  received  second  and  third  degree  burns 
covering  by  actual  measurement  more  than  one-third 
of  the  entire  skin  area.  It  was  only  through  the  most 
careful  care  and  attention  that  she  survived.  Despite 
early  skin  grafts  from  her  parents,  extensive  deforming 
contractions  resulted.  Her  chin  was  fixed  down  on 
her  sternum  and  in  order  to  look  up  at  all  she  was 
forced  to  open  her  mouth.  Her  arms  could  not  be  ab- 
ducted to  a right  angle.  Such  was  her  condition  when 
I first  saw  her.  When  it  is  realized  that  with  the  best 
care  that  medical  science  can  provide  such  deformities 
are  possible,  it  is  not  strange  that  disfiguring  and  de- 
bilitating contractions  occur  in  patients  who  do  not 
have  available  the  maximum  medical,  nursing  and  hos- 
pital facilities. 

The  entire  chest  and  abdomen  were  a mass  of  con- 
tracted scars,  so  that  obtaining  skin  with  which  to  re- 
lease the  deformity  of  the  neck  from  here  was  im- 
possible. Fortunately  the  back  was  but  little  scarred 
and  was  therefore  available.  On  account  of  the  length 
of  skin  required,  two  steps  were  necessary  to  form  the 
tubed  graft,  after  which  the  lower  end  was  severed 
from  the  back,  opened  and  sutured  into  place  on  the 
right  side  of  her  neck.  When  this  had  healed  in  place 
and  the  blood  supply  developed,  the  upper  end  was  sev- 
ered, opened  and  sutured  into  the  front  and  left  side 
of  the  neck.  Deep  scar  bands  were  severed. 

With  the  healing  of  this  graft  she  was  again  able  to 
raise  her  head  up  and  down  and  from  side  to  side  in 
a normal  manner.  At  later  periods  the  scars  in  the 
axillary  regions  were  released  and  lengthened  by  zig- 
zagging and  transference  of  skin  flaps  so  that  at  the 
present  time  full  and  comp’ete  function  has  been  re- 
stored to  the  neck  and  arms.  A total  of  nineteen  opera- 
tions have  been  performed  on  this  little  girl  by  myself 


in  addition  to  those  previously  required,  but  the  end- 
result  more  than  justifies  the  effort  (figs.  1-8). 

Case  2.  H.  K.  was  burned  in  a sawdust  explosion. 
The  scarred  area  involved  the  lower  portion  of  his  face 
and  neck,  beginning  at  a point  just  below  the  right  ear. 
The  skin  was  thick  and  red  and  consisted  of  masses  of 
hypertrophied  scar  tissue  which  burned  and  itched  con- 
tinually. Contractions  caused  deformities  of  the  lip, 
lower  eyelids  and  neck,  giving  him  a horrible  expres- 
sion. 

On  account  of  the  presence  of  scars  on  the  front  of 
the  chest  and  the  sides  of  the  back,  it  was  necessary  to 
procure  the  graft  from  the  center  of  the  back.  As  far 
as  the  tube  itself  is  concerned  this  is  of  no  consequence 
but  on  account  of  the  normal  depression'  in  the  region 
of  the  spinous  processes  there  is  perhaps  a little  delay 
in  healing  of  the  body  suture  line,  as  the  skin  is  span- 
ned across  and  tends  to  leave  a dead  space.  It  is  de- 
sirable, therefore,  in  cutting  such  a graft  to  have  the 
line  of  suture  on  one  side  of  the  median  line  that  the 
skin  may  hug  the  chest  wall. 

By  the  two-step  method  previously  described  a tubed 
graft  from  his  back  was  prepared,  the  same  being  eleven 
inches  long  and  four  and  one-half  inches  wide.  The 
scar  was  then  removed  from  below  and  in  front  of  the 
left  ear,  into  which  region  the  lower  end  of  the  tube 
was  sutured.  When  this  had  healed  and  the  blood  sup- 
ply developed,  the  tube  was  severed  at  the  upper  end  of 
the  back,  the  scar  removed  from  the  full  width  of  the 
face  below  the  mouth,  and  the  opened  tube  was  su- 
tured into  this  defect.  His  appearance  was  greatly  im- 
proved by  the  operations  and  the  skin  of  the  lower  por- 
tion of  his  face  ceased  to  burn  and  itch.  Such  minor 
irregularities  as  were  visible  at  the  completion  of  heal- 
ing have  smoothed  out  within  a year,  leaving  a satis- 
factory suture  line  (figs.  9-12). 
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Case  3.  C.  C.  While  reaching  over  the  kitchen  stove 
the  firebox  door  of  which  was  open,  her  flimsy  clothes 
caught  fire,  inflicting  an  extensive  burn,  extending  from 
the  middle  of  both  thighs  up  to  both  clavicles  and  in- 
volving the  right  arm,  forearm  and  axillary  regions. 
Despite  the  fact  that  the  accident  occurred  in  the  coun- 
try many  miles  from  medical  care,  due  to  the  excellent 
attention  which  she  received,  her  life  was  saved  and 
the  deformities  were  greatly  minimized.  She  was  able 
to  stand  erect  but  there  was  an  uncomfortable  tightness 
of  the  scars,  extending  from  the  inner  portion  of  both 
thighs  to  the  lower  abdomen.  The  abdomen  and  chest 
were  a mass  of  contracted  scars.  Abduction  of  the 
right  arm  was  limited  to  about  60  degrees,  and  was  held 
by  broad  areas  of  adhesions  in  the  axillary  region. 
This  occurred,  notwithstanding  the  fact  that  during 
treatment  abduction  had  been  used  early  and  persist- 
ently. The  indications  were  for  placing  a full  thickness 
skin  graft  in  the  axilla  and  mobilizing  the  contracted 
scars  that  extended  from  the  lower  abdomen  to  the 
thighs.  These  later  were  relieved  by  simple  excision 
and  careful  suturing. 

There  was  no  skin  available  on  the  chest  with  which 
to  repair  the  defect  in  the  axilla.  The  back  was,  there- 
fore, used.  A tubed  graft  was  prepared  in  two  stages, 
giving  a flap  twelve  inches  long  and  four  inches  wide. 
When  healing  had  been  completed,  one  end  was  severed 
from  the  body  and  the  tube  opened.  The  arm  was  care- 
fully separated  from  the  chest  wall  well  up  into  the 
axilla,  and  the  free  end  of  the  graft  sutured  into  place. 
When  healing  was  complete  the  other  end  of  the  tube 
was  severed  from  the  back,  the  tube  opened  and  it  was 
sutured  above  the  opposite  end  of  the  graft,  forming  a 
horseshoe  shaped  graft.  That  portion  of  the  graft 
which  was  turned  upon  itself  was  sutured  somewhat 
full  at  the  angle  in  order  to  safeguard  the  blood  supply. 
With  this  graft  healed  in  place  abduction  to  about  120 
degrees  was  possible.  Later  an  incision  was  made  from 
the  internal  edge  of  this  horseshoe  diagonally  upward 
and  outward  through  the  width  of  the  graft.  Scar  was 
removed  from  the  arm,  the  arm  held  up  in  complete  ab- 
duction and  the  graft  sutured  into  place  She  now  has 
the  complete  function  of  the  arm  restored  and  even 
swims  without  difficulty  (figs.  13-16). 

To  cite  more  cases  would  add  little  to  this 
discussion.  It  is  the  purpose  of  this  paper  to 
point  out  that  there  is  available  on  the  back  a 
large  area  of  skin  which  may  be  used  for  tubed 
grafts,  an  area  which  is  larger  than  that  to  be 
found  on  any  other  part  of  the  body. 

629  Medical  Arts  Building. 


Tuberculosis  of  the  Greater  Trochanter.  Henry 
W.  Meyerding  and  Rudolph  J.  Mroz,  Rochester,  Minn. 
{Journal  A.  M.  A.,  Oct.  21,  1933),  made  a study  of 
nineteen  patients  with  tuberculosis  of  the  greater  tro- 
chanter and  the  trochanteric  bursa  beneath  the  gluteus 
maximus,  verified  by  operation,  pathologic  examination 
and,  in  five  cases,  guinea-pig  inoculation.  Evidence  of 
tuberculous  disease  in  other  parts  of  the  body  was 
found  in  73  per  cent  of  the  cases,  42  per  cent  of  which 
was  in  the  lungs  and  31  per  cent  in  other  parts  of  the 
body.  The  symptoms  were  usually  local  and  consisted  of 
a cold,  fluctuating  swelling,  local  tenderness,  and,  sel- 
dom, impairment  of  motion  of  the  joints.  Roentgeno- 
grams showed  involvement  of  the  trochanter  in  78  per 
cent  of  the  cases.  The  authors  advocated  early  radical 
excision  of  the  involved  area,  followed  by  adequate  anti- 
tuberculosis measures,  such  as  rest,  proper  diet,  etc. 
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It  is  still  a very  difficult  matter  to  make  the 
diagnosis  of  influenza  in  isolated  instances,  but 
since  the  disease  usually  occurs  in  epidemics,  it 
is,  as  a rule,  reasonably  easy  to  make  a sufficient 
diagnosis  to  identify  the  exceedingly  variegated 
clinical  pictures  which  it  presents  when  it  occurs 
in  its  usual  types.  Unfortnately  the  sequelae  of 
the  disease  are  exceedingly  frequent  and  highly 
diversified.  In  the  average  case  they  are  far 
more  serious  and  far  reaching  in  their  effects 
than  the  acute  disease  itself. 

Cardiac  involvement  is  one  of  the  most  fre- 
quent and  serious  complications  of  influenza.  In 
most  instances  the  immediate  gravity  of  the 
heart  lesions  is  not  in  itself  sufficiently  evident 
to  cause  serious  apprehension,  and  its  recognition 
is,  therefore,  frequently  belated  and  its  grave 
import  neglected.  It  is  quite  certain  that  cardiac 
insufficiency  is  a large  feature  of  the  convales- 
cent prostration  which  so  characteristically  typi- 
fies the  disease  in  its  usual  occurrence.  Prostra- 
tion is  always  one  of  the  dominant  characteristics 
of  the  infection  and  careful  study  and  observa- 
tion demonstrate  almost  inevitably  that  cardiac 
and  circulatory  involvement  are  a large  factor  of 
this  complex. 

In  the  frequency  of  occurrence,  as  well  as  in 
the  type  of  the  concomitant  picture  of  cardiac  in- 
volvement in  influenza,  the  condition  is  very 
similar  to  that  which  occurs  in  diphtheria,  and  to 
some  extent  also  it  simulates  the  sort  of  myo- 
cardial defect  which  develops  in  scarlet  fever  and 
other  streptococcal  infections.  As  a rule,  how- 
ever, the  severity  of  the  early  circulatory  mani- 
festations as  well  as  their  mortality  rate  is  much 
less  evident  in  influenza  than  in  diphtheria, 
though  the  essential  pathology  is  very  similar. 
As  a rule,  also,  the  acuteness  of  the  cardiac  disa- 
bility is  much  more  evident  in  diphtheria  than 
it  is  in  influenza.  One  must  also  admit  that  the 
recovery  in  diphtheria  is  usually  slower,  and  per- 
manent crippling  of  the  circulation  is  much  more 
likely  to  follow  than  from  influenza.  It  is  also 
noteworthy  that  acute  cardiac  failure  with  sud- 
den unexpected  death  is  much  more  striking  and 
frequent  in  diphtheria,  but  both  are  very  slow  in 
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full  recovery  and  exceedingly  treacherous 
throughout  the  entire  period  of  convalescence. 

The  importance  of  this  subject  is  apparent  to 
every  experienced  practitioner.  It  is  responsible 
as  a part  or  as  the  dominant  factor  in  most  of 
the  prolonged  instances  of  exhaustion  in  the  con- 
valescent phases  of  influenza. 

Three  types  of  cardiac  involvement  are  seen  in 
influenza,  involvement  of  the  endocardium,  in- 
volvement of  the  myocardium  and  disease  of 
the  pericardium.  The  second  is  by  far  the  most 
frequent  and  the  more  important  both  as  to 
severity  and  as  to  duration. 

Endocarditis  in  uncomplicated  influenza  is  not 
a very  frequent  condition.  As  a rule  it  occurs 
only  in  such  instances  as  show  some  secondary 
inflammatory  complication,  such  as  sinusitis,  otitis 
or  some  other  condition  in  which  a focus  of  sup- 
puration develops.  It  seems  in  most,  if  not  in 
all  these  instances,  that  the  endocarditis  appears 
as  secondary  to  this  focus  of  infection,  not  as  if 
primarily  due  to  the  general  disease  itself.  There 
are,  however,  exceptions  to  this  general  rule.  It 
is  well  known  that  blood  stream  infection  occurs 
in  influenza,  though  we  are  as  yet  in  consider- 
able doubt  as  to  the  specific  nature  of  the  disease 
nonetheless. 

In  the  instances  of  endocarditis  which  develop 
in  influenza  the  course  of  the  disease  presents 
nothing  particularly  characteristic  in  itself,  aside 
from  the  fact  that  almost  if  not  quite  invariably 
early  indications  of  muscular  defect  and  invasion 
appear  and  often  dominate  the  entire  picture.  A 
mural  endocarditis  is  probably  more  frequent 
than  a true  valvulitis. 

Pericarditis  is  a very  frequent  complication  of 
influenza,  but  most  commonly  it  appears  in  asso- 
ciation with  or  as  an  apparent  sequence  of  a 
pleurisy  or  pneumonia.  Except  as  an  additional 
or  superadded  factor,  however,  the  pericarditis 
rarely  becomes  a matter  of  very  great  impor- 
tance, though  notably  in  influenza  it  is  often 
associated  with  other  indications  of  myocardial 
involvement. 

Evidences  of  myocardial  disease  appear  very 
frequently  in  influenza.  It  may  be  among  the 
very  early  indications  of  the  disease,  or  it  may 
appear  during  its  height,  but  most  commonly  of 
all  the  condition  appears  in  the  state  of  conval- 
esence,  even  sometimes  long  after  the  acute  and 
active  symptoms  and  signs  of  the  general  infec- 
tion have  entirely  subsided. 

It  is  particularly  frequent  that  the  latter 
class  of  cases  pass  entirely  unrecognized  until  the 


patient  finds  himself  unable  to  carry  on  his 
usual  obligations.  Indeed,  all  too  frequently,  as 
in  cardiac  involvement  in  diphtheria,  the  first 
definite  sign  or  symptom  evidenced  of  cardiac 
complication  is  the  sudden  giving  way  of  the 
heart  and  death  of  the  patient.  Where  the  fre- 
quency of  occurrence  of  the  complication  is  con- 
sidered and  when  the  signs  and  symptoms  are 
sought,  however,  evidences  of  it  are  usually  de- 
tectable long  before  the  process  has  become  ad- 
vanced, and  in  abundant  time  for  proper  treat- 
ment and  precautions  to  be  established. 

It  is,  therefore,  an  elemental  fact  that  the 
physician  should  be  sharply  on  his  guard  as  to 
the  complication  and  that  he  should  keenly  ap- 
prehend its  appearance  in  every  instance  of  in- 
fluenza, especially  during  the  convalescent  phases 
of  the  disease.  Because  of  this  frequency  of 
occurrence,  commonly  with  few  or  no  positive 
signs  of  cardiac  defect,  the  convalescent  phases 
of  influenza  should  be  most  carefully  supervised, 
especially  in  those  frequent  instances  in  which 
exhaustion  appears  as  a dominant  feature. 

The  difficulty  of  diagnosis  of  an  early  myocar- 
dial defect  is  recognized  by  all  clinicians.  Inso- 
far as  my  observation  goes,  there  is  often  no 
other  way  in  which  the  physician  may  be  led  to 
expect  the  cardiac  complication  except  by  the 
mere  occurrence  of  the  infection,  and  the  ap- 
pearance eventually  of  the  signs  or  symptoms,  or 
both,  of  muscular  insufficiency.  The  complication 
seems  to  appear  almost  as  frequently  in  mild  cases 
of  influenza  as  in  those  more  characterized  by 
their  acuteness,  fever  or  general  severity.  It  is, 
however,  noteworthy  that  the  complication  de- 
velops much  more  commonly  and  much  more 
severely  as  a rule  in  those  cases  which  are  char- 
acterized from  the  onset  by  the  severity  of  the 
symptom  of  exhaustion.  In  a considerable  degree 
the  gravity  of  the  complication  seems  to  remain 
fairly  constantly  a measure  of  the  severity  of 
exhaustion,  that  is,  of  the  toxicity  of  the  case. 

As  a matter  of  fact,  however,  the  complication 
may  develop  in  any  case  of  influenza,  and  its 
gravity  may  not  be  in  the  least  measurable  by 
the  type  of  the  general  infection,  though  the  more 
severe  forms  of  the  complication  are  more  com- 
monly found  in  those  cases  characterized  by  their 
high  toxicity  or  exhaustion,  but  quite  independent 
of  the  temperature,  rapidity  of  pulse,  leucocytosis, 
delirium  or  any  of  the  other  signs  or  symptoms 
which  in  most  disea.ses  indicate  severity  of  in- 
fection. Very  briefly,  the  signs  and  the  cardiac 
.symptoms  which  appear,  when  this  complication 
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has  developed,  are  those  of  a myocardial  defect, 
but  the  early  recognition  is  so  very  important 
that  it  is  probably  well  worth  while  to  consider 
these  signs  and  symptoms  in  more  or  less  detail. 

As  in  most  other  forms  of  circulatory  defect, 
the  most  constant  and  most  dominant  sign  or 
symptom  is  that  of  dyspnea.  This  may  appear 
only  on  exercise  or  under  stress,  emotional  or 
physical.  In  severe  instances  orthropnea  may 
be  so  marked  that  the  patient  finds  himself  un- 
comfortable when  he  attempts  to  lie  flat  in  bed, 
and  the  sign  is  of  course  still  more  marked  when 
he  attempts  to  exercise,  such  as  walking  about  the 
room  and  the  like.  The  degree  of  the  sign  of 
dyspnea  as  well  as  its  severity  is  the  most  valu- 
able prognostic  sign  as  to  the  degree  or  severity 
of  the  cardiac  involvement. 

Dyspnea  may  also  be  taken  as  a gauge  of  the 
success  of  treatment.  Its  relief  indicates  the 
most  desirable  treatment  as  a rule,  and  anything 
which  increases  its  severity  is  certainly  to  be 
avoided. 

Cyanosis  is  not  a frequent  sign  in  this  com- 
plication. It  is  occasionally  present  in  minor 
degree,  particularly  on  exercise,  when  the  posi- 
tion in  bed  or  the  body  posture  is  otherwise  diffi- 
cult but  even  in  these  instances  it  rarely  exceeds 
a slight  bluing  of  the  lip,  and  a dull,  occasionally 
gray-like  pallor  of  the  face  and  extremities.  If 
present  it  is  almost  without  exception  deepened 
by  exercise  or  by  stress  of  any  kind. 

Pain,  commonly  located  in  the  region  of  the 
precordium,  is  very  common.  Occasionally  it  is 
reflected,  usually  upward  toward  the  manubrium, 
occasionally  down  the  arms,  more  frequently  on 
the  left  as  in  classic  angina  pectoris.  Most  com- 
monly it  is  located  in  the  region  of  the  precor- 
dium toward  the  apex  rather  than  the  base  of 
the  heart.  It  is  usually  of  a dull,  persistent  char- 
acter and  it  is  intensified  by  exercise  or  by  emo- 
tional stresses.  Not  infrequently  there  is  more 
or-  less  tenderness  over  the  precordium,  and  def- 
inite Head  zones  of  tenderness  may  be  demon- 
strable. Tenderness  is  naturally  increased  in 
progressive  types  of  cases  and  together  with  the 
cardiac  pain  it  becomes  less  severe  and  less  con- 
stant as  the  patient  evinces  improvement. 

The  pulse  is  usually  soft  and  compressible. 
As  a rule  it  is  slow  rather  than  rapid  and  sinus 
arrythmia  is  commonly  present.  A real  muscular 
defect,  arrythmia,  frequently  appears  when  un- 
der excitement  or  as  a result  of  exercise.  Not 
infrequently  a persistent  arrythmia  develops. 
Generally  this  is  of  a very  irregular  character 


and  the  electrocardiagraph  indicates  serious  de- 
fects of  conductivity  and  irritability  with  com- 
monly a low  voltage.  It  is  important  to  realize 
that  occasionally,  though  not  very  frequently,  the 
electrocardiograph  may  indicate  the  disease  when 
few  or  no  clinical  symptoms  are  manifest. 

Edema  is  occasionally  present.  As  a rule, 
when  it  appears,  it  is  seen  alike  of  the  pendant 
portions  of  the  body,  as  the  feet  and  ankles,  and 
also  in  the  tissues  of  the  face.  It  is  not,  as  a 
rule,  marked  except  in  advanced  and  late  cases, 
where  it  is  of  little  diagnostic  value  because  of 
the  very  evident  nature  of  the  case  from  more 
striking  signs  and  symptoms. 

Patients  commonly  complain  most  insistently 
of  exhaustion  and  prostration.  Hypotension  is 
almost  always  marked.  The  mental  activities 
are  definitely  lowered  as  well  as  the  physical 
possibilities.  The  urine  output  is  decreased  and 
it  is  likely  to  contain  casts  of  various  varieties. 
Even  red  blood  cells  and  albumin  are  almost  in- 
variably present  in  greater  or  lesser  amounts. 
If  catarrhal  signs  of  the  respiratory  tract  have 
been  present,  they  also  become  intensified  and 
moist  rales  are  usually  found  at  the  lung  bases 
posteriorly.  A true  angina  pectoris  is  a not  infre- 
quent result. 

The  patient  as  a whole  appears  gravely  sick. 
The  diagnosis  of  a myocardial  degeneration  is 
usually  as  easily  arrived  at  as  is  possible  in  any 
instance  of  this  lesion,  but  there  are  also  certain 
characteristics  which  serve  to  suggest  the  prob- 
able influenzal  nature  of  origin.  Notably  is  this 
true  of  the  symptoms  of  exhaustion  which  are 
usually  striking  and  the  usual  absence  of  tem- 
perature or  of  a rapid  pulse.  A definite  brady- 
cardia is  often  shown.  The  history  is  also  of 
great  diagnostic  and  prognostic  value. 

It  is  quite  natural  in  such  instances  to  try  out 
the  effects  of  digitalis,  particularly  in  the  more 
severe  instances  of  the  disease.  As  a rule,  the 
exhibition  of  digitalis  is  attended  wdth  far  less 
benefit  than  is  confidently  expected.  This  fail- 
ure to  respond  adequately  to  digitalis  is,  in  my 
opinion,  to  a certain  extent  diagnostically  sug- 
gestive of  an  influenzal  origin.  Rest  also  gives 
less  immediate  relief  than  is  commonly  the  case 
in  most  forms  of  myocardial  disease. 

Under  proper  care,  with  full  cooperation  on 
the  part  of  the  patient,  benefit  commonly  fol- 
lows, but  rapid  improvement  is  not  to  be  ex- 
pected and  in  most  cases  recovery  is  very  slow, 
and  it  may  be  months  or  even  years  before  com- 
plete restitution  takes  place,  if  ever.  Many  cases 
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(levdoj)  a iiermanent  circulatory  inadequacy  as 
a result  of  this  infection,  which  may  cripple  life 
to  a very  serious  degree. 

When  death  takes  place,  it  may  be  sudden  and 
unexpected,  particularly  under  acute  stresses 
either  of  a physical  or  an  emotional  character. 
The  manner  of  death  is  usually  precipitated  by 
some  strain  which  brings  about  an  acute  dilata- 
tion of  the  heart  with  an  acute  pulmonary  edema. 
Pulmonary  and  coronary  embolism  have  also 
occurred  in  cases  under  my  observation.  As  a 
rule,  however,  in  unfavorable  cases  there  is  a 
steady  progression  of  the  exhaustion,  dyspnea, 
renal  inadequacy,  congestion  of  the  lungs  and  an 
increasing  arrythmia  and  falling  blood  pressure. 
Dilation  of  the  auricles  and  the  typical  picture 
of  death  from  a chronic  myocardial  degenera- 
tion, often  with  ultimate  pulmonary  congestion 
and  a terminal  bronchial  pneumonia,  is  the  usual 
course  of  unchecked  cases. 

At  autopsy  the  heart  is  found  generally  di- 
lated, the  muscle  tissue  is  soft,  mahogany  brown 
in  color,  sometimes  yellowish  gray  as  in  a fatty 
degeneration  and  the  auricles  are  generally  more 
or  less  distended  by  clot.  Antemortem  clot  is 
frequently  found,  especially  in  the  auricles. 

The  histologic  picture  is  that  of  an  acute  or 
chronic  parenchymatous  degeneration,  associated 
in  long  standing  cases  with  a fatty  degeneration. 
Occasionally  real  active  inflammatory  changes 
are  found  in  the  heart  muscle,  that  is,  a true  myo- 
carditis, instead  of  merely  a degenerative  pro- 
cess. It  seems  certain  that  the  primary  change 
is  that  of  a parenchymatous  degeneration  of  the 
heart  muscle  which  has  in  all  probability  been 
brought  about  by  the  toxins  produced  in  the 
disease.  It  is,  of  course,  possible  that  a more 
direct  action,  inflammatory  in  nature,  may  be 
the  immediate  effects  of  the  specific  organism 
of  the  disease,  whatever  it  may  be,  yet  true  myo- 
carditis is  usuallly  seen  in  cases  complicated  by 
infected  foci,  as  in  a sinusitis,  tonsillitis  or  rheu- 
matic fever. 

As  regards  the  treatment  of  the  disease,  the 
most  important  matter  appears  to  be  the  anti- 
cipation of  its  occurrence.  It  appears  with  such 
frequency  in  influenza  in  more  or  less  severe 
degree,  it  is  so  likely  to  cause  temporary  or  even 
permanent  crippling  of  the  heart  muscle  or  sud- 
den death  may  also  be  its  result,  that  every  case 
of  influenza  should  be  suspected  of  the  compli- 
cation until  it  has  been  ruled  out  by  close  study 
and  particularly  by  observation  of  the  case,  es- 


pecially during  the  period  of  convalesence,  when 
its  effects  are  most  likely  to  become  evident. 

Early  recognition  is,  therefore,  most  impor- 
tant. After  this,  which  I consider  as  a part  of 
the  treatment  itself,  I believe  that  prolonged 
rest  is  by  all  odds  the  other  most  important  thera- 
peutic factor.  Rest  in  the  treatment  of  influenza 
is  very  important  in  a preventive  or  prophylactic 
way,  since  apparently  the  complication  is  less 
likely  to  become  dangerously  evident  in  those 
cases  in  which  an  adequate  period  of  rest  is  in- 
sisted upon  after  the  acute  course  of  the  disease 
has  passed.  Rest  should  be  insisted  upon  until 
the  period  of  exhaustion,  so  characteristic  of  this 
infection,  has  subsided  whether  or  not  cardiac 
symptoms  appear.  When  cardiac  symptoms  have 
appeared,  it  becomes  imperative  and  it  is  by  all 
odds  the  best  measure  that  we  have  to  offer  in 
the  cure  of  the  condition. 

Except  as  an  emergency  measure  in  which  the 
blood  presure  is  falling,  pulmonary  edema  threat- 
ens, and  in  which  insistent  indications  of  cardiac 
defect  appear,  digitalis  should  not  be  used  ex- 
cept possibly  for  a short  period  after  complete 
cure  has  apparently  taken  place,  when  the  pa- 
tient is  being  allowed  to  return  to  his  customary 
activities.  As  a rule,  also,  it  will  be  found  that 
the  digitalis  group  of  drugs  has  but  little  bene- 
ficial effect  in  these  cases  during  the  active 
phases. 

Where  the  muscular  irritability  of  the  heart  ap- 
pears to  be  defective,  especially  in  cases  of 
marked  arrythmia  with  bradycardia,  strychnia 
often  works  very  well.  This  picture  is  also  an 
indication  for  the  use  of  atropine  in  some  in- 
stances. When  the  blood  pressure  is  low  and 
still  falling,  adrenalin,  used  as  an  emergency 
measure,  seems  to  help  matters  occasionally.  Caf- 
feine is  generally,  however,  a more  reliable  drug 
in  this  type  of  case.  Tobacco  should  be  inter- 
dicted. The  temperate  use  of  alcohol  is  probably 
beneficial. 

The  profound  exhaustion  is  sometimes  con- 
siderably benefited,  if  not  by  caffeine,  by  small 
doses  of  thyroid  which  seem  to  be  especially 
usefnl  when  the  cardiac  rate  is  slow.  Iodine  also 
seems  at  times  to  have  a beneficial  effect. 

The  patient  must  be  put  to  bed  and  kept  there 
for  a considerable  period  of  time  in  all  cases. 
He  must  not  be  allowed  up  until  it  is  found  by 
experiment  that  small  to  reasonable  physical  ex- 
ercise does  not  disproportionately  increase  or 
cause  dyspnea,  and  that  it  does  not  cause  a dis- 
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proportionate  alteration  of  rate  or  rhythm,  nor 
increase  discomfort. 

There  are  cases  which  can  not  be  comfortably 
confined  to  bed  because  of  the  dyspnea  which  oc- 
curs in  the  prone  posture.  Such  instances  may 
be  treated  in  a suitable  mechanical  bed,  or  al- 
lowed to  sit  up  in  a properly  arranged  comfort- 
able chair.  The  object,  obviously,  is  to  give  the 
patient  as  complete  rest  as  is  possible  to  accom- 
plish. Return  to  usual  activities  must  be  very 
gradual  and  the  patient  must  be  held  for  a long 
time  under  close  observation  of  no  perfunctory 
character. 

The  diet  must  be  adjusted  to  the  individual 
needs  of  the  patient.  In  fat  persons,  where  there 
is  likely  to  exist  an  abnormal  tendency  to  the 
storage  of  adipose,  the  foods  should  be  as  free 
as  possible  from  these  elements,  but  the  diet  must 
provide  a sufficient  caloric  value  not  only  to  sup- 
port the  bodily  needs  but  also  to  rebuild  tissue. 
Sugar  is  in  many  instances  most  desirable  and  the 
alcoholics  have  a real  usage  in  many  of  these 
instances.  While  in  stout  persons  the  carbohy- 
drates must  be  appropriately  reduced,  nitrogen- 
ous rich  food  must  not  be  given  in  such  quantity 
as  to  cause  renal  irritation.  The  attempt  should 
be  to  bring  the  patient  back  to  what  has  been  his 
individual  optimum  weight  as  measured  in  his 
efficiency  and  sense  of  well  being. 

When  the  patient  has  been  finally  discharged, 
he  should  be  required  to  report  occasionally  for 
reexamination  for  some  weeks  or  months  there- 
after, for  it  is  most  important  to  determine  if 
a chronic  dilation  of  the  heart  is  developing,  and 
to  know  that  the  patient  is  not  putting  upon  his 
circulation  a degree  of  requirement  stress  that 
he  is  unable  to  tolerate  without  damage. 

SUMMARY 

1.  Serious  cardiac  disease  develops  frequently 
as  a result  of  influenza. 

2.  The  cardiac  lesion  commonly  caused  is  a 
myocardial  degeneration,  occasionally  a true  myo- 
carditis. 

3.  Sudden  death  or  chronic  crippling  of  the 
heart  is  likely  to  follow  the  complication. 

4.  Early  recognition  is  crucially  important. 

5.  The  most  important  therapeutic  measure 
possible  is  rest ; the  second  most  important  agent 
in  cure  and  repair  is  time. 

6.  Treatment  and  close  observation  are  abso- 
lutely necessary  for  recovery.  Early  recovery 
is  not  possible. 

7.  True  coronary  thrombosis  occasionally  oc- 
curs as  a terminal  complication. 


CORONARY  THROMBOSIS 

DIAGNOSIS  AND  TREATMENT* 

William  J.  Weese,  M.D. 

ONTARIO,  ORE. 

The  conservative  manner  in  which  the  medi- 
cal profession  receives  new  ideas  is  well  illus- 
trated by  the  history  of  coronary  thrombosis. 
Osier  and  McKenzie  recognized  this  as  a form 
of  angina  pectoris.  Osier  noted  at  autopsy  peri- 
carditis and  rupture  of  the  ventricle  in  several 
of  his  severe  cases  of  this  disease.  McKenzie’s 
writings,  published  in  1924,  and  Vaquez’s,  in 
1925,  made  no  clinical  diagnosis  of  coronary 
thrombosis. 

Huchard,  in  a pathologic  analysis,  called  at- 
tention to  the  frequency  of  coronary  thrombosis 
in  his  fatal  cases  of  angina  pectoris.  Dock  was 
one  of  the  first  to  diagnose  coronary  thrombosis 
and  prove  it  at  autopsy. 

The  first  good  account  of  the  clinical  features 
of  coronary  thrombosis  was  published  by  Obrat- 
zow,  a Russian.  He  emphasized  three  important 
symptoms,  (a)  retrosternal  pain,  (h)  dyspnea, 
(c)  gastralgia.  He  also  called  attention  to  gal- 
lop rhythm,  Cheyne-Stokes  breathing,  pericar- 
dial friction  rub,  distant  heart  sounds  and  pale 
cyanosis. 

During  the  past  twenty  years  American  physi- 
cians have  added  much  to  our  knowledge  of  this 
condition.  To  Herrick  of  Chicago  we  owe  the 
most.  He  it  was  who  first  focussed  the  attention 
of  American  physicians  on  the  clinical  symptoms 
of  the  disease.  In  1912  he  gave  a clear  and  con- 
cise description  of  coronary  thrombosis,  but  it 
was  many  years  before  his  paper  aroused  any 
interest. 

DIAGNOSIS 

At  the  present  time  the  clinical  symptoms  of 
a typical  case  of  this  disease  are  familiar  to  a 
third  year  medical  student.  On  the  other  hand, 
many  of  our  cases  are  not  typical  text-book  cases. 
This  fact,  contrary  to  the  opinion  of  many  writ- 
ers in  current  medical  journals,  is  what  makes 
coronary  thrombosis  difficult  of  diagnosis. 

The  characteristic  electrocardiographic  changes, 
discovered  by  Pardee,  have  proved  of  great  value 
in  differentiating  between  coronary  disease  and 
acute  abdominal  conditions,  such  as  gallstones  or 
a perforated  gastric  ulcer.  Frequently  we  have 
very  few  of  the  so-called  cardinal  symptoms, 
namely,  retrosternal  pain,  cyanosis,  expression  of 

•Read  before  a Meeting  of  Eastern  Oregon  District 
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apprehension,  dyspnea,  increased  heart  rate,  leu- 
cocytosis,  fever,  irregularities  of  the  heart,  evi- 
dence of  shock,  congestive  failure  and  gastric 
symtoms,  together  with  pulmonary  edema,  peri- 
cardial friction  rub  and  a fall  in  blood  pressure. 
In  this  chain  of  symptoms  it  is  likely  that  the 
facial  expression  of  apprehension,  the  pale  cyan- 
osis, and  the  evidence  of  shock  are  the  most 
valuable  of  all  in  making  a diagnosis. 

When  it  comes  to  pain  there  are  many  extra 
cardiac  conditions  which  give  retrosternal  pain. 
Intrathoracic  pain  occurs  in  syphilitic  aortitis,  in 
rheumatic  disease  of  the  aortic  valves  which 
spreads  downward  and  impedes  the  flow  of  blood 
entering  the  coronaries,  also  in  a defective  circu- 
lation in  the  myocardium  which  we  often  fail 
to  recognize,  until  we  find  an  auricular  flutter 
or  a paroxysmal  tachycardia. 

It  is  often  difficult  to  distinguish  coronary 
thrombosis  from  aninga  pectoris.  Here  a very 
important  difference  is  the  severity  and  dura- 
tion of  the  pain.  Angina  pectoris  lasts  minutes, 
while  coronary  thrombosis  usually  continues 
hours  and  days.  Moreover,  the  fall  in  blood 
pressure,  increase  in  heart  rate,  leucocytosis, 
fever,  various  irregularities  of  the  heart,  evi- 
dence of  collapse,  dyspnea  and  gastric  symptoms 
are  all  found  with  varying  frequency  and  char- 
acterize coronary  disease. 

A small  group  of  patients  will  present  a pic- 
ture of  an  acute  surgical  abdomen.  Gallbladder 
disease  is  the  most  common  abdominal  disturb- 
ance which  simulates  coronary  thrombosis.  Wil- 
lius  reported  a series  of  ninety-six  proved  cases 
of  coronary  arterial  disease  and  twenty-six  per- 
cent of  these  had  gallbladder  trouble.  In  all 
patients  above  middle  age,  who  have  acute  pain 
in  the  upper  abdomen,  the  possibility  of  coron- 
ary disease  should  be  considered.  A dangerous 
and  unnecessary  operation  may  be  spared  the 
patient  by  making  a careful  observation  as  to 
character  of  the  pain,  previous  history  of  angina 
and  dyspnea,  as  well  as  a careful  auscultation, 
and  where  possible  an  electrocardiogram  should 
be  made. 

Too  much  emphasis  cannot  be  given  to  the 
cases  which  appear  to  be  abdominal,  and  we 
think  of  a perforated  ulcer,  acute  gallbladder, 
acute  pancreatitis  or  intestinal  obstruction,  when 
often  we  are  dealing  with  the  thrombosis  of  a 
large  coronary  vessel  with  only  a slight  pain  in 
the  precordium  and  a severe  one  in  the  abdomen. 

Oft  times  belching,  hiccough  and  distention 
of  the  stomach,  due  to  aerophagia,  are  found  in 


coronary  disease.  Moreover,  there  are  cases 
without  precordial  pain  and  who  have  right  heart 
failure  which  simulates  gallbladder  disease.  They 
will  have  jaundice,  anorexia,  gastritis,  nausea, 
burning  in  the  epigastrium,  hypochlorhydria  and 
abdominal  distention.  There  is  also  an  occasion- 
al case  with  the  pressure  in  the  epigastrium  after 
meals,  and  felt  only  when  the  patient  walks, 
which  is  very  suggestive  of  coronary  disease. 

One  might  confuse  the  diagnosis  of  pneumonia 
and  overlook  the  real  condition.  Pain  in  the 
chest,  dyspnea,  cough,  rales  in  both  bases,  fever, 
leucocytosis  are  characteristic  in  both  conditions, 
as  is  also  the  electrocardiographic  changes.  Here 
we  must  fall  back  on  the  changes  in  the  heart 
mechanism,  nature  of  the  pain  and  evidence  of 
arterial  disease,  such  as  hypertension,  angina 
pectoris;  these  should  aid  in  making  a differ- 
ential diagnosis. 

Moreover,  we  must  occasionally  deal  with  the 
so-called  referred  pain  of  a diseased  kidney  or 
an  acute  appendicitis.  These  may  be  referred  to 
the  precordium.  Also  advanced  arteriosclerosis 
of  the  abdominal  vessels  will  often  give  abdom- 
inal angina. 

There  are  atypical  cases  of  coronary  throm- 
bosis, where  only  extensive  experience  and  all 
the  available  data  will  be  necessary  to  prevent 
errors  in  diagnosis.  This  is  particularly  true  in 
the  cases  where  the  pain  is  absent  or  atypical. 

I have  in  mind  two  of  these  cases.  One  fell 
dead  on  the  fourth  day  of  her  illness  with  a rup- 
tured left  ventricle,  who  never  experienced  any 
pain,  either  precordial  or  abdominal.  Another 
case  had  dyspnea  and  pale  cyanosis  following 
exertion,  and  her  pain  was  most  acute  in  the 
lumbar  region,  with  a lesser  pain  under  the  left 
shoulder  blade. 

This  leads  us  to  another  complex  problem  of 
patients  who  come  to  us  with  precordial  and  ab- 
dominal pain,  the  type  of  case  called  by  some 
“false”  angina  and  by  others  neurocirculatory 
asthenia.  Many  of  these  cases  are  carrying  the 
diagnosis  of  coronary  disease,  and  present  no 
evidence  of  organic  disease.  The  heart  and  aorta 
are  of  normal  size.  The  heart  sounds  are  of  good 
quality  and  no  murmurs  are  heard ; the  blood 
pressure  is  normal.  Roentgenogram  and  cardio- 
graph show  nothing  abnormal. 

When  we  have  ruled  out  goiter,  and  a rare 
organic  case  which  may  sometimes  slip  by  us,  we 
must  say  that  such  a diagnosis  is  based  largely 
on  the  subjective  symptoms  of  the  patient. 

In  conclusion,  it  must  be  borne  in  mind  that 
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coronary  disease  is  not  easy  of  diagnosis.  In 
spite  of  all  the  powers  of  observation  and  the 
clinical  acumen  of  our  best  physicians,  backed 
up  by  roentgenogram  and  cardiograph,  cases  are 
frequently  found,  where  the  postmortem  table 
lends  the  only  real  clue. 

TREATMENT 

The  cardinal  symptom  calling  for  relief  is 
pain.  To  control  this  morphine  should  be  given 
in  one-fourth  grain  doses.  Repeat  when  neces- 
sary. When  in  extreme  agony  and  morphine  docs 
not  relieve,  it  is  well  to  give  a light  anesthetic. 

When  pain  is  relieved,  restrict  all  mental  and 
physical  stress.  The  body  should  be  kept  warm 
by  blankets  and  the  application  of  heat  as  in 
shock. 

Stimulation  can  be  used  the  first  few  hours 
with  much  more  safety  than  after  a few  days, 
as  there  is  less  danger  of  a rupture  in  the  myo- 
cardium, should  there  be  an  extensive  local  mural 
thrombus.  Stimulation  should  be  avoided  al- 
together unless  the  pulse  is  practically  impercep- 
tible. Here  caffeine,  seven  and  one-half  to  fif- 
teen grains,  or  adrenalin  intramuscularly  should 
help. 

Digitalis  should  rarely  be  used  in  the  early 
stages  of  coronary  thrombosis  because  it  is  un- 
desirable to  stimulate  the  heart.  If  the  heart  is 
regular,  digitalis  would  be  of  little  value.  It 
would  possibly  make  more  irritable  a ventricle 
that  is  already  irritable,  which  might  lead  to  ven- 
tricular fibrillation. 

During  the  earlier  days  of  this  disease,  cyan- 
osis, edema  of  the  lungs  and  respiratory  distress 
can  often  be  relieved  by  giving  oxygen ; its  value 
may  not  be  great,  but  it  will  likely  make  the 
patient  more  comfortable. 

If  there  develops  evidence  of  congestive  heart 
failure,  such  as  edema,  engorgement  of  the 
liver  and  hydrothorax  (which  is  likely  to  happen 
after  two  weeks,  and  after  the  danger  of  a rup- 
ture of  the  heart),  it  is  well  to  digitalize  the 
patient.  This  is  especially  true,  if  auricular  fib- 
rillation persists.  Also  salyrgan  and  amonium 
nitrate  are  of  value  in  this  complication. 

Heart  block  may  occur.  Here  adrenalin  given 
intramusclarly  will  be  found  valuable. 

In  cases  of  paroxysmal  tachycardia,  auricular 
fibrillation  or  ventricular  fibrillation,  give  quin- 
idine.  This  drug  is  the  only  one  of  any  impor- 
tance in  ventricular  fibrillation.  It  should  be 
given  carefully,  however. 

As  said  in  the  beginning,  the  patient’s  body 


and  mind  should  be  put  at  rest  in  the  best  pos- 
sible manner.  Visitors  should  be  avoided.  Dur- 
ing the  first  few  days  give  fluids  freely.  Do 
not  force  a bowel  movement  for  the  first  two 
days ; give  enemas.  Moreover,  the  patient 
should  be  assisted  to  turn  in  bed  and  to  feed 
himself. 

There  should  be  less  treatment  necessary,  if 
we  could  use  more  prophylaxis  in  this  distur- 
bance. There  is  scarcely  a case  of  this  disease 
who  has  not  had  dyspnea  and  heaviness  in  the 
chest  for  many  years  preceding  the  grave  epi- 
sode. A yearly  check-up  on  men  and  women  over 
forty  should  do  much  to  lengthen  life,  and  to 
alleviate  many  of  our  severe  cases  of  coronary 
disease. 


Lymphogranuloma  Inguinale:  the  Fourth  Vene- 
real Disease;  Its  Relation  to  Stricture  of  the  Rec- 
tum. H.  N.  Cole,  Cleveland  (Journal  A.  M.  A.,  Sept. 
30,  1933),  states  that  lymphogranuloma  inguinale  is  a 
distinct  granulomatous  entity  involving  the  lymph  nodes 
and  is  generally  venereal  in  origin.  After  an  incubation 
period  of  from  one  to  several  weeks,  and  not  necessarily 
accompanied  by  a primary  sore,  there  results  a chronic 
bubo  formation  which  eventually  goes  on  to  suppuration. 
In  the  female,  and  rarely  in  the  male,  the  lymph  nodes 
around  the  lower  portion  of  the  rectum  may  be  involv- 
ed, the  inflammatory  reaction  often  resulting  in  stric- 
tures of  the  rectum.  Occasionally,  in  the  female,  there 
may  be  involvement  of  the  lower  vaginal  wall  and  labia 
in  the  form  of  a chronic  ulcerative  elephantiasis — esthio- 
mene.  The  cause  of  lymphogranuloma  inguinale  is  a 
filtrable  virus  which  can  be  transferred  to  several  of 
the  lower  animals  (monkeys,  rabbits,  white  mice,  guinea- 
pigs).  A specific  diagnostic  cutaneous  reaction  (Frei 
reaction)  has  been  evolved,  the  emulsion  material  from 
unbroken  involved  nodes  being  used  as  the  antigen.  Of 
a series  of  positive  Frei  reactions  made  in  patients  sus- 
pected of  having  had  the  disease  in  the  past,  two  pre- 
sented histories  of  buboes  thirty  years  before,  and  one  a 
history  of  bubo  between  thirty  and  forty  years  before. 
This  allergy  of  the  skin  apparently  persists  through  life. 
Thirty-seven  cases  of  lymphogranuloma  inguinale  with 
bubo  formation,  as  well  as  two  cases  of  esthiomene  and 
thirteen  of  anorectal  symptoms  with  stricture  of  the 
rectal  wall,  gave  positive  Frei  reactions  and  many  show- 
ed no  history  or  signs  of  syphilis  or  tuberculosis.  Pa- 
tients with  bubo  formation  seen  early  responded  com- 
paratively well  to  surgical  excision  of  the  involved 
nodes  or  to  the  use  of  intravenous  injections  of  solution 
of  antimony  and  potassium  tartrate.  This  study  leads 
the  author  to  believe  that  this  disease  is  by  no  means  a 
rare  disease  in  America,  as  this  material  was  noted  in 
one  clinic  in  the  course  of  a year’s  study. 


Generalized  Edema  Occurring  Only  at  the  Men- 
strual Period.  William  A.  Thomas,  Chicago  (Journal 
A.  M.  A.,  Octo.  7,  1933),  presents  two  cases  of  general- 
ized massive  edema  occurring  only  at  the  menstrual 
periods.  He  gives  the  results  and  clinical  picture  as  he 
has  observed  them.  Flowever,  the  migraines  of  men- 
struation, as  numerous  discussions  bring  out,  are  in 
many  respects  similar.  At  first  he  felt  that  there  was 
the  action  of  a diuretic  substance  of  the  anterior  lobe. 
This  is  quite  opposed  to  the  constant  diuresis  that  occurs 
about  three  days  following  delivery,  at  the  time  this  sub- 
stance disappears  from  the  urine.  The  antidiuretic 
principle  of  the  posterior  lobe  is  well  known  and  used 
in  diabetes  insipidus.  It  has  been  suggested  that  this 
clinical  picture  is  the  antithesis  of  diabetes  insipidus. 
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TRANSURETHRAL  ELECTRORESECTION 
OF  BLADDER  NECK  OBSTRUCTION* 
Herman  L.  Kretschmer,  M.D. 

CHICAGO,  ILL. 

Obstruction  to  urination  has  been  known  to 
practitioners  of  medicine  for  many  centuries. 
One  of  the  earliest,  if  not  the  earliest,  to  devise 
a definite  plan  of  attack  was  Ambrose  Pare 
(1510-1590).  The  early  attempts  to  relieve  pros- 
tatic obstruction  through  the  urethra  constitute 
an  exceedingly  interesting  chapter  in  the  history 
of  prostatic  surgery.  As  one  reviews  the  work 
of  the  men  who  practised  the  art  of  surgery  in 
what  might  be  called  the  Dark  Ages  of  medi- 
cine, one  is  greatly  impressed  by  the  many  in- 
genious instruments  they  devised  for  the  pur- 
])ose  of  affording  relief  to  their  patients.  The 
difficulties  of  their  problems  were  indeed  mani- 
fold because,  first,  the  pathology  was  not  under- 
stood; second,  a preoperative  study  of  the 
changes  at  the  bladder  neck  was  not  possible  be- 
fore operation  on  account  of  the  absence  of  in- 
struments of  precision  such  as  cystoscopes  and 
urethroscopes;  and,  third,  the  operations  were 
carried  out  in  the  dark. 

Although  for  several  centuries  little  was  done 
towards  the  study  of  prostatic  obstruction,  either 
from  an  anatomic  or  therapeutic  point  of  view, 
we  find  that  the  English  surgeons  began  to  study 
this  subject  in  the  early  part  of  the  nineteenth 
century.  As  a result  of  the  scientific  investiga- 
tions of  Home  and  Guthrie,  the  subject  of  vesi- 
cal obstruction  was  given  a new  pathlogic  view- 
point. It  was  Guthrie  who  first  described  the 
bar  type  of  obstruction  and  Home  who  described 
the  so-called  third  or  middle  lobe.  Among  the 
English  surgeons  who  practised  transurethral 
operations  for  the  relief  of  prostatic  olistruction 
there  were,  beside  Guthrie,  Blizzard  and  Stafford. 

Shortly  after  the  epoch-making  work  of  these 
men,  the  French  school  of  urologists  became  in- 
terested in  this  problem  and  we  find  Civiale,  Le- 
roy D’Etiolles  and  Mercier  among  those  who 
devised  methods  and  instruments  for  treating 
vesical  neck  obstruction  via  the  urethra. 

Bottini,  in  1874,  introduced  his  galvanocautery 
for  the  treatment  of  prostatic  obstruction.  In 
1897,  Freudenberg  made  certain  improvements 
in  Bottini’s  original  instrument,  and  for  a short 
time  the  so-called  Freudenberg-Bottini  instru- 
ment enjoyed  considerable  popularity. 

•Read  before  the  Forty-Fourth  Annual  Meeting  of 
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Meanwhile  in  the  United  States  a new  method 
of  approach  was  developed  by  our  early  urolo- 
gists. Wishard  of  Indianapolis  applied  a caut- 
ery to  the  prostate  through  a small  tubular  rectal 
speculum  which  he  introduced  through  a perineal 
section.  Later  he  devised  a cystoscope,  through 
which  he  used  the  cautery  under  vision.  Chet- 
wood  modified  the  Freudenberg-Bottini  instru- 
ment. His  instrument  was  used  through  a per- 
ineal incision  and  for  a time  enjoyed  wide  popu- 
larity. 

At  about  this  time  the  surgical  treatment  of 
prostatic  obstruction  became  the  subject  of  wide- 
spread thought  and  study.  Out  of  this  came  a 
better  surgical  technic  and  careful  study  of  the 
renal  function,  leading  to  painstaking  preopera- 
tive preparation  of  the  patient.  The  advent  of 
the  two-stage  operation  and  later  the  develop- 
ment of  anesthesia,  so  that  nitrous  oxide,  ethy- 
lene, sacral  and  spinal  were  used  in  place  of  ether, 
led  to  better  end-results  with  a gradual  lowering 
of  the  mortality  rate. 

transurethral  electroresection 

During  the  past  thirty  years  there  has  been  a 
gradual  tendency  to  relieve  these  patients  by  some 
method  other  than  major  surgery.  This  move- 
ment can  be  discussed  best  under  two  headings, 
the  first  of  which  began  with  the  introduction 
of  the  punch  operation  by  Young  in  1909.  This 
type  of  operation  was  increased  in  its  field  of 
usefulness  by  Caulk  who  replaced  the  cold  punch 
of  Young  by  his  cautery  punch.  Braasch  modi- 
fied his  direct  vision  cystoscope  so  that  it  could 
be  used  as  a punch.  Although  the  punch  opera- 
tion as  such  was  a notable  contribution  to  the 
subject,  it  never  enjoyed  widespread  popularity 
and  has  almost  been  superseded  by  the  present- 
day  operation  of  electroresection. 

Modern  transurethral  electroresection  was 
made  possible  by  two  factors : ( 1 ) the  develop- 
ment of  suitable  instruments,  through  which  cut- 
ting loops  and  current  could  be  used  under  vision, 
and  (2)  the  development  of  electric  currents, 
capable  of  both  cutting  tissue  under  water  and 
controlling  the  associated  bleeding. 

The  development  of  suitable  instruments  for 
visualizing  the  posterior  urethra,  making  this  op- 
eration possible  under  guidance  of  the  eye,  began 
with  the  instrument  designed  by  Goldschmidt  of 
Berlin.  But  the  real  impetus  to  the  present-day 
procedure  was  given  by  Stern  who,  in  1926, 
presented  his  resectoscope.  While  this  instru- 
ment was  a distinct  advance  in  removing  pros- 
tatic tissue,  there  was  much  trouble  with  hemor- 
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rhage.  It  remained  for  T.  j\I.  Davis  to  make  cer- 
tain changes  in  the  instrument  and  in  the  cur- 
rents so  that  the  control  of  bleeding  could  be 
perfected.  During  this  period  many  urologists 
devised  new  instruments  or  modified  previous 
ones:  Bumpus,  Collings,  Kirwin,  Maloney,  Mc- 
Carthy, Rose,  Foley,  Braasch,  Day  and  others. 

The  use  of  the  high  frequency  current  in  the 
treatment  of  urologic  lesions  began  with  the 
epoch-making  work  of  Beer,  who  was  the  first  to 
use  it  in  the  treatment  of  benign  papillomata  of 
the  bladder  through  the  cystoscope.  This  was 
shortly  followed  by  the  work  of  Bugbee  and 
Stevens  who  used  the  high  frequency  current 
in  the  treatment  of  median  bars.  McCarthy  at- 
tempted to  treat  benign  hypertrophies  with  it  at 
about  the  same  time.  However,  the  great  im- 
provements in  the  qualities  of  the  current,  both 
as  regards  the  development  of  suitable  cutting 
currents  as  well  as  currents  capable  of  controlling 
the  associated  bleeding,  are  the  direct  result  of 
modern  radio  engineering. 

It  is  scarcely  necessary  at  this  time  to  dwell 
in  detail  upon  the  advantage  of  this  new  form 
of  treatment,  since  they  have  been  stressed  at 
various  times^.  However,  it  might  be  desirable 
to  review  briefly  some  of  the  advantages  and  to 
discuss  the  possible  limitations  of  the  method. 

Advantages.  The  advantages  may  be  summar- 
ized briefly  as  follows : first,  the  application  of 
this  form  of  treatment  to  a group  of  prostatics 
who  heretofore  were  classified  as  inoperable  and 
hence  were  denied  aid  in  the  relief  of  the  pros- 
tatic obstruction ; second,  a much  shorter  period 
of  postoperative  hospitalization ; third,  I believe 
that,  as  the  advantages  and  simplicity  of  this  new 
form  of  treatment  become  matters  of  general 
information,  many  patients  will  begin  seeking 
relief  at  a much  earlier  period  than  they  do  at 
the  present  time;  fourth,  the  elimination  of 
shock;  fifth,  this  method  has  a definite  place  in 
the  treatment  of  cancer  of  the  prostate ; sixth, 
resection  can  be  used  in  treating  certain  compli- 
cations that  follow  surgical  removal  of  the  pros- 
tate. 

Limitations.  The  objections  which  have  been 
presented  against  this  form  of  treatment  are 
chiefly  two : first,  that  the  entire  prostate  is  not 
removed ; and,  second,  that  strictures  are  sure  to 
follow  in  the  wake  of  resection.  It  is  perfectly 

1.  Kretschmer.  H.  L. : Treatment  of  Proatatic  Ob- 
struction with  Electric  Resectoscope.  Illinois  M.  J.,  62: 
249-254,  Sept.,  1932;  Electroresection  of  Prostate.  S. 
Clin.  North  America.  12:1129-1135,  Oct.,  1932. 


obvious  that  these  objections  cannot  be  answered 
at  this  particular  time.  Strictures  occur  occasion- 
ally following  suprapubic  and  perineal  prosta- 
tectomy, but  on  the  whole  they  are  exceedingly 
rare. 

The  posibility  of  future  recurrence  is  one  that 
also  must  await  the  passing  of  time.  It  is  a well 
recognized  fact  that  recurrences  do  follow  sur- 
gical removal  of  the  prostate.  As  is  well  known, 
these  recurrences  develop  many  years  after  pros- 
tatectomy. Whether  or  not  recurrences  will  fol- 
low this  new  procedure  can  only  be  determined 
after  it  has  been  in  use  for  some  years.  If  there 
are  recurrences,  the  patient  can  have  a second 
transurethral  resection  just  as  he  needs  a second 
prostatectomy  when  the  recurrence  causes  symp- 
toms. 

Selection  of  Cases.  I do  not  believe  that  the 
principle  of  careful  preoperative  and  postoper- 
ative study  is  in  any  way  altered  by  the  fact  that 
the  patient  is  to  have  a transurethral  resection  in- 
stead of  a prostatectomy.  The  splendid  results 
obtained  in  surgical  prostatectomy  are  due  to  the 
careful  preoperative  study  and  preparation  for 
operation  given  to  each  individual  patient,  and 
also  the  postoperative  care.  By  preoperative  study 
is  meant  a careful  history  and  physical  exam- 
ination ; a study  of  the  renal  function ; a study 
of  the  presence  and  type,  or  absence,  of  infec- 
tion, and  the  estimation  of  residual  urine.  Be- 
cause the  patient  is  to  have  a transurethral  re- 
section does  not  justify,  in  my  opinion,  the  letting 
down  of  these  bars.  I think  that  every  patient 
who  is  to  have  a transurethral  resection  should 
be  handled  exactly  in  the  same  way  as  the  pros- 
tatic patient  has  been  handled  in  the  past. 

This  paper  is  based  upon  a review  of  273  trans- 
urethral resections  performed  upon  a series  of 
251  patients.  During  the  past  eighteen  months  I 
have  performed  only  one  prostatectomy  and  this 
in  a patient  in  whom  it  was  impossible  to  intro- 
duce the  resectoscope  (because  of  the  enormous 
size  of  the  prostate),  although  three  different 
attempts  were  made  to  do  so.  Of  the  273  trans- 
urethral resections,  22  patients  had  multiple  re- 
sections, that  is,  in  about  8 per  cent  a second  re- 
section was  necessary.  In  some  of  the  very  large 
prostates,  that  is,  in  cases  with  very  large  lateral 
and  middle  lobes,  the  middle  and  one  of  the 
lateral  lobes  were  removed  at  one  sitting  and  the 
remaining  lobe  at  a subsequent  resection.  In 
some  of  the  early  cases  not  enough  tissue  was 
removed  and  a second  resection  was  necessary. 
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NUMBER  OF  RESECTIONS 


No.  of  Resections  273 

No.  of  Patients  251 


Multiple  Resections  22  (8.05%) 

AGE  INCIDENCE 


The  youngest  patient  upon  whom  a resection 
was  performed  was  thirty  years  of  age  and  the 
oldest  was  eighty-nine.  A review  of  the  age  in- 


cidence is  given  in  the  following  table : 


30-40  years 
40-50  years 
50-60  years 
60-70  years 
70-80  years 
80-90  years 


2 cases 
6 cases 
52  cases 
116  cases 
62  cases 
13  cases 


DURATION  OF  SYMPTOMS 


The  onset  of  prostatic  obstruction  is  a very 
gradual  one  and  the  development  of  symptoms  is 
slow.  The  course  of  the  disease  is  progressive. 
A review  of  the  duration  of  symptoms  in  this 
series  showed  the  following : 

1-5  years  158  cases 

5-10  years  60  cases 

10-15  years  21  cases 

15-20  years  12  cases 

.Average  4.22  years 

INFECTION 


In  a great  number  of  cases  there  occurs  sooner 
or  later  some  infection  of  the  urinary  tract  that 
requires  preoperative  treatment.  In  this  series 
of  cases  bacteriologic  study  of  the  urine  showed 


the  following : 

B.  coli  66  cases 

Staphylococcus  albus  54  cases 

Streptococcus  hemolyticus  10  cases 

Staphylococcus  hemolyticus  6 cases 

B.  coli  hemolyticus  6 cases 

B.  proteus  2 cases 

Eberthella  1 case 


Total  No.  cases  infected  142  cases 

RESIDUAL  URINE 

When  a patient  with  prostatic  obstruction  con- 
sults the  physician,  examination  shows  the  pres- 
ence of  residual  urine.  The  amount  varies  in 
each  case  and  may  change  from  day  to  day  in  the 
same  patient.  In  the  following  table  are  given 
the  number  of  cases  and  the  amounts  of  residual 
urine  over  350  cc.  and  up  to  complete  retention ; 


Complete  retention  52  cases 

500-1000  cc 20  cases 

250-  500  cc 31  cases 


103  cases 

PREPARATION  OF  PATIENTS 

It  is  of  prime  importance  that  the* infection  be 
controlled  or  entirely  cleared  up  if  possible.  The 
internal  administration  of  urinary  antiseptics  as 
well  as  a large  quantity  of  fluid  is  part  of  our 
routine.  Fluids  are  administered  by  mouth,  per 
rectum,  and  in  rare  cases  normal  salt  solution  is 


given  subcutaneously.  In  the  cases  of  mild  in- 
fection massage  of  the  prostate  with  instillations 
and  irrigations  will  suffice.  In  the  more  severe 
infections  it  is  necessary  to  employ  an  indwelling 
catheter.  Finally,  suprapubic  cystostomy  may  be 
necessary,  where  the  indwelling  catheter  fails  to 
clear  up  the  infection  or  where  its  presence  pro- 
duces pain,  bleeding,  profuse  discharge  or  reac- 
tion in  the  form  of  chills  and  fever.  Where  com- 
plications, such  as  large  stones,  are  present,  it 
may  be  necessary  to  do  a suprapubic  cystostomy. 

The  following  table  gives  the  method  of  prepa- 
ration which  was  employed  in  this  series : 


Indwelling  catheter  114  cases 

Suprapubic  cystostomy  30  cases 

Massage  and  irrigations  31  cases 

No  preparation  76  cases 


ASSOCIATED  GENERAL  CONDITIONS 
It  is  of  great  importance  in  this  group  of  pa- 
tients that  they  have  a comprehensive  physical  ex- 
amination and  an  accurately  written  history. 
Many  of  these  patients  suffer  from  organic  di- 
sease involving  other  parts  of  the  body,  which 
call  for  treatment  before  the  resection  is  under- 
taken. You  are  all  familiar  with  the  fact  that  a 
large  number  of  prostatic  patients  have  some  dis- 
turbance of  the  cardiovascular  system.  Many  of 
these  need  preoperative  study  and  treatment.  A 
certain  number  have  other  organic  lesions. 

Patients  with  cardiac  disease,  when  first  seen, 
appear  to  be  poor  surgical  risks  but  after  proper 
treatment  the  majority  can  be  safely  operated 
upon.  There  will  always  remain  a limited  num- 
ber, in  whom  the  cardiac  function  can  never  be 
improved  sufficiently  so  that  a major  surgical 
procedure  is  justifiable.  But  it  is  especially  in  the 
cardiac  group  of  cases  that  this  form  of  treat- 
ment has  a wide  field  of  usefulness.  Formerly 
patients  who  had  had  attacks  of  angina  or  coro- 
nary disease  were  always  looked  upon  with  a 
great  deal  of  apprehension  regarding  their  ability 
to  withstand  a surgical  procedure,  but  today,  by 
means  of  transurethral  resection,  their  equilib- 
rium remains  undisturbed. 

The  following  table  shows  the  incidence  of  as- 
sociated organic  lesions  found  in  this  series : 

ASSOCIATED  GENERAL  PATHOLOGY 
Cardiovascular  system 


Myocarditis  115  cases 

Coronary  disease  18  cases 

Angina  9 cases 

Hypertension  45  cases 


187  cases 
(74.5%) 
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ASSOCIATED  GENERAL  PATHOLOGY 


Diabetes  12  cases 

Lues  5 cases 

Cord  bladder  3 cases 

Pulmonary  embolism  2 cases 

Bronchial  asthma  2 cases 

Cerebral  thrombosis  2 cases 

Carcinoma  stomach  and  liver  2 cases 

Hemiplegia  1 case 

Manic  depressive  psychosis  1 case 

Paralysis  agitans  1 case 


31  cases 

ASSOCIATED  UROLOGIC  PATHOLOGY 

As  a result  of  obstruction  at  the  vesical  orifice 
there  develops,  sooner  or  later,  definite  damage  to 
the  bladder  and  upper  urinary  tract  with  result- 
ing stasis  which  predisposes  to  infection.  Hence, 
a matter  of  great  importance  is  a complete  and 
careful  survey  of  the  entire  urinary  tract  in  each 
case  before  resection  is  done.  In  the  following 
table  the  incidence  of  associated  findings  is 
given : 

ASSOCIATED  genitourinary  PATHOLOGY 


Diverticula  of  bladder  23  cases 

Bladder  calculi  14  cases 

Carcinoma  of  bladder  11  cases 

Prostatic  calculi  8 cases 

Kidney  calculi  6 cases 

Ureteral  calculi  2 cases 

Solitary  kidney  2 cases 


POSTOPERATIVE  COURSE 

One  of  the  most  encouraging  phases  of  this 
form  of  treatment  has  been  the  mild  postopera- 
tive course.  As  previously  mentioned,  the  stay 
in  the  hospital  is  very  short  and  shock  is  absent. 
The  general  condition  the  day  after  operation 
stands  out  in  marked  contrast  to  that  of  the  pa- 
tient who  has  undergone  a surgical  prostatectomy. 
In  other  words,  the  patient  who  has  been  subject- 
ed to  a surgical  procedure  is  generally  quite  ill 
the  day  after,  whereas  he,  who  has  had  a resec- 
tion, is  well  enough  to  sit  up  in  bed  and  often  is 
reading  the  morning  paper  when  the  physician 
makes  his  rounds. 

POSTOPERATIVE  stay  IN  HOSPITAL 

While  it  is  true  that  a certain  number  of  pa- 
tients who  have  had  prostatectomies  do  not  stay 
in  the  hospital  very  long  after  operation,  the  aver- 
age patient,  if  one  takes  the  cases  as  they  come, 
^spends  a long  time  there.  The  average  stay  of 
prostatestomized  patients  has  been  variously  esti- 
mated to  be  from  three  to  six  weeks. 

For  purposes  of  discussion  I have  divided  the 
cases  in  this  paper  into  two  groups.  In  group  I 
are  the  patients  who  have  been  prepared  with  the 
indwelling  catheter,  intermittent  catheterization, 
massage  and  irrigations.  A review  of  this  group 
shows  that  the  average  duration  of  hospital  stay 
was  8.5  days.  Ca.ses  with  median  bars  and  small 


middle  lobes  naturally  stay  a much  shorter  time 
than  those  with  large  hypertrophies.  The  short- 
est stay  in  the  hospital  has  been  two  days. 

Group  II  consists  of  the  patients  who  have  had 
cystostomies  because  of  complications  in  the  blad- 
der, such  as  diverticulum,  stone  or  severe  infec- 
tion, which  precluded  their  preparation  by  an 
indwelling  catheter.  Also,  in  this  group  are  pa- 
tients who  have  had  suprapubic  cystostomy  as  a 
palliative  treatment  for  carcinoma  of  the  pros- 
tate. This  group  comprises  30  resections.  The 
average  stay  in  the  hospital  was  15.5  days: 

analysis  of  postoperative  HOSPITILIZATION 
Cases  prepared  by  suprapubic  cystostomy ..  15. S days 
Cases  prepared  by  suprapublic  cystostomy.  .15.5  days 
Cases  receiving  no  preparation  or 


only  massage  7 days 

Average  stay  of  all  cases  8 6 days 

Shortest  stay  of  all  cases  2 days 


POSTOPERATIVE  TEMPERATURE 

Early  in  the  use  of  electroresection  it  became 
apparent  that  fewer  patients  had  temperature  re- 
actions, and  when  postoperative  fever  occurred  it 
was  of  much  shorter  duration  than  in  patients 
who  were  surgically  treated. 

The  temperature  following  this  procedure  may 
be  due  to  one  of  three  causes : First,  to  the  in- 
strumentation. It  is  a well-known  fact  that,  fol- 
lowing the  passage  of  sounds,  catheters,  bougies 
or  cystoscopes,  many  patients  develop  a tempera- 
ture. Second,  the  temperature  may  be  prostatic 
in  origin.  A large  number  of  patients  with  pros- 
tatic obstruction  have  an  associated  infection,  and 
following  the  resection  the  fever  may  be  due  to  a 
lighting  up  of  a previously  present  infection  in 
the  prostate.  The  third  cause  for  temperature  in 
a large  group  is  pyelitis  or  pyelonephritis.  The 
onset  of  fever  with  or  without  a chill,  pain  and 
tenderness  in  the  renal  area  makes  the  diagnosis 
easy.  In  a certain  number  of  cases,  in  which  tem- 
perature is  present,  but  pain  and  tenderness  are 
absent,  it  is  possible  that  the  patient  may  have  a 
mild  pyelitis,  severe  enough  to  produce  tempera- 
ture reactions  and  yet  not  produce  enough  pain 
to  call  attention  to  the  possible  renal  origin  of 
tbe  pain.  From  an  academic  standpoint  this  ques- 
tion could  be  determined  by  ureteral  catheteriza- 
tion, but  it  is  my  opinion  that  it  is  not  of  suffi- 
cient importgince  to  justify  this. 

An  analysis  of  the  temperature  reactions  is 
given  in  the  following  table : 

POSTOPERATIVE  TEMPERATURE 


Having  no  temperature 17  resections 

Having  had  temperature  256  resections 

Average  duration  of  temperature  ...  2.4  days 
Temperature  for  1-2  days  only  ....  168  resections 
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TEMPERATURE  RANGE 

990-1000  71  resections 

lOQO-lOlO  85  resections 

1010-1020  50  resections 

1020-1030  24  resections 

IO3O-IO4O  25  resections 

IO4O-IO5O  1 resection 

Temperature  256  resections 

No  temperature  17  resections 

Total  273  resections 

HEMORRHAGE 

A certain  amount  of  blood  persists  in  the  urine 
for  a few  days  following  the  resection,  the 
amount  depending  in  part  upon  the  care  and  at- 
tention given  the  control  of  bleeding  at  the  time 
of  operation.  I try  to  have  the  patients  go  back 
to  the  room  free  or  relatively  free  from  bleed- 
ing. In  some  of  the  smaller  prostates  many  pa- 
tients go  back  perfectly  dry  and  in  others  the 
urine  is  clear  the  next  day.  In  the  average  case, 
however,  the  urine  is  blood-tinged  for  two  or 
three  days.  A small  amount  of  bleeding  may 
persist,  in  an  occasional  case  for  a week,  that  is, 
after  the  patient  has  left  the  hospital  a few 
specks  of  blood  may  be  found  in  the  voided  urine. 

Secondary  bleeding  occurs  in  a small  number 
of  patients,  beginning  generally  on  the  tenth  or 
twelfth  day.  Similar  to  what  occurs  after  sur- 
gical procedures  in  any  other  part  of  the  body, 
secondary  bleeding  is  nearly  always  due  to  in- 
fection. This  is  not  surprising,  if  we  bear  in 
mind  that  many  of  these  patients  had  infections 
before  resection. 

The  incidence  of  secondary  hemorrhage  in  this 
series  occurred  in  six  cases. 

The  management  of  secondary  hemorrhage  has 
been  along  the  following  lines : In  a good  many 

cases  the  bladder  fills  with  blood  clots  and  these 
we  evacuate  with  a Bigelow  evacuating  canula 
and  pump,  followed  by  irrigations  of  the  bladder 
with  a mild  potassium  permanganate  solution. 
This  simple  procedure  serves  to  control  the  hem- 
orrhage in  most  cases  of  secondary  bleeding.  In 
some  cases  it  was  necessary  to  go  back  and  con- 
trol the  bleeding  with  the  resectoscope.  As  a 
rule,  after  the  resectoscope  has  been  introduced 
the  bleeding  point  can  be  seen  and  the  fulgura- 
tion  current  applied  directly  to  it.  In  some  in- 
stances, instead  of  fulgurating  the  bleeding 
point,  I have  excised  the  bleeding  area  so  as  to 
have  a fresh,  clean,  noninfected  area  for  wound 
healing. 

EPIDIDYMITIS 

In  the  early  part  of  the  series  no  attempt  was 
made  to  prevent  epididymitis  for  the  specific  pur- 
pose of  determining  whether  or  not  epididymitis 


occurred  more  frequently  following  resection 
than  after  suprapubic  prostatectomy.  A review 
of  the  first  110  cases  showed  that  we  had  an  inci- 
dence of  15  cases  of  epididymitis.  Since  that 
time  we  have  made  it  a routine  to  obtain  the  pa- 
tient’s permission  for  vasectomy  in  all  cases  ex- 
cept in  relatively  young  men.  Since  the  estab- 
lishment of  routine  vasectomies  we  have  had  no 
further  complications  of  this  type.  It  is  a sim- 
ple procedure  to  remove  about  an  inch  of  the  vas 
deferens  and  this,  I believe,  more  completely  pre- 
vents epididymitis  than  does  the  subcutaneous 
ligation. 

GENERAL  COMPLICATIONS 
I have  been  greatly  impressed  by  the  absence 
of  general  complications  following  the  use  of  the 
resectoscope.  A review  of  this  series  of  resec- 
tions shows  the  following  postoperative  compli- 


cations : 

Singultus  6 cases 

Bronchopneumonia  2 cases 

Psychosis  2 cases 

Pulmonary  embolism  1 case 

Cerebral  thrombosis  1 case 

Parotitis  1 case 


PERSISTENCE  OF  SYMPTOMS  FOLLOWING  RESECTION 

Because  of  the  relatively  short  stay  in  the  hos- 
pital and  because  the  patient  is  up  and  about, 
there  are  certain  symptoms  that  are  more  fre- 
quently emphasized  on  his  part  than  there  are 
when  he  has  had  a suprapubic  prostatectomy  fol- 
lowed by  a long  stay  in  the  hospital.  Under  the 
latter  circumstances,  when  the  patient’s  fistula 
heals  he  leaves  the  hospital ; wound  repair  of  the 
prostatic  bed  has  generally  been  complete  and  the 
symptoms  are  mild.  Following  transurethral  re- 
section the  wound  is  not  healed  at  the  end  of  a 
week  when  the  patient  leaves  the  hospital  and, 
naturally,  certain  annoying  symptoms  are  present. 
Chief  among  these  are  frequency  of  urination, 
pain  and  burning  on  urination.  It  is  extremely 
gratifying,  however,  to  see  how  rapidly  these 
symptoms  disappear.  As  a rule,  they  persist  for 
a week  or  ten  days  after  the  patient  leaves  the 
hospital  and  are  readily  controlled  by  means  of 
alkalies  and  sitz  baths. 

RESIDUAL  URINE 

In  some  cases  a certain  amount  of  residual 
urine  is  present  after  the  patient  leaves  the  hos- 
pital, but  in  my  experience  this  clears  up  rapidly, 
hence  it  cannot  be  considered  a disturbing  ele- 
ment. I would  like  to  mention  one  particularly 
striking  case,  a patient,  eighty-eight  years  of  age, 
who  had  a residual  of  2,000  cc.  before  resection. 
When  he  left  the  hospital  he  had  six  ounces  of 
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residual,  and  with  catheterization  and  irrigation 
this  was  reduced  to  one  ounce.  In  several  cases 
it  was  necessary  to  do  a second  resection  to  re- 
lieve the  residual  completely. 

INCONTINENCE 

In  a few  instances  the  difficulty  in  controlling 
the  urine  was  such  that  the  patients  were  obliged 
to  wear  a cloth  after  leaving  the  hospital,  but  un- 
der treatment  this  condition  rapidly  cleared  up. 
In  one  case  of  carcinoma  of  the  prostate  the  in- 
continence was  disturbing  for  a long  time,  proba- 
bly because  the  carcinoma  was  extensive  and  had 
infiltrated  the  sphincter  so  that  it  was  injured 
during  the  resection,  and  in  one  case  of  benign 
hypertrophy  the  patient  wears  a glove  at  night, 
although  on  many  mornings  this  is  dry. 

mortality 

In  this  series  of  273  resections  there  were  11 
deaths,  a mortality  of  4.02  per  cent. 

SUMMARY 

Transurethral  resection  for  the  treatment  of 
bladder  neck  obstruction,  either  benign  or  ma- 
lignant, is  a distinct  advancement  in  treatment.  It 
makes  treatment  possible  in  a group  that  hereto- 
fore were  denied  major  surgery.  A short  period 
of  hospitalization  is  an  added  advantage  to  many 
people,  particularly  at  the  present  time. 


FACTORS  IN  THE  MEDICAL  AND  SUR- 
GICAL TREATMENT  OF  GOITER* 
Claude  F.  Dixon,  M.D. 

ROCHESTER,  MINN. 

It  has  been  stated  by  many  older  contemporary 
physicians  that  a medical  meeting  of  two  decades 
ago  was  not  considered  complete  without  one  or 
more  papers  on  appendicitis.  During  the  last 
few  years,  because  of  the  advancement  made  in 
the  surgical  and  medical  treatment  of  diseases  of 
the  thyroid  gland,  this  subject  has  received  atten- 
tion almost  if  not  equal  to  that  of  any  other 
clinical  entity.  Operations  on  the  thyroid  gland, 
since  Parry’s  clinical  consideration  of  exophthal- 
mic goiter  in  1825,  have  been,  until  comparatively 
recently,  fraught  with  danger.  The  improvement 
in  surgical  technic  and  the  judicious  administra- 
tion of  iodine  before  operation  have  decreased 
the  appallingly  high  death  rate  resulting  from 
hj^ierthyroidism  to  an  almost  unbelievably  low 
rate. 

In  this  paper,  I shall  divide  lesions  of  the  thy- 
roid gland  into  four  groups : ( 1 ) adolescent  or 
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colloid  goiter,  ( 2 ) nodular  or  adenomatous  goiter, 
(3)  diffuse  parenchymatous  hypertrophic  or  ex- 
ophthalmic goiter,  and  (4)  adenomatous  goiter 
with  hyperthyroidism  which  is  a combination  of 
the  second  and  third  groups.  I shall  not  consider 
the  adolescent  or  colloid  goiter,  except  to  say  that 
treatment,  particularly  of  a surgical  nature,  is 
rarely  necessary. 

Adenomatous  or  nodular  goiters  may  be  divided 
into  toxic  or  hyperfunctioning  and  nontoxic 
types.  It  may  be  necessary  to  operate  on  non- 
toxic nodular  goiters  because  of  their  mechanical 
effect  on  respiration;  malignancy  occasionally  de- 
velops in  this  type,  occurring  with  a frequency  of 
about  3 per  cent  in  experience  at  The  Mayo 
Clinic. 

The  so-called  toxic  or  hyperfunctioning  adeno- 
matous goiter  and  the  exophthalmic  parenchyma- 
tous hyperplastic  goiter  will  be  referred  to  col- 
lectively as  hyperthyroidism.  Associated  with 
hyperthyroidism  in  general  are  the  following 
signs  and  symptoms:  tremor,  loss  of  weight,  ner- 
vousness, intolerance  to  heat,  increased  appetite, 
abnormally  high  pulse  pressure,  tachycardia  and 
increased  metabolic  rate. 

That  hyperthyroidism  produced  by  adenoma- 
tous goiter  differs  from  that  produced  by  exoph- 
thalmic goiter  is  evidenced  by  the  fact  that  the 
administration  of  iodine  in  cases  of  exophthalmic 
goiter  causes  a definite  abatement  of  symptoms, 
whereas  in  the  adenomatous  type  the  benefit  de- 
rived from  iodine  is,  as  a rule,  not  so  marked. 
The  distinction  between  these  two  types  of  hyper- 
thyroidism has  been  pointed  out  many  times  by 
H.  S.  Plummer.  Hyperthyroidism  associated 
with  adenomatous,  is  more  persistent  and  less 
severe  than  that  of  exophthalmic  goiter.  W.  A. 
Plummer  has  observed  that  32  per  cent  of  pa- 
tients with  adenomatous  goiter  and  hyperthy- 
roidism have  an  increase  in  the  metabolic  rate  of 
not  more  than  20  per  cent,  whereas  in  exophthal- 
mic goiter  only  about  5 per  cent  have  metabolic 
rates  within  this  range.  Other  factors  associated 
with  exophthalmic  and  absent  in  adenomatous 
goiter  with  hyperthyroidism  are  tendency  to  de- 
velop crisis,  vomiting,  diarrhea,  exophthalmos  and 
a degree  of  irritability  out  of  proportion  to  the 
degree  of  hyperthyroidism  present. 

W.  A.  Plummer  is  of  the  opinion  that  a per- 
sistent pulse  rate  of  90  or  more,  with  a pulse 
pressure  of  50  or  more  is  the  chief  diagnostic 
symptom  of  exophthalmic  goiter.  The  gland  in 
exophthalmic  goiter  usually  is  firm  or  hard  and 
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symmetrically  enlarged,  whereas  in  adenomatous 
goiter  it  is  distinctly  nodular,  yet  it  must  be  kept 
in  mind  that  about  a third  of  the  exophthalmic 
goiters  contain  small  adenomas  which  alter  the 
contour  of  the  gland.  A prolonged  systolic  bruit 
in  the  region  of  the  superior  thyroid  artery  is  also 
usually  conclusive  evidence  of  the  existence  of  an 
exophthalmic  type  of  goiter. 

W.  A.  Plummer  and  Rynearson  have  recently 
made  some  interesting  observations  with  regard 
to  the  preoperative  and  postoperative  facial  ex- 
pression of  patients  suffering  from  exophthalmic 
goiter.  They  have  emphasized  the  expression  of 
frowning,  squinting  and  increased  winking  in 
these  cases.  On  the  whole,  before  operation,  the 
patient  with  exophthalmic  goiter  has  an  appear- 
ance of  tension  about  the  face  and  increased  fre- 
quency of  winking.  The  entire  facial  expression 
is  changed  within  a few  days  following  operation. 
In  some  cases  the  winking  increased  to  more  than 
100  times  a minute  before,  and  decreased  to  about 
thirty  or  forty  a minute  after  operation. 

The  presence  of  hyperthyroidism,  even  though 
the  symptoms  of  it  are  familiar  to  physicians, 
often  goes  undiagnosed  largely  because  of  some 
condition  or  disease  which  overshadows  it.  Ex- 
amples of  this  are  cases  of  hyperthyroidism,  in 
which  operations  other  than  thyroidectomy  are 
carried  out.  To  emphasize  this  point,  three  cases 
will  be  reviewed : 

Case  1.  A middle  aged  man  came  to  the  clinic  be- 
cause of  a diagnosis  of  gastric  ulcer  by  his  physician  at 
home.  There  had  been  considerable  loss  of  weight  and 
the  outstanding  symptoms  were  those  of  gastric  ulcer. 
Roentgenographic  studies  at  The  Mayo  Clinic  con- 
firmed the  diagnosis.  The  ulcer  was  excised  and  gas- 
troenterostomy carried  out. 

On  the  second  day  after  operation  the  patient’s  con- 
I dition  became  alarming,  characterized  by  a pulse  rate 
of  140  beats  each  minute.  The  temperature  became 
elevated  to  103  degrees  F.  He  was  nervous,  irritable 
and  somewhat  confused  mentally.  The  short  time  which 
j had  elapsed  since  operation  fairly  well  ruled  out  peri- 
\ tonitis.  The  possibility  of  hemorrhage  caused  some  con- 
cern. The  pulse  pres.sure  was  60. 

The  question  of  exophthalmic  goiter  arose.  Definite 
exophthalmos  could  not  be  made  out.  The  thyroid 
gland  was  barely  palpable.  Heroic  doses  of  compound 
solution  of  iodine  (Lugol's  solution)  were  given.  At 
the  end  of  the  fifth  postoperative  day  the  pulse  and 
temperature  were  within  normal  limits.  Six  weeks 
later  thyroidectomy  was  carried  out.  Examination  dis- 
closed a diffuse  hypertrophic  parenchymatous  thyroid 
gland.  Recovery  was  uneventful. 

Case  2.  A young  woman  was  admitted  to  the  clinic 
because  of  recurring  attacks  of  appendicitis.  The  ap- 
' pendix,  which  was  subacutely  diseased,  was  removed. 

< On  the  third  postoperative  day  the  pulse  rose  to  160 
' beats  per  minute;  the  temperature  to  104  degrees  F. 
She  vomited  frequently. 


Hyperthyroidism  was  considered.  One  hundred 
minims  of  compound  solution  of  iodine  were  given  per 
rectum  for  three  consecutive  days.  The  temperature 
and  pulse  approached  normal.  Several  weeks  later  the 
basal  metabolic  rate  was  +24.  Thyroidectomy  revealed 
a goiter  of  exophthalmic  type.  Recovery  followed. 

Case  3.  A woman,  on  whom  hysterectomy  had  been 
performed  because  of  uterine  myomas,  died  on  the  sixth 
postoperative  day.  The  antemortem  diagnosis  was  peri- 
tonitis. Necropsy  revealed  exophthalmic  goiter.  There 
was  no  evidence  of  peritonitis. 

These  three  cases  of  hyperthyroidism  were  not 
diagnosed  because  the  symptoms  of  which  the 
patients  complained  were  not  those  of  hyperthy- 
roidism. Undoubtedly  the  condition  had  existed 
for  a considerable  time  in  mild  form,  and  was 
accentuated  by  the  various  surgical  procedures. 

The  treatment  of  hyperthyroidism  at  present  is 
chiefly  surgical,  although  differences  of  opinion 
regarding  this  point  still  remain.  Roentgeno- 
therapy is  sometimes  advocated  in  such  cases. 
Unquestionably  some  satisfactory  results  have 
been  obtained  by  this  method  of  treatment,  but 
the  percentage,  I believe,  is  small.  Hyperthy- 
roidism is  in  some  instances  a self-limited  di- 
sease. Certain  patients  have  apparently  recov- 
ered from  it  without  treatment,  but  there  must  be 
many  who  have  not  been  so  fortunate. 

Surgical  removal  of  a portion  of  the  thyroid 
gland  has  produced  such  a high  percentage  of 
striking  results  and  can  now  be  done  with  such  a 
low  mortality  rate,  that  other  types  of  treatment 
cannot  well  be  compared  with  it.  The  present 
high  status  of  surgery  of  the  thyroid  gland  is 
largely  due  to  the  preoperative  preparation  of  the 
patient.  Such  treatment,  although  it  varies  some- 
what with  individual  opinion,  can  be  said  to  be 
fairly  well  standardized. 

In  the  average  case,  in  which  a diagnosis  of 
exophthalmic  goiter  has  been  established,  30 
drops  of  compound  solution  of  iodine  in  divided 
doses  daily  ordinarily  prepares  the  patient  for 
operation  within  ten  days.  There  are  naturally 
some  exceptions  to  this  rule.  For  the  most  part, 
patients  suffering  from  exophthalmic  goiter  are 
deemed  suitable  surgical  risks  when  there  has 
been  marked  general  improvement,  such  as  de- 
crease in  nervousness,  gain  in  weight  and 
strength,  lowering  of  the  basal  metabolic  rate  and 
lowering  of  the  pulse  rate.  The  same  type  of 
treatment  is  obviously  employed  in  cases  of  ade- 
nomatous goiter  occurring  in  a hypertrophic  par- 
enchymatous type  of  gland. 

Compound  solution  of  iodine  is  usually  given 
for  three  or  four  days  in  cases  of  toxic  adenoma. 
As  has  been  mentioned,  iodine  apparently  does 
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not  cause  marked  abatement  of  symptoms  in  this 
type  of  gland.  If  great  improvement  takes  place 
following  two  or  three  days  of  medication,  usu- 
ally it  is  evidence  of  definite  parenchymatous 
hypertrophy  in  the  gland ; this,  of  course,  auto- 
matically places  the  case  in  the  exophthalmic 
group. 

Patients  suffering  from  hyperthyroidism  who 
have  taken  iodine  for  a number  of  months  are 
often  seen.  In  many  such  cases  the  improvement, 
which  was  at  first  dramatic,  has  gradually  been 
replaced  by  accentuation  of  the  primary  symp- 
toms. To  a certain  extent,  then,  tolerance  to 
iodine  has  been  established.  In  such  cases  higher 
dosage  of  iodine  may  prove  beneficial;  if  not, 
they  must  be  accepted  as  slightly  increased  sur- 
gical risks. 

From  1922,  when  the  preoperative  treatment 
with  iodine  was  begun,  there  was  general  diminu- 
tion in  multiple  operative  procedures  on  patients 
suffering  from  exophthalmic  goiter.  In  the  last 
three  years  in  The  Mayo  Clinic  it  has  become  ne- 
cessary to  resort  occasionally  to  graded  opera- 
tions. Pemberton's  annual  report  on  surgery  of 
the  thyroid  gland  at  The  Mayo  Clinic  for  the  year 
1931  revealed  that  multiple  operations  were  car- 
ried out  in  about  4 per  cent  of  cases  of  exoph- 
thalmic goiter.  From  1927  to  1931  thyroidectomy 
in  one  stage  was  almost  always  employed. 

Pemberton  has  recently  found  that  patients 
who  now  present  themselves  for  treatment  be- 
cause of  hyperthyroidism  give  a history  of  longer 
duration  of  disease  than  such  patients  did  in  the 
previous  four  to  five  years.  His  suggestion  that 
the  present  general  economic  situation  of  the 
country  has  some  bearing  on  this  phase  of  the  di- 
sease seems  feasible. 

Cases  of  exophthalmic  goiter,  in  which  a his- 
tory is  elicited  of  hyperthyroidism  lasting  more 
than  one  year,  usually  comprise  the  group  of 
cases  best  suitable  for  lobectomy  rather  than  thy- 
roidectomy. Just  why  partial  removal  of  the 
thyroid  gland  in  cases  of  hyperthyroidism  causes 
relief  is  not  known.  Apparently  the  thyroid 
gland  is  not  the  only  organ  at  fault  in  the  produc- 
tion of  the  syndrome  which  characterizes  exoph- 
thalmic goiter.  Pemberton  is  of  the  opinion  that 
partial  thyroidectomy  brings  relief  in  such  cases 
by  disrupting  the  chain  of  events  which  produces 
hyperthyroidism.  He  has  also  shown  that  the 
tissue  preserved,  following  partial  thyroidectomy, 
resumes  the  appearance  of  normal  thyroid  tissue 
within  a few  months. 


It  is  the  opinion  of  many  physicians  that  the 
presence  of  goiter  is  a manifestation  of  some  ob- 
scure multiglandular  disturbance.  There  is  con- 
siderable clinical  and  experimental  evidence  indi- 
cating that  the  thyroid  gland  is  not  solely  respon- 
sible for  the  production  of  hyperthyroidism.  Two 
cases  have  come  under  observation  at  the  clinic 
which,  to  some  extent,  substantiate  this  statement. 
In  both  cases  operation  had  been  performed  pre- 
viously because  of  exophthalmic  goiter.  Follow- 
ing partial  thyroidectomy,  the  symptoms  of 
hyperthyroidism  disappeared.  A year  later  symp- 
toms of  exophthalmic  goiter  again  occurred.  In 
both  cases  the  metabolic  rate  had  markedly  in- 
creased. In  one  case  there  were  symptoms  of 
exophthalmic  goiter  crisis.  Both  patients  were 
given  preoperative  treatment.  At  operation  the 
presence  of  thyroid  tissue  could  not  be  detected. 
A few  months  following  operation,  one  patient 
died.  At  necropsy  not  even  a remnant  of  thy- 
roid tissue  could  be  found.  Death  in  this  case 
was  clinically  due  to  exophthalmic  goiter  crisis. 
The  other  patient  is  alive  two  and  a half  years 
since  the  second  operation,  but  continues  to  have 
symptoms  of  exophthalmic  goiter  which  are  par- 
tially controlled  by  large  doses  of  compound 
solution  of  iodine. 

Loeb  and  others  have  demonstrated  that  the 
symptoms  of  hyperthyroidism  may  be  duplicated 
in  the  experimental  animal  by  the  administration 
of  desiccated  thyroid  gland.  In  such  experi- 
ments, however,  changes  have  not  been  noted  in 
the  thyroid  glaid.  If  pituitrin  is  administered  in 
addition  to  the  desiccated  thyroid,  the  symptoms 
are  again  those  of  hyperthyroid  activity  and 
changes  which  characterize  exophthalmic  goiter 
are  present  throughout  the  gland.  The  etiologic 
factor  or  factors  responsible  for  the  production 
of  hyperthyroidism  remain  unsolved.  Neverthe- 
less, removal  of  a portion  of  the  gland  in  cases 
of  hyperthyroidism  apparently  effects  a cure  in 
almost  every  instance.  Instead  of  describing  the 
technic  of  thyroidectomy  I shall  demonstrate  the 
various  technical  points  by  showing  a moving 
picture  of  the  operation. 

The  type  of  anesthetic  to  be  employed  may  be 
largely  a matter  of  personal  opinion.  In  The 
Mayo  Clinic  thyroidectomy  usually  is  performed 
by  means  of  local  anesthesia  (novocaine  0.5  of  1 
per  cent).  The  preoperative  administration  of 
sedatives  and  hypnotics,  such  as  morphine  and 
derivatives  of  barbituric  acid,  is  extremely  im- 
portant. If  general  anesthesia  is  employed,  deep 
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narcosis  should  be  avoided,  and  the  patient  should 
be  allowed  to  awaken  following  resection  of  the 
first  lobe  in  order  to  determine  whether  the  re- 
current laryngeal  nerve  has  been  injured;  this  is 
the  most  common  technical  complication  occurring 
in  operations  on  the  thyroid  gland.  The  most 
common  site  of  injury  to  the  nerve  is  near  the 
superior  thyroid  pole  at  the  point  where  the  re- 
current laryngeal  nerve  enters  the  cricothyroid 
membrane.  Injury  to  the  nerve  may  also  occur  at 
the  inferior  pole ; however,  this  is  much  less  com- 
mon than  was  formerly  supposed.  A change  in 
the  patient’s  voice  or  breathing  during  operation 
should  always  remind  the  surgeon  to  consider  the 
possibility  of  injury  to  the  nerve,  and  to  search 
along  its  course  and  remove  such  sutures  as  may 
have  incorporated  a portion  of  it.  Injury  of  this 
type  is  usually  temporary,  although  months  may 
sometimes  elapse  before  the  nerve  can  perform 
its  normal  function.  If  the  nerve  has  been 
severed,  regeneration,  of  course,  does  not  take 
place.  Trauma  produced  by  crushing  the  nerve 
by  forceps  usually  subsides  with  the  reestablish- 
ment of  good  function.  If  one  nerve  is  injured, 
edema  sufficient  to  produce  obstructive  dyspnea 
may  occur  within  two  or  three  days  and  tracheo- 
tomy may  be  necessary. 

Examination  of  the  vocal  cords  preoperatively 
and  immediately  postoperatively  is  of  greatest 
importance.  Occasionally  one  vocal  cord  is  found 
to  be  fixed  prior  to  operation.  This  may  be  a 
congenital  defect  or,  in  cases  of  adenomatous 
goiter  with  malignant  degeneration,  the  struc- 
ture of  the  nerve  may  have  become  invaded  by 
the  carcinomatous  process.  Temporary  impair- 
ment of  both  recurrent  laryngeal  nerves  occasion- 
ally occurs  from  forty-eight  to  seventy-two  hours 
following  thyroidectomy,  even  though  it  was  dem- 
onstrated immediately  following  operation  that 
the  cords  moved  normally.  Tracheotomy  in  such 
cases  is  dependent  on  the  amount  of  obstructive 
dyspnea  produced.  If  stridor  develops,  it  is  usu- 
ally wise  to  perform  a temporary  tracheotomy. 

The  second  most  common  complication  is  post- 
operative hemorrhage.  This  is  usually  evidenced 
by  difficulty  in  swallowing  and  in  breathing.  The 
wound  in  such  cases  should  invariably  be  ex- 
amined. If  the  flap  is  bulging,  it  is  likely  that 
hemorrhage  has  occurred.  The  wound  should 
be  opened  immediately  and  points  of  bleeding 
controlled. 


STAPHYLECTOMY 
ITS  prophyeactic  value  in 

THE  COMMON  COED 

Arthur  E.  Ewens,  B.S.,  M.D. 
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There  is  probably  no  more  formidable  enemy 
to  human  health  and  comfort  than  the  common 
cold,  the  widespread  incidence  of  which  continues 
to  defy  both  etiologic  explanation  and  prophylac- 
tic control.  This  ubiquitous  malady  not  only  in- 
flicts upon  this  country  a direct  economic  loss  of 
four  hundred  and  fifty  million  dollars  annually’^, 
but  paves  the  way  to  a host  of  refractory  catar- 
rhal difficulties  that  impose  a further  sacrifice 
of  occupational  efficiency  and  an  ever  increas- 
ing need  for  the  largest  group  of  specialists,  in 
the  entire  field  of  medical  practice. 

Recent  efforts  to  curb  the  ravages  of  this 
universal  plague  have  been  focused  upon  the  pos- 
sible identification  of  a specific  causative  agency, 
the  assumption  being  that  prospective  laboratory 
findings  offer  about  the  only  hope  of  success. 
There  has  been  no  definite  proof,  however,  that 
a distinct  bacterial  cause  exists,  and  even  if  one 
were  ultimately  isolated,  it  is  questionable  whe- 
ther the  perplexities  of  the  problem  would  be 
materially  lessened.  It  is  rather  difficult  to 
visualize  serologic  protection  against  a disease 
which  itself  tends  to  augment,  rather  than  dimin- 
ish, subsequent  susceptibility. 

More  readily  conceivable  are  the  altruistic  pos- 
sibilities that  might  accrue  from  the  detection  of 
an  eliminable  anatomic  factor  in  man’s  vulner- 
ability to  catarrhal  infections.  Theoretically,  a 
structural  abnormality  could  induce  lowered  re- 
sistance to  organisms  normally  present  in  the 
nose  and  throat  and,  if  common  to  a great  many 
individuals,  might  more  logically  explain  the  pre- 
valence of  “colds”  than  the  supposed  aggressive- 
ness and  specificity  of  an  undiscovered  bacter- 
ium or  virus.  Such  an  hypothesis  is  quite  con- 
sistent with  the  negative  results  of  bacteriologic 
investigation,  and  is  by  no  means  a vain  conjec- 
ture. It  is  actually  true  that  clinical  research  has 
overlooked  one  correctable  somatic  impairment, 
whose  predisposing  influence  is  empirically  and 
convincingly  demonstrable,  and  whose  delayed 
recognition  seems  measurably  responsible  for  the 
erstwhile  futility  of  the  fight  against  the  com- 
mon cold. 

This  overlooked  factor  is  none  other  than  that 


1.  Based  upon  statistics  of  the  L’’.  S.  Public  Health 
Service. 
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apparently  innocuous  structure,  the  uvula,  so 
often  carelessly  designated  as  “the  palate”  by 
both  the  laity  and  the  profession.  This  devitalized 
and  physiologically  superfluous  appendage  has 
never  received  any  critical  consideration  beyond 
that  accorded  it  by  Hippocrates,  who  recognized 
its  frequent  elongation  as  a mechanical  cause  of 
paroxysmal  coughs  and  advocated  staphylotomy 
as  a corrective  measure.  Unfortunately,  Hippo- 
crates’ suggestion  has  never  attained  great  popu- 
larity. Had  its  practical  utility  in  dealing  with 
innumerable  cases  of  convulsive  coughing  and  in- 
cessant clearing  of  the  throat  been  properly  ap- 
preciated, a vastly  more  important  potentiality  of 
this  procedure  would  inevitably  have  come  to 
light  long  before  the  twentieth  century.  The  main 
impediment  to  this  revelation  has  been,  and  still 
is,  a superstitious  and  erroneous  conception  of 
the  functional  importance  of  the  uvula,  in  con- 
sequence of  which  staphylotomy  has  been  inade- 
quately performed  even  when  “cautiously”  re- 
sorted to. 

A customary  degree  of  hesitancy  and  conserva- 
tism dominated  the  writer’s  early  employment  of 
staphylotomy,  but  it  soon  became  apparent  that  a 
bolder  procedure  involved  none  of  the  dreaded 
risks  and  was  much  more  efficacious  and  de- 
pendable. Gradually  this  was  found  to  be  true 
up  to  the  point  of  removing  the  uvula  in  its  en- 
tirety, an  operation  which  has  since  been  per- 
formed many  hundreds  of  times,  and  with  results 
as  unprecedented  as  the  operation  itself. 

Routine  use  of  staphylcctomy  for  the  relief 
of  habitual  clearing  of  the  throat  and  an  amen- 
able type  of  paroxysmal  cough  eventually  re- 
vealed the  rather  amazing  fact  that  it  also  ex- 
ercised a remedial  influence  upon  catarrhal  condi- 
tions of  the  entire  upper  respiratory  tract.  Pri- 
marily, this  was  not  an  objective  disclosure,  nor 
was  it  even  a suspected  possibility.  It  was  purely 
accidental.  The  original  observations  must  be  ac- 
credited to  patients  themselves,  who  repeatedly 
called  attention  to  various  unanticipated  benefits 
conferred  by  staphylectomy,  notably  a relative 
freedom  from  “colds”,  but  whose  alleged  experi- 
ences were  at  first  regarded  as  sheer  products  of 
the  imagination.  Except  for  the  repetition  and 
enthusiasm  of  these  incredible  contentions,  they 
might  not  have  aroused  the  slightest  intest,  for 
there  seemed  to  be  at  that  time  no  logical  reason 
to  suppose  that  the  mere  removal  of  a small  piece 
of  redundant  tissue  from  the  faucial  arch  could 
produce  the  remote  and  phenomenal  effects  which 


these  patients  were  wont  to  ascribe  to  it.  About 
twenty  years  have  now  elapsed  since  a skeptical 
investigation  of  this  apparent  myth  was  thus  in- 
augurated, and  the  unique  experience  to  which  it 
led  has  afforded  incontestable  proof  of  the  pro- 
vocative role  of  the  uvula  in  uncontrollable  recur- 
rences of  the  common  cold  and  in  the  intract- 
ability of  other  catarrhal  difficulties  involving 
both  the  nose  and  throat. 

By  painstaking  follow-up  methods  and  the 
helpful  cooperation  of  interested  patients,  it  has 
been  determined  that  staphylectomy  checks  sus- 
ceptibility to  “colds”  in  excess  of  fifty  per  cent. 
In  occasional  instances  a complete  absence  of 
recurrences  has  been  reported  for  periods  of 
several  years,  and  rarely  have  indifferent  results 
been  observed.  Exact  percentages  of  efficiency 
cannot  be  tabulated,  the  controls  in  this  investi- 
gation having  necessarily  been  in  each  case  the 
past  experiences  of  the  subject  himself.  Patients 
are  seldom  able  to  state  accurately  the  number  of 
attacks  per  year  they  have  previously  encountered, 
but  they  can  make  postoperative  comparisons  that 
are  sufficiently  definite  for  practical  purposes, 
and  the  contrast  is  usually  so  sharp  that  a precise 
ratio  becomes  relatively  unimportant.  What  ap- 
plies to  the  comparative  frequency  of  “colds” 
before  and  after  staphylectomy  is  equally  true 
concerning  the  al^ated  intensity  and  duration  of 
infections  that  may  develop  after  the  uvula  has 
been  removed.  A peculiar  phase  of  the  latter 
observation  is  the  mildness  or  entire  absence  of 
sinusitis  in  cases  where  this  had  invariably  been 
a troublesome  accompaniment  or  sequel  of 
rhinitis  prior  to  operation. 

The  effectiveness  of  complete  removal  of  the 
uvula  has  been  substantiated  not  merely  through 
subjective  information,  but  by  significant  and 
unmistakable  changes  in  both  pharyngeal  and 
nasal  structures.  The  most  conspicuous  of  these 
visible  effects  are  so  prompt  and  decided  in  some 
instances  as  to  literally  defy  belief.  Chronic 
postnasal  engorgement  is  reduced  to  a degree  that 
definitely  facilitates  nasal  breathing,  and  the 
characteristic  signs  and  symptoms  of  pharyngeal 
and  nasopharyngeal  catarrah  are  rendered  per- 
manently less  pronounced.  These  cfearly  dis- 
cernible effects  are  more  than  suggestive  of  a con- 
tributory culpability  of  the  uvula  in  marked  ca- 
tarrhal tendencies ; in  fact,  they  have  been  so  con- 
stantly observed  as  to  admit  of  no  other  inter- 
pretation. 

The  part  played  by  the  uvula  in  predisposition 
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to  the  common  cold  and  kindred  affections  may 
not  appear  so  strange  and  inexplicable,  if  we 
take  into  consideration  the  extremely  poor  vas- 
cularity of  this  structure  and  its  other  cor- 
respondingly sparse  histologic  components,  which 
would  unavoidably  render  it  less  resistant  than 
the  substantial  and  well  vascularized  portions  of 
the  pharynx.  Furthermore,  its  anatomic  location 
is  especially  favorable  to  the  accumulation  of 
ceaseless  installments  of  bacteria,  dangling  di- 
rectly in  the  pathway  of  both  respiration  and 
deglutition.  It  is  thereby  subjected  also  to  more 
or  less  mechanical  abuse,  particularly  in  the  act 
of  snoring.  These  combined  characteristics  make 
the  uvula  an  ideal  bacterial  nidus,  upon  which 
microorganisms  gain  a flourishing  foothold,  sub- 
sequently invading  in  overpowering  numbers  the 
posterior  nares  and  other  contiguous  areas  that 
might  otherwise  be  capable  of  maintaining  a re- 
latively healthy  status.  (/«  striki)ig  conformity 
with  these  practical  considerations  is  the  zvell- 
knozim  fact  that  the  earliest  symptom  of  an  in- 
cipient coryza  is  not  referable  to  the  nose,  hut  is 
almost  invariably  a sensation  of  dryness  and 
pruritic  discomfort  in  the  vicinity  of  the  solft 
palate,  nasal  involvement  being  a somczvhat  de- 
layed development). 

This  line  of  reasoning  may  appear  fundament- 
ally defective  in  that  it  wholly  ignores  the  sup- 
posed functional  requisites  of  the  uvula.  But 
does  the  uvula  really  serve  any  distinct  or  valu- 
able purpose  in  the  human  being,  or  is  it  a super- 
fluous and  rudimentary  structure?  In  lower 
animals  it  is  essential  to  a reflex  expulsive  mech- 
anism of  vital  importance.  During  the  act  of 
panting  it  thus  affords  protection  against  the 
hazardous  ingress  of  flying  insects  and  other 
foreign  material,  but  aside  from  its  participation 
in  this  highly  necessary  defense  of  the  larynx  and 
pulmonary  tract  it  serves  no  other  purpose  for 
which  the  major  portion  of  the  normal  velum 
palatinum  does  not  alone  suffice.  The  life  and 
habits  of  primitive  man  undoubtedly  demanded 
similar  protection,  but  it  has  been  a long,  long 
time  since  man  ran  through  the  wilds,  panting. 

Since  civilization  abolished  this  need  of  the 
mouth  as  an  accessory  avenue  of  breathing,  the 
uvula  has  had  virtually  no  function  to  perform, 
and  protracted  disuse  has  relegated  it  to  the 
category  of  obsolete  and  decadent  structures.  As 
in  the  case  of  the  appendix  vermiformis,  cessa- 
tion of  function  has  impaired  its  blood-supply, 
decreased  its  size  and  substance,  lowered  its 


vitality  in  general  and  transformed  it  into  a mere 
rudiment  and  an  insidious  pathogenetic  factor. 
Its  pathologic  influence  upon  adjacent  structures 
might  be  likened  to  that  of  an  extraneous  growth 
similarly  situated,  as  there  is  a direct  parallel  in 
the  observed  effects  of  excision.  Corroborative 
evidence  of  this  supposed  evolutionary  and  di- 
minutive change  in  the  physical  characteristics  of 
the  uvula  is  afforded  by  a comparison  of  this  al- 
most cylindrical  remnant,  as  it  now  exists  in  the 
human  being,  with  the  substantial,  broad,  triangu- 
lar curtain  suspended  in  the  throat  of  the  lower 
animal.  Scores  of  dried  specimens  in  the  writer’s 
possession  bear  convincing  testimony  to  this  ad- 
vanced degenerative  transition. 

Within  the  past  year  an  interesting  counter- 
part of  this  hypothesis  appeared  in  the  editorial 
columns  of  a metropolitan  newspaper  tinder  tne 
heading,  “Colds  and  Evolution.’’  Although  writ- 
ten in  the  abstract,  and  with  no  implied  reference 
to  the  uvula,  this  article  presented  a truly  pro- 
phetic assumption  that  justifies  its  cjuotation  in 
part,  as  follows : 

‘‘There  has  been  taking  place  almost  insensibl}'  in 
biologic  science,  these  last  decades,  a change  of  em- 
phasis not  well  appreciated  even  by  the  biologists.  The 
theory  of  evolution  no  longer  is  regarded  as  something 
to  be  proved.  This  has  been  done.  Instead,  the  essen- 
tials of  the  theory  now  may  be  accepted  as  guiding 
principles  in  explaining  other  facts  still  unclear  or  in 
exploring  other  circumstances  still  unknown.  If  the 
anatomist  finds,  for  example,  some  bodily  organ  or 
structure  apparently  useless  to  its  modern  possessor,  it 
is  legitimate  for  him  to  assume  that  this  organ  once 
was  necessary  and  that  some  change  in  the  habits  or 
circumstances  of  the  species  has  lessened  its  utility. 
The  familiar  example  is  the  human  appendix.  The 
same  principle  should  apply  to  this  mystery  of  colds. 
It  is  impossible  to  accuse  Nature  of  deliberately  aiding 
the  invasion  of  men’s  throats  or  noses  by  harmful 
germs.’’ 

The  author  of  this  article  probably  did  not  ac- 
tually forsee  an  early  substantiation  of  his  theor- 
etic surmise,  but  it  is  nevertheless  true  that  the 
uvula  is  the  evolutionary  agency  involved  and 
that  its  general  recognition  as  such  will  render 
this  “m)^stery  of  colds’’  far  less  enigmatic. 

There  is  no  preoperative  means  of  gauging  the 
pathogenic  culpability  of  the  uvula  in  cases  of 
marked  susceptibility  to  the  common  cold.  Neither 
its  size  nor  any  other  observable  characteristic 
affords  a dependable  index  to  the  advisability  of 
e.xcision,  for  it  has  been  found  that  an  e.xcep- 
tionally  small  uvula  may  be  a source  of  pro- 
nounced disturbance  and  that  it  is  not  the  elonga- 
ted type  only  that  definitely  contributes  to 
lowered  nose  and  throat  resistance.  Staphylec- 
tomy  may,  therefore,  be  considered  a justifiable 
and  advantageous  procedure  in  practically  all 
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cases  exhibiting  aggravated  catarrhal  tendencies, 
its  efficacy  being  determined  by  the  thoroughness 
of  the  operation  and  not  by  the  dimensions  nor 
the  consistency  of  the  tissue  removed. 

Denunciation  of  this  radical  proposal  may  be 
dictated  by  popular  prejudice,  but  a practical  and 
reliable  estimate  of  its  alleged  rationality  and 
merits  is  readily  available  to  every  member  of 
the  profession.  The  means  is  extremely  simple 
and  clinical  material  everywhere  abundant. 

Staphylectomy  is  such  a minor  procedure  that 
it  hardly  admits  of  a technical  description.  It 
exacts  no  unusual  skill  of  the  operator  nor  does 
it  demand  special  facilities.  The  topical  employ- 
ment of  cocaine,  or  larocaine  (Roche),  in  suf- 
ficiently generous  amounts  renders  the  operation 
practically  painless.  The  use  of  both  hands  be- 
ing essential,  it  becomes  necessary  for  the  patient 
to  manipulate  the  tongue  depressor,  which  he  or 
she  can  be  instructed  to  do  even  more  expedi- 
tiously than  a trained  assistant.  Active  hemostatic 
measures  have  never  been  required,  although  the 
possibility  of  their  need  has  at  times  been  anti- 
cipated. Only  a trivial  amount  of  bleeding  is  or- 
dinarily witnessed  and  spontaneous  arrest  usually 
takes  place  in  from  one  to  five  minutes.  In 
many  instances  there  is  practically  no  hemorrhage 
at  all.  Postoperative  care  is  a negligible  con- 
sideration, but  patients  have,  when  practicable, 
been  kept  under  daily  observation  until  the  wound 
was  fully  healed.  The  importance  of  removing 
the  uvula  in  toto  can  not  be  too  strongly  empha- 
sized, as  no  compromise  between  staphylotomy 
and  staphylectomy  will  yield  results  clearly  con- 
firmatory of  the  original  findings  reported. 

Superstitious  aversion  to  complete  removal  of 
the  uvula  has  for  ages  obscured  the  possibility  of 
an  epochal  rhinolaryngologic  achievement,  for 
only  through  the  experimental  employment  of 
staphylectomy  would  it  be  possible  to  glean  the 
facts  that  are  indispensable  to  success  in  the  long 
attempted  conquest  of  “colds”  and  related  nose 
and  throat  disturbances.  This  obstructive  pre- 
judice, although  universal,  is  entirely  unwar- 
rantable. Over  two  thousand  staphylectomies 
have  revealed  not  the  slightest  justification  for 
it.  In  the  hands  of  the  writer  the  procedure  in 
question  long  ago  passed  from  the  stage  of  ex- 
perimentation to  that  of  established  clinical 
utility,  the  enormous  scope  of  which  will  prove 
no  less  astounding  to  future  investigators  than  it 
has  in  the  course  of  this  anomalous  experience. 
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It  is  safe  to  assume  that  arthritis  is  one  of  the 
most  disabling  afflictions  with  which  physicians 
must  contend.  The  term  chronic  arthritis  in- 
cludes all  chronic  inflammation  of  the  joints,  re- 
gardless of  the  cause,  and  also  a number  of  joint 
disorders  which  are  not  essentially  inflammatory, 
e.  g.,  gouty  arthritis.  Gonorrheal  and  tuberculous 
arthritis  are  recognized  forms  of  the  disease,  but 
for  our  purposes  they  are  to  be  omitted  from  the 
discussion  in  this  paper. 

Working  classifications  offered  by  Shapiro^ 
and  by  Miller-  are  as  follows:  (1)  proliferative- 
atrophic-rheumatoid,  (2)  degenerative-hypertro- 
phic-osteoarthritic. 

Miller  says  that  these  two  classes  of  arthritis 
are  fairly  easily  distinguishable,  from  both  a 
pathologic  and  clinical  standpoint.  Frequently  we 
find  mixed  forms.  A review  of  recent  litera- 
ture on  chronic  arthritis  indicates  that  the  classi- 
fications in  common  use  are  varied,  confusing  and 
controversial. 

Rheumatoid  arthritis,  according  to  IMiller,  is  in- 
fective in  character.  It  is  believed  that  the  seat 
of  the  infection  may  be  found  about  the  teeth,  in 
the  tonsils,  sinuses,  appendix,  gallbladder,  colon 
and  the  genitourinary  tract.  There  is  abundant 
evidence  of  this  infective  nature  when  we  see 
fever,  leukocytosis,  acute  inflammation  and  swell- 
ing of  the  joints,  enlarged  spleen  and  lymph 
nodes,  followed  by  a gradual  and  progressive  de- 
struction of  the  joints.  Anemia  is  often  present 
as  in  other  infections. 

While  focal  infection  plays  a very  precipitat- 
ing role,  rather  than  one  of  causation,  yet  there 
are  individuals  surcharged  with  focal  infection, 
yet  wholly  free  from  arthritis^.  As  yet  the  prob- 
lem is  not  clear  and  remains  unsolved.  To  prove 

1.  Shapiro,  M.  J.:  Nontuberculous  Arthritis;  Des- 
criptive Classification.  J.A.M.A.  98:1965-1968.  June 
4.  1932. 

2.  Miller.  J.  L.:  Present  Status  of  the  Classifica- 
tion, Pathology,  and  Etiology  of  Chronic  Rheumatic 
Disease.  Am.  J.  M.  Sc.  182:157-170,  Aug.  1,  1931. 

3.  Pemberton,  R.:  Present  Status  of  the  Problem 
of  Arthritis.  J.  Lab.  & Clin.  Med.  15:1055-1061,  Aug., 
1930. 
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the  exact  relation  between  infection  and  this  form 
of  arthritis  needs  further  investigation'*’^. 

Maddison®  states  that  rheumatoid  arthritis  may 
come  as  a result  of  an  allergic  state  set  up  in  the 
body.  This  toxic  action  could  be  brought  about 
by  the  incomplete  digestion  of  proteins,  due  per- 
haps in  some  patients  to  a hypermotility  of  the 
digestive  tract,  -which  in  turn  might  cause  a flare 
jp  in  the  joints.  If  such  a cause  of  arthritis  ex- 
ists, the  importance  of  dietary  management  be- 
come obvious. 

Osteoarthritis  seems  to  be  a different  process. 
Assman^  suggests  the  use  of  “osteoarthrosis” 
(degenerative)  as  a more  correct  term  to  replace 
osteoarthritis.  Osteoarthrosis  is  found  chiefly  in 
the  large  working  joints,  such  as  the  hips,  knees 
and  spine  but  also  the  hands.  Overwork  and  a 
long  continued  series  of  insults,  either  mechani- 
cal or  chemical,  are  important  causes  of  this  form 
of  the  disease.  Probably  infection  is  either  im- 
related  or  plays  a minor  role.  Key^  says  that 
probable  causes  are  “low  grade  infection,  vita- 
min deficiency,  some  as  yet  unknown  abnormality 
in  the  general  metabolism,  vascular  disease  of  un- 
known etiology,  and  absorption  of  toxic  material 
from  the  intestines  or  from  foci  of  infection.” 

Probably  both  forms  of  arthritis  are  only  mani- 
festations of  systemic  disease.  There  are  many 
other  clinical  features  to  be  considered  besides 
the  joints,  such  as  temperature,  colon  and  blood 
changes,  general  metabolism,  mineral  and  vitamin 
metabolism. 

SOME  GENERAL  SYMPTOMS  ASSOCIATED  WITH 
ARTHRITIS 

Temperature  changes.  Wright  and  Pemberton^ 
have  made  observations  under  what  they  record 
is  adequately  controlled  conditions  of  study,  in 
which  they  report  that  75  per  cent  of  their  ar- 
thritic subjects  maintained  a lowered  surface  tem- 
perature of  the  extremities.  These  subjects  were 
of  both  the  rheumatoid  and  the  osteoarthritic 
type,  as  well  as  a few  indefinite  cases.  It  is  dif- 
ficult to  explain  this  difference  between  arthritics 

4.  Cecil,  R.  L.,  Nichols,  E.  E.  and  Stainsby,  W.  J.: 
Bacteriology  of  Blood  and  Joints  in  Chronic  Infectious 
Arthritis.  Arch.  Int.  Med.  43:571-605,  May.  1929. 

5.  Da-wson,  M.  H.,  Olmstead,  M.  and  Boots,  R.  H. ; 
Studies  on  the  Etiology  of  Rheumatoid  Arthritis;  Bac- 
teriological Investigations  on  Blood,  Synovial  Fluid 
and  Subcutaneous  Nodules  in  Rheumatoid  Arthritis. 
Proc.  Soc.  Exper.  Biol.  & Med.  28:419-420,  Jan.,  1931. 

6.  Maddison,  F.  R. : Etiologic  Concept  of  Chronic 
Arthritis.  Northwest  Med.  30:81-85,  Feb.,  1931. 
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Clin.  Med.  15:1145-1160,  Aug.,  1930. 

9.  Wright.  L.  M.  and  Pemberton,  R.;  Peripheral 
Surface  Temperature  in  Arthritis.  Arch.  Int.  Med.  45: 
148-158,  Jan.,  1930. 


and  normal  subjects  on  any  basis  except  the  im- 
paired capillary  blood  flow.  This  may  account 
for  the  exacerbations  experienced  by  some  ar- 
thritics during  the  fluctuations  in  weather.  The 
majority  of  the  advanced  cases  of  arthritis,  of 
either  group,  present  such  circulatory  changes. 
Undoubtedly  the  impaired  circulation  influences 
the  course  of  the  joint  disease.  The  circulatory 
changes  may  be  in  many  cases  secondary  rather 
than  primary. 

Nutritional  condition.  Clinically  it  has  been 
found  that  arthritic  patients,  as  a group,  show 
some  evidence  of  faulty  nutrition.  Various  in- 
vestigators have  shown  that  both  forms  of  ar- 
thritis have  a higher  incidence  in  people  living 
under  poor  nutritional  conditions.  Particularly 
is  that  true  of  those  whose  diet  is  high  in  car- 
bohydrate food,  of  low  vitamin  content,  and 
low  in  protein  of  poor  biologic  value.  It  is  well 
to  keep  in  mind  that  a lack  of  balance  in  the  diet 
in  any  respect  may  cause  a greater  susceptibility 
to  infection.  Human  diets  that  are  unbalanced 
are  rarely  deficient  in  one  constituent  only. 

The  clinical  picture  in  the  underweight  rheuma- 
toid arthritic  is  in  many  ways  similar  to  other 
wasting  diseases.  Whenever  fever  is  present, 
due  to  the  inflammatory  process,  there  is  an  in- 
crease in  the  metabolic  burden,  the  appetite  is 
poor,  and  this  adds  to  the  difficulty  in  taking 
sufficient  food.  For  these  reasons  many  suf- 
ferers of  this  type  of  arthritis  may  be  very  much 
underweight.  An  improvement  has  been  shown 
in  the  extreme  underweight  after  restoring  this 
kind  of  a patient  to  his  correct  weight  level. 

Many  persons  suffering  from  arthritis  are 
overweight.  Because  of  the  pain  experienced 
when  performing  muscular  work,  they  curtail 
the  “loss  of  weight  occasioned  by  the  dietary  was 
considered  as  a possible  factor  in  the  relief  af- 
forded, especially  in  the  lower  weight  bearing  ex- 
tremities; but  the  major  role  of  the  quality  of 
their  activity  and  often  grow  more  obese.  Sny- 
der and  Traeger*^®  showed  that  in  their  patients 
food  was  demonstrated  by  the  general  improve- 
ment evidenced  in  the  functions  of  the  alimentary 
and  circulatory  systems,  as  well  as  objective 
changes  in  the  superficial  tissues  surrounding  the 
affected  joint.”  A diet  should  be  planned  where- 
by this  type  of  arthritic  may  reduce  his  weight. 

Anemia  and  impaired  circulation  will  bring 
about  an  inadequate  blood  supply.  This  results 

10.  Snyder,  R.  G.,  and  Traeger,  C.  H. ; Chronic 
Arthritis;  Basic  Diet  for  Chronic  Arthritis.  J.  Lab. 
& Clin.  Med.  15:1214-1230.  Sept.,  1930. 
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in  improper  nutrition  of  the  joints  and  in  a les- 
sening of  their  resistance  to  wear  and  tear,  and 
to  infection. 

Colonic  changes.  Considerable  attention  has 
been  centered  upon  the  intestinal  tract,  especially 
the  colon,  and  its  relation  to  both  types  of  arth- 
ritis. 

Fletcher  and  Graham^ ^ have  demonstrated  col- 
onic abnormalities  in  patients  with  both  rheuma- 
toid and  ostoearthritis.  The  colonic  diffiiculties 
have  greatly  improved  under  dietetic  treatment 
with  coincident  improvement  of  the  arthritis. 
Fletcher^ 2 again  points  out  that  changes  in  the 
tone  and  motility  of  the  bowel  of  patients  in  both 
types  of  arthritis  have  been  shown  by  roentgeno- 
grams. Loss  of  tone,  decrease  or  absence  of 
haustral  markings  and  increased  length  of  the 
colon  are  found.  The  loss  of  tone  is  most  marked 
in  the  proximal  colon.  The  atony  also  results 
in  the  shapelessness  of  the  bowel,  and  the  in- 
creased length  produces  redundancy  and  looping. 
Pemberton  has  given  a similar  description.  Sny- 
der and  Traeger  and  Fletcher^ ^ state  that  the 
colon  may  be  the  focus  of  the  infection  or  the 
toxic  agent  causing  the  arthritis. 

Fishbaugh^^  says  that  gastrointestinal  symp- 
toms often  accompany  arthritis  and  that  colitis, 
with  mucus  in  the  stools,  general  abdominal  sen- 
sitiveness and  soreness  are  found  in  many  pa- 
tients. He  considers  the  colitis  is  a cause  of  the 
arthritis.  McCarrison^s  reported  that  he  was  able 
to  produce  bowel  aton}'  and  mucous  membrane  de- 
generation in  the  colon  of  monkeys  by  feeding 
autoclaved  diets  high  in  carbohydrates.  Similar 
pathology  is  found  in  patients  with  chronic  arth- 
ritis. 

An  outstanding  observation  of  Monroe  and 
HalP®  was  the  presence  of  fermentation  and  an 
excessive  amount  of  starch  in  the  stools.  Obvi- 
ously, some  of  these  patients  have  difficulty  in 
the  utilization  of  starch.  From  these  different 
views  it  would  seem  that  the  gastrointestinal  tract 
should  be  considered  in  the  dietary  treatment  of 
arthritis. 

Metabolism.  Pemberton  points  out  that  chronic 
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arthritis  of  either  type  tends  to  present,  in  the 
absence  of  fever,  a slight  lowering  of  basal  meta- 
bolism. This  lower  metabolism  is  due  apparently 
to  the  curtailment  of  the  circulation  to  those  tis- 
sues, especially  the  muscles  which  have  to  do  with 
the  processes  of  oxidation.  Another  result  of  this 
impairment  is  a delay  in  the  rate  of  the  removal 
of  substances  circulating  in  the  blood,  such  as 
glucose.  Usually  in  chronic  arthritis  there  is  a 
well  marked  muscular  atrophy  with  lessened 
metabolism  of  glucose. 

For  these  reasons,  when  glucose  is  fed  in  large 
amounts  to  patients  with  arthritis,  there  is 
brought  about  a so-called  “lowered  sugar  toler- 
ance.” The  mechanism  of  this  lowered  metabo- 
lism is  not  fully  understood.  Snyder  and  Trae- 
ger believe  that  they  have  shown  that  the  lowered 
sugar  tolerance  accompanies  exacerbations  of  the 
arthritic  process.  Pemberton  attributes  it  to  cir- 
culatory differences. 

In  some  patients  with  rheumatoid  arthritis,  as 
any  disease  where  fever  is  present,  protein  meta- 
bolism is  also  increased.  Mineral  metabolism, 
also,  seems  to  be  affected  in  arthritis.  In  the 
rheumatoid  type  there  is  evidence  of  a negative 
calcium  balance,  while  in  the  osteoarthritic  type 
a positive  balance  exists. 

Total  energy  metabolism  is  influenced  more 
by  muscular  work  than  any  other  one  factor.  In 
the  patient  with  arthritis  work  is  lessened ; there- 
fore, energy  metabolism  is  decreased. 

dietary  TREATMENT 

This  paper  is  dealing  essentially  with  the  diet- 
ary management  of  arthritis*  Other  forms  of 
treatment  are  recognized  in  the  management  of 
the  disease,  and  will  be  briefly  mentioned  later. 

Meaning  of  an  adequate  diet.  Before  taking 
up  the  treatment  through  diet  it  is  well  that  we 
understand  what  we  mean  by  good  nutrition. 
Sherman^^  defines  nutrition  as  “the  assemblage 
of  processes  concerned  in  growth,  maintenance 
or  repair  of  the  living  body  as  a whole,  or  of  its 
constituent  parts  or  organs.  * * * * The  activi- 
ties on  which  the  life  of  the  body  depends  involve 
a continuous  expenditure  of  energy  and  a con- 
stant exchange  of  material  . Ultimately  the  body 
is  dependent  upon  food  for  the  fuel  materials 
which  supply  energy,  for  the  substances  which 
are  transformed  in  the  body,  and  for  those  whose 
presence  regulates  and  controls  these  transforma- 
tions.” He  points  out  that  the  essentials  of  a 
chemically  adequate  diet  are  as  follows : 

17.  Sherman.  H.  C.:  Chemistry  of  Food  and  Nutri- 
tion. The  Macmillan  Company,  New  York,  1927. 
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1.  Sufficient  of  the  organic  nutrients  in  digestible 
form  to  yield  the  needed  energy. 

2.  Protein,  sufficient  in  amount  and  appropriate  in 
kind. 

3.  Adequate  amounts  and  proper  proportions  of  the 
various  ash  constituents. 

4.  Sufficient  of  the  essential  vitamins. 

Hence  the  chief  functions  of  food  are:  (1)  to 
yield  energy,  (2)  to  build  tissue,  (3)  to  regulate 
body  processes. 

Diet  in  arthritis.  A diet  should  be  so  chosen 
as  to  cause  the  least  digestive  disturbances.  It 
has  been  observed  that  the  symptoms  of  arthritis 
may  be  aggravated  by  anything  which  disturbs 
digestion.  Therefore,  foods  should  be  properly 
prepared,  in  order  to  make  them  more  easily  di- 
gested and  more  palatable.  In  addition,  the  prin- 
ciple of  the  conservation  of  soluble  food  material 
should  be  kept  in  mind,  or  much  of  the  food  value 
will  be  lost  through  wrong  preparation.  It  is 
well  to  keep  in  mind  the  importance  of  the  psy- 
chologic appeal  of  food ; especially  is  this  im- 
portant when  the  appetite  is  poor. 

It  seems  highly  desirable  that  a patient  should 
be  given  instruction  as  to  the  principles  involved 
in  any  dietary  treatment.  Better  cooperation  with 
the  physician  is  obtained  when  such  a course  is 
followed.  A list  of  foods  allowable  and  not  al- 
lowable is  not  sufficient. 

In  selecting  a suitable  foundation  diet  the  fol- 
lowing needs  consideration : 

I.  Availability. 

II.  Elasticity. 

III.  Adaptable  to  the  individual’s  needs,  and  suitable 
to  the  digestive  tract. 

IV.  Energy  or  caloric  value.  For  the  overweight 
low  calorie ; for  the  underweight  high  calorie. 

y.  Protein,  of  right  kind,  adequate  in  amount,  and 
with  regard  to  purin  content. 

VI.  Carbohydrates.  Limit  the  intake  strictly  for  the 
overweight  and  for  those  suffering  from  starch  indi- 
gestion, and  less  strictly  for  the  underweight. 

VII.  Inorganic  salts. 

VIII.  Vitamins. 

I.  Availability.  The  died  must  be  so  plan- 
ned as  to  be  easily  available  to  the  patient,  wher- 
ever he  may  be. 

II.  Elasticity.  Any  foundation  diet  prepar- 
ed for  arthritis  must  be  elastic  in  order  to  be 
readily  adaptable  to  any  concurrent  pathology 
which  the  patient  may  present. 

III.  Adaptable  to  the  Individual's  Needs. 
In  the  construction  of  a diet  for  the  arthritic  it  is 
well  to  keep  in  mind  that  this  is  a disease  of  long 
duration,  during  which  time  the  patient  may  have 
to  work  for  a livelihood ; therefore,  his  diet  should 
be  practical.  The  patient  must  be  considered  as 
an  individual,  with  certain  likes  and  dislikes.  In 
the  zeal  to  eliminate  the  disease  the  individual  is 


often  forgotten.  Ruthless  dietary  restrictions 
will  oftener  than  not  be  provocative  of  antagon- 
ism on  the  part  of  the  patient,  who  often  has  de- 
veloped a lifelong  habit  of  indulgence. 

In  order  to  be  assured  of  the  patient’s  coopera- 
tion in  this  long  extended  period  of  dietary  con- 
trol, the  diet  must  be,  within  limits,  acceptable  to 
him  and  practical  in  its  home  preparation  or  other 
availability.  Besides,  these  patients  present  a 
variability  in  their  bowel  condition ; some  have 
constipation  and  others  may  have  colitis. 

General  dietary  treatment  for  constipation.  The 
management  of  the  bowel  in  arthritis  is  very  im- 
portant. A large  proportion  of  arthritics  suffer 
from  constipation,  due  to  their  inactivity,  lack  of 
bulky  foods  and  colopathy  previously  mentioned. 
There  is  a general  loss  of  muscle  tone,  including 
the  abdominal  muscles.  One  remedy  for  this  con- 
dition is  the  right  kind  of  diet,  but  other  factors 
in  its  management  should  be  considered,  as  poor 
toilet  habits,  lack  of  abdominal  exercise,  and  the 
injudicious  use  of  laxatives  which  increases  the 
problem,  rather  than  relieves  it. 

The  laxative  foods  may  be  divided  into  four 
groups  as  follows : 

1.  Foods  rich  in  cellulose,  such  as  coarse  cereal 
products,  vegetables  of  all  kinds  containing  lai-ge 
amounts  of  cellulose,  as  agar  agar,  etc. 

2.  Foods  rich  in  vegetable  acids.  In  this  group 
are  the  acid  vegetables,  such  as  tomatoes,  acid 
fruits  and  fruit  juices.  The  latter  may  be  taken 
more  effectively  one-half  to  three-fourths  of  an 
hour  before  meals. 

3.  Foods  yielding  gas  and  acids  by  fermenta- 
tion. Foods  rich  in  fermentable  cellulose,  as  in 
group  one,  are  found  here.  Also  such  fermented 
beverages  as  buttermilk,  koumiss,  et  al. 

4.  Foods  lubricating  in  their  action,  such  as 
cream,  butter,  salad  oils  and  other  fats.  Water 
is  considered  as  “oil”  to  the  human  machine,  since 
constipation  is  frequently  dependent  upon  the 
desiccation  of  the  stools. 

The  colon.  Fletcher  has  shown  that,  persuant 
to  proper  lines  of  therapy,  the  bowel  may  be  turn- 
ed toward  or  to  a normal  condition  coincidently 
with  clinical  betterment  of  the  arthritic  patient  as 
a whole.  This  improvement  of  the  bowel  condi- 
tion has  been  brought  about  through  dietary 
means,  and  he  lays  emphasis  upon  the  following 
dietary  changes : curtailment  of  the  carbohydrate 
intake,  a large  vitamin  content  and  adequate  in- 
gestion of  protein.  Further  discussion  of  these 
dietary  changes  will  be  taken  up  later. 

(To  be  concluded) 
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EDITORIAL 

THE  OSTEOPATH  AS  A MEDICAL 
PRACTITIONER 

When  osteopathy  was  launched  upon  its  career 
by  Dr.  Sill,  within  the  memory  of  many  active 
practitioners  of  today,  it  was  announced  that  the 
new  principles  promulgated  for  treatment  of  the 
sick  would  throw  into  the  ash  heap  the  orthodox 
methods  of  practice.  By  means  of  adjustments 
and  manipulations  errors  of  nature  were  to  be 
corrected  which  were  responsible  for  a multitude 
of  buman  ailments  without  the  administration  of 
poisonous  and  death-dealing  drugs.  As  time  went 
on,  however,  the  proponents  of  these  magic  trans- 
formations discovered  deficiencies  in  their  thera- 
peutic methods  and  it  was  necessary  to  appro- 
priate for  their  own  use  from  time  to  time  cer- 
tain principles  which  had  been  tested  and  proven 
by  years  of  medical  experience.  So  it  came  about 
that  the  curricula  of  the  osteopathic  schools  at- 
tached to  themselves,  one  after  another,  various 
orthodox  branches  of  medical  teaching,  prefixed, 
however,  with  the  modifying  osteopathic  adjec- 
tive, implying,  forsooth,  that  some  mystic  proce- 
dures were  adding  new  and  wonderful  degrees 
of  efficiency  to  methods  established  by  years  of 
experience. 

In  due  time  the  osteopaths  found  it  necessary 
to  indulge  in  surgical  ventures.  In  consequence, 
the  teaching  of  previously  abhored  surgery  was 
formally  added  to  the  curricula  and  the  osteo- 
pathic surgeon  became  legally  evolved  in  certain 
states,  in  distinction  from  the  ordinary  garden 
variety  of  osteopath.  In  more  recent  years  it  has 
been  determined  that  the  administration  of  drugs, 
which  hitherto  had  been  an  athema,  must  now  be 
recognized  as  a necessary  adjunct  for  the  quali- 
fying osteopath.  Accordingly,  in  different  states 
legislative  enactments  have  permitted  the  osteo- 
path to  administer  anesthetics  and  to  use  nar- 
cotics. It  has  been  a long  struggle,  however,  to 
leap  the  last  hurdle  and  to  obtain  permission  to 
administer  drugs  like  the  regularly  educated  and 
qualified  doctor  of  medicine.  In  Washington 
all  the  necessary  requirements  have  at  last  been 
obtained  to  make  the  osteopath  a full  fledged 
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practicing  physician  except  for  the  use  of  the 
mystic  letters,  M.D. 

After  prolonged  study  of  the  osteopathic  col- 
lege curricula  and  a determination  of  the  methods 
which  the  osteopath  is  really  employing  in  the 
treatment  of  the  sick,  E.  P.  Donnelly,  Assistant 
Attorney  General  of  the  State  of  Washington, 
has  officially  affixed  his  signature  of  approval 
to  all  the  demands  for  legal  recognition  made  by 
the  osteopathic  “physician  and  surgeon.”  Thus 
it  is  stated,  “a  duly  licensed  osteopath  is  entitled 
to  prescribe  internal  medicine  as  that  is  one  of 
the  subjects  taught  in  school.  He  is  entitled,  as 
such,  to  give  permits  for  narcotics  and  liquor.” 
“An  osteopathic  physician  and  surgeon  is  one  who 
has  had  additional  practice  in  a hospital  in  sur- 
gery and  has  also  passed  an  examination  in  sur- 
gery, and  such  a licensee  is  also  entitled  to  pre- 
scribe internal  medicine,  issue  liquor  permits  and 
have  in  his  possession  narcotics.”  “As  a result  of 
the  decision  in  this  case,  an  osteopathic  physician 
and  surgeon  is  qualified  to  perform  the  duties  of 
health  officer  of  a city  of  the  third  class.”  “The 
court,  therefore,  impliedly  held  that  an  osteo- 
pathic physician  and  surgeon  was  authorized  to 
administer  medicines  and  we  have  shown  that  he 
is  actually  qualified  to  do  so.”  There  you  have 
it,  and  that’s  that. 

Thus  medical  history  repeats  itself.  The  his- 
torical inquirer  will  find  numerous  recorded  in- 
stances of  the  birth,  life  and  death  of  many  va- 
rieties of  medical  cults,  whose  purposes  have  been 
to  cast  traditional  medicine  into  the  discard  and 
supplant  alleged  worn  out  and  backwoods  meth- 
ods by  others  which  have  been  magically  con- 
ceived in  the  brains  of  the  wonder  workers  in 
medical  doctrines.  Their  causes  are  now  a mem- 
ory only.  Such  may  reasonably  be  anticipated  as 
the  life  cycle  of  the  osteopathic  cult.  In  the  span 
of  a few  years  it  will  duplicate  the  history  of 
homeopathy,  whose  period  of  active  life  surpass- 
ed a century.  The  oldest  practicing  physicians 
have  vivid  recollections  of  the  tumultuous  con- 
flicts between  homeopathy  and  “allopathy.”  At 
the  present  day  homeopathy  is  merely  a tradition 
in  the  minds  of  many  people.  There  is  no  denying 
that  scientific  medicine  has  been  benefited  in 
certain  ways  from  the  popularity  afforded  some 
of  these  cults.  Whatever  of  value,  if  any,  they 
possessed  has  been  absorbed  into  the  general 
fund  of  medical  knowledge. 

Probably  the  recent  pronouncement  from  the 
Washington  Attorney  General’s  office  will  irk 
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some  physicians  of  this  state.  In  reality,  how- 
ever, this  action  will  doubtless  be  of  ultimate 
benefit.  The  more  the  osteopath  gains  familiar- 
ity with  established  medical  procedures  and  real- 
izes the  futility  of  attempting  to  treat  illness  by 
a single  dictum,  the  sooner  will  approach  the  time 
of  the  demise  of  such  a system  of  therapeusis. 


DOCTORS  AND  INFANT  ADOPTIONS 

Physicians  frequently  are  called  to  attend  con- 
finements of  unmarried  mothers.  The  hysteri- 
cal parents  thrust  on  the  family  physician  not 
only  medical  care  of  the  unhappy  patient,  often 
a mere  child  herself,  but  also  plans  for  place- 
ment of  the  unwanted  baby,  the  innocent  victim 
of  irresponsible  parenthood.  In  his  customary 
role  of  family  friend  as  well  as  of  family  physi- 
cian, the  doctor  acts.  Most  doctors  know  other 
patients  unable  to  bear  children  and  seeking  a 
child  to  adopt.  What  could  be  simpler?  Students 
of  child  placement  realize  that  few  human  opera- 
tions are  as  delicate  and  as  important  for  the 
future  of  a child,  his  natural  parents  and  his 
foster  parents,  as  the  transplanting  of  a human 
child  from  a natural  mother  to  a foster  home. 

Thus  his  first  question  to  be  squarely  faced 
is  whether  removal  from  the  natural  family  is  in 
the  child’s  best  interests.  If  the  mother  is  a 
minor,  should  she  be  allowed  to  make  so  impor- 
tan  a decision  without  conference  with  both  of 
her  parents?  Have  her  adult  brothers  and  sisters, 
some  of  whom  may  be  married,  a prior  right  to 
opportunity  to  adopt  her  child  than  strangers? 
Some  of  these  may  live  at  a distance  and  be 
among  the  group  seeking  a child  to  adopt.  If 
blood  is  thicker  than  water,  is  the  adage  not  as 
true  for  children  of  unmarried  parents  as  for 
those  born  in  wedlock? 

And  what  about  the  unmarried  father?  Has 
he  no  moral  right  to  opportunity  to  express  his 
preferred  plan  of  care  for  his  child,  particularly 
if  he  acknowledges  paternity  and  stands  ready 
to  support  his  son  or  daughter?  Marriage  of 
such  parents  occurs  oftener  than  is  generally 
credited.  But  if  it  does  not  take  place,  and  the 
unwed  mother  wishes  to  relinquish  her  child  for 
adoption,  and  the  child’s  father  wishes  to  keep 
the  baby  in  his  family,  should  he  be  denied  the 
privilege?  A surprising  number  of  unmarried 
fathers  do  show  interest  in  their  children  born 
out  of  wedlock,  and  many  seem  relieved  at  a 
decent  opportunity  to  acknowlede  their  paternity. 

The  widespread  uninquiring  belief  that  all 


adoptions  completed  in  infancy  turn  out  happily 
for  all  concerned  is  contrary  to  fact.  Many  do. 
But  more  fail  than  is  generally  recognized.  Neu- 
rotic, childless  wives  may  seek  a baby  “to  take 
their  minds  off  themselves.”  Would  you  like 
to  give  to  such  your  child  to  raise?  Some  un- 
happily married  couples  seek  a child  because, 
in  the  words  of  one  such,  “sometimes  a child 
keeps  a home  together.”  One  man  of  prepos- 
sessing appearance  and  comfortable  income 
adopted  a baby.  He  had  been  divorced  in  an- 
other state,  had  failed  to  meet  the  court’s  order 
of  support  of  his  own  two  children,  and  had 
failed  to  enter  an  appearance  when  they  were 
adopted. 

And  what  of  the  meritorious  would-be  foster 
parents,  of  whom  there  are  legion?  A babe 
born  in  Oregon  and  offered  for  adoption  is  the 
child  of  a man,  three  of  whose  first  degree  rela- 
tives are  committed  mental  patients  in  another 
state.  A baby  was  adopted  in  Oregon.  One 
parent  was  later  discovered  to  be  syphilitic  and 
part  Indian.  Knowledge  of  mental  and  physical 
health  of  both  parents  and  of  their  first  degree 
relatives  is  enlightening  to  intelligent  foster  par- 
ents in  rearing  and  educating  foster  children. 
Knowledge  that  both  of  a child’s  parents  are  vic- 
tims of  tuberculosis  places  foster  parents  in  a 
more  strategic  position  to  shield  the  child  than 
lack  of  such  knowledge  if  the  fact  exists.  De- 
tailed knowledge  of  first  and,  if  possible,  of 
second  degree  forebears  of  a child  places  intelli- 
gent foster  parents  in  a position  to  bring  out 
the  best  in  a foster  child. 

And  what  of  the  child?  Strange  that  so  few 
realize  that  a new-born  child  is  after  all  a human 
being,  and  that  human  feeling  is  much  alike  the 
world  over.  If  you  had  never  seen  your  mother, 
would  you  wish  to  know  about  her?  As  a baby 
you  might  not  be  conscious  of  caring,  but  you 
don’t  stay  a baby;  you  grow  up.  You  become 
endowed  with  the  feelings  common  to  other 
human  adults.  These  possess  an  interest  in 
family.  Especially  is  this  true  at  adolescence 
and  on  the  eve  of  marriage.  The  vital  statistics 
law  recognizes  the  right  of  every  human  being 
to  official  record  of  parentage.  Would  you  re- 
main satisfied  not  to  know  who  you  are?  It’s  a 
safer  wager  that  you  would  not.  Foster  children 
feel  like  the  rest  of  us.  Many  seek  information 
about  their  parents  and  other  close  relatives,  even 
when  their  foster  homes  have  proved  happy. 
The  child-placing  agencies  are  kept  busy  answer- 
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ing  such  inquiries  from  former  wards  placed 
out  in  infancy  and  early  childhood.  Notice  in 
the  “personal”  column  of  your  local  newspaper 
the  number  of  searchers  for  relatives  lost  track 
of. 

The  Oregon  statute,  prohibiting  the  placement 
of  children  for  adoption  by  other  than  relatives 
and  licensed  child-placing  agencies,  is  in  line 
with  the  most  carefully  considered  procedure 
the  country  over.  In  warning  doctors,  nurses, 
midwives  and  hospital  officials  especially  against 
such  participation,  the  statute  (Oregon  code.  Sec. 
33-716)  is  protecting  individuals  under  the  great- 
est pressure  from  those  seeking  children  to  adopt, 
for  many  such  are  persistent  seekers  and  can 
and  often  do  make  nuisances  of  themselves,  es- 
pecially to  busy  doctors.  The  statute  also  tends 
to  protect  the  medical  practitioner  from  any  ap- 
pearance of  participation  in  the  shady  profession 
of  baby  farming,  an  industry  which  in  reality 
is  a traffic  in  babies.  The  medical  profession  is 
urged  by  the  Child  Welfare  Commission  to  make 
full  use  of  the  licensed  child-placing  agencies  by 
referring  to  them  children  needing  foster  homes 
and  adults  seeking  foster  children.  This  prac- 
tice frees  the  doctor  from  responsibility  for  a 
major  social  operation,  the  severing  of  a child 
from  his  owm  family  and  grafting  him  into  a 
strange  setting,  which  may  or  may  not  have  a 
successful  outcome.  It  relieves  him  of  the  time- 
consuming  task  of  assembling  and  verifying  de- 
tailed information  essential  to  high  quality  work 
in  this  line,  a process  requiring  a technic  wholly 
outside  of  the  medical  profession. 


THE  SATISFACTORY  PORTLAND 
MEETING 

The  annual  meeting  of  Oregon  State  Medical 
Society,  held  at  Portland  last  month,  was  char- 
acterized by  the  quality  and  interest  accompany- 
ing such  gatherings  in  that  city.  A prominent 
feature  of  the  program  was  the  absence  of 
outside  speakers  with  the  exception  of  Dr.  Le- 
land,  representing  the  bureau  of  economics  of 
American  Medical  Association.  Otherwise  all 
papers  were  presented  by  members  of  the  organi- 
zation. It  was  stated  that  four  times  as  many 
papers  were  presented  as  could  be  accepted  for 
the  program.  Preference  was  given  to  those 
men  who  had  rarely  or  ever  been  featured  at 
the  annual  meetings. 

As  was  the  case  at  the  recent  meeting  of  the 


Washington  Association,  most  interest  centered 
in  economic  problems,  particularly  the  question 
of  contract  practice.  Interest  in  this  subject 
seems  to  be  more  intense  in  Oregon,  where  hospi- 
tal associations  and  insurance  companies  main- 
tained by  laymen  and  for  their  profit,  prevail 
in  excessive  numbers.  The  feeling  was  constantly 
emphasized  that  the  field  occupied  by  these  lay 
organizations  must  be  replaced  by  bureaus  con- 
trolled by  the  medical  profession  and  their  ex- 
ploitation by  lay  organizations  terminated.  It  is 
apparent  that  strenuous  conflict  can  be  anti- 
cipated in  both  Oregon  and  Washington  along 
these  facts  during  the  coming  year. 

Meetings  of  the  House  of  Delegates  of  the 
Oregon  society  are  conducted  in  an  ideal  manner 
which  might  well  be  copied  in  other  states.  The 
House  assembles  during  the  three  days  of  the 
meeting  at  a seven  o’clock  breakfast,  thus  provid- 
ing sufficient  time  for  leisurely  consideration  of 
the  business  of  the  association  previous  to  the 
scheduled  time  of  the  morning  sessions.  It  was 
interesting  to  note  the  large  attendance  at  all 
these  breakfasts,  the  number  rivaling  those  pres- 
ent at  the  scientific  sessions  during  the  day.  In 
order  to  conserve  time  necessary  for  the  reading 
of  long  reports,  most  of  the  committee  reports 
were  mimeographed  and  a copy  presented  to 
everyone  present  for  his  convenient  reading  and 
consideration.  Then  one  could  digest  these  re- 
ports and  would  be  prepared  for  comment  at  the 
time  of  their  final  presentation  for  adoption. 

The  Woman’s  Auxiliary  to  Oregon  State 
Medical  Society  is  a very  active  organization, 
comprising  the  wives  of  most  of  the  members 
who  are  greatly  interested  in  its  activities.  Its 
business  meetings  were  largely  attended  and 
much  interest  was  evinced  in  the  labors  which  are 
conducted  by  its  members.  Its  efficiency  and  use- 
fulness are  well  attested  and  appreciated  by  the 
physicians  of  the  state.  The  usual  time  was 
assigned  for  the  golf  tournament,  but  the  ele- 
ments were  hostile  with  an  excessive  downpour 
of  rain.  It  is  well  known  that  the  hardened  golf 
enthusiast  is  not  deterred  by  such  a handicap, 
but  too  much  moisture  is  incompatible  with  suit- 
able enthusiasm  by  the  garden  variety  of  golfer. 
Nevertheless  the  sport  was  conducted  according 
to  schedule  and  was  enjoyed  by  a considerable 
number  of  enthusiasts.  Next  year’s  meeting 
was  assigned  to  Corvallis  with  Dr.  W.  T.  John- 
son of  that  city  as  president. 
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THE  IDAHO  ANNUAL  MEETING 

The  Idaho  annual  meeting,  which  was  held  in 
Twin  Falls  in  September,  was  one  of  the  most 
satisfactory  in  the  history  of  the  organization. 
It  has  never  presented  such  an  extensive  pro- 
gram, featuring  so  many  prominent  members  of 
the  profession  from  various  parts  of  the  country. 
For  the  first  time  this  organization  was  honored 
by  a visit  from  the  President  of  the  American 
Medical  Association.  Dr.  Dean  Lewis  was  not 
only  the  leading  personality  on  the  program,  but 
he  was  also  an  interesting  and  helpful  attendant 
at  the  business  meetings  of  the  association.  The 
ninety- five  members  and  visitors  present  ex- 
pressed their  appreciation  of  his  visit.  Ten  other 
prominent  leaders  and  teachers  in  the  field  of 
medicine  completed  the  program,  which  was 
second  to  none  among  state  meetings.  The  ad- 
vanced principles  and  practices  of  the  profes- 
sion were  presented  in  the  fields  of  surgery, 
general  medicine,  tuberculosis  and  roentgenology. 

An  innovation,  greatly  appreciated,  was  a 
buffet  lunch  at  the  meeting  place  which  was 
open  at  all  times  and  provided  by  the  courtesy 
of  the  South  Side  Medical  Society.  One  hun- 
dred and  fifty  were  in  attendance  at  the  annual 
banquet  and  were  entertained  by  an  .attractive 
program,  accompanied  by  a cordiality  appropriate 
for  the  occasion.  A prominent  and  attractive 
feature  of  the  meeting  was  the  interest  and 
presence  of  members  of  the  Woman’s  Auxiliary 
to  Idaho  State  Medical  Association  in  attendance 
at  their  business  and  social  meetings.  Forty-two 
were  present,  thus  expressing  the  willingness  of 
the  doctors’  wives  to  promote  the  work  of  the 
medical  profession,  a most  valuable  assistance 
which  has  not  been  duly  appreciated  in  the  past. 
This  meeting  will  long  be  remembered  by  all 
who  were  in  attendance  as  one  of  the  most  profit- 
able and  satisfactory  in  the  history  of  the  or- 
ganization. 


MEDICAL  NOTES 

OREGON 

New  Hospital  for  Insane  Proposed.  The  need  of 
an  additional  hospital  for  the  insane  in  Oregon  is  be- 
ing urged  at  present.  It  is  proposed  to  introduce  a 
measure  at  the  next  legislative  session  for  the  con- 
struction of  such  an  institution.  The  hospitals  at  Salem 
and  Pendleton  are  overcrowded  and  have  difficulty  in 
meeting  the  demands  for  this  class  of  patients. 

Hospital  Named  for  Doctor.  The  Hunter  Wells 
Memorial  Hospital  at  Pyeng  Yang,  Korea,  has  been 
named  for  Hunter  Wells,  assistant  health  officer  of 
Portland,  who  served  as  medical  missionary  for  twenty 
years  in  that  section  of  the  world.  It  is  said  this  in- 


stitution will  be  an  enduring  memorial  for  the  doctor 
such  as  exists  for  few  members  of  the  profession. 

Hospital  to  be  Remodeled.  The  State  Tuberculosis 
Hospital  at  Salem  is  to  be  remodeled  and  enlarged,  pro- 
viding for  an  additional  fifteen  beds.  G.  C.  Bellinger 
in  charge  of  the  institution  has  convinced  the  State 
Board  of  Control  that  lack  of  space  has  produced  an 
emergency  which  has  to  be  met  by  thus  enlarging  the 
institution. 

Enlargement  of  Sanatorium.  The  Willamette  San- 
atorium at  Salem,  the  property  of  the  late  Dr.  R.  Cart- 
wright, has  been  purchased  by  a corporation  of  men 
who  will  enlarge  and  improve  it.  An  addition  which 
will  contain  about  twenty-four  rooms  will  be  con- 
structed, the  first  floor  of  concrete  and  the  second 
and  third  floors  of  frarhe  construction.  In  addition, 
new  laboratory  equipment,  including  roentgen  and  ul- 
traviolet additions,  will  improve  the  hospital  facilities. 
Several  local  doctors  are  cooperating  in  the  project. 

Escape  of  Insane  Criminals.  On  October  8 six 
inmates  of  the  hospital  for  the  criminal  insane  at  Salem 
attacked  an  attendant  and  sawed  their  way  out  of  the 
cells.  The  capture  of  some  of  these  prisoners  ensued 
rapidly.  At  this  writing  all  have  been  returned  to  the 
institution  except  one. 

Sanatorium  Closed.  Hot  Lake  Sanatorium,  which 
has  been  in  existence  for  a long  period  of  years,  has 
closed  and  the  patients  removed  to  other  hospitals.  Mrs. 
Ada  Phy  has  been  named  receiver. 

Pacific  Coast  Society  of  Obstetrics  and  Gyne- 
cology held  a three-day  meeting  in  Portland,  beginning 
Oct.  19.  The  program  comprised  papers  by  obstetri- 
cians and  gynecologists  from  Portland,  Seattle,  Oak- 
land, San  Francisco  and  Los  Angeles. 

A.  M.  Richmond,  a native  of  Oregon  and  a gradu- 
ate of  University  of  Oregon  and  Washington  Univer- 
sity, St.  Louis,  medical  schools,  has  located  for  prac- 
tice in  Portland.  He  served  as  interne  at  Barnes  Hos- 
pital and  St.  Louis  City  Hospital. 

Frank  R.  Mount,  who  has  practised  at  Oregon  City 
for  more  than  seventeen  years,  has  moved  to  Portland 
where  he  will  engage  in  practice,  as  well  as  being 
instructor  in  Oregon  University  Medical  School. 

C.  J.  Rademacher,  a recent  graduate  of  University 
of  Washington  Medical  School,  who  has  practised  at 
Hoven,  S.  D.,  has  located  at  Bend,  where  he  will  be 
associated  with  Drs.  Espersen  and  Field. 

George  Inglis,  who  has  practised  for  twenty  years 
in  Gresham  as  an  ophthalmologist,  has  located  for 
practice  at  Grants  Pass. 


WASHINGTON 

Construction  Work  Started.  Last  month  work  of 
reconstruction  began  at  Western  State  Hospital  at 
Steilacoom.  The  old  main  building  is  being  torn  down 
and  in  its  place  will  be  erected  an  administration  build- 
ing costing  $100,000.  A receiving  hospital  for  male 
patients  will  be  constructed  at  a cost  of  $200,000.  A 
large  force  of  men  w’ill  be  employed  to  rush  the  con- 
struction of  the  new  buildings. 

Existence  of  Hospital  Endangfjied.  The  question 
has  been  agitated  of  closing  the  Oakhurst  Tuberculosis 
Sanatorium  at  Aberdeen  in  consequence  of  lack  of  funds. 
Pressure  has  been  brought  upon  Grays  Harbor  County 
Commissioners  to  maintain  the  institution.  For  a period 
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of  years  this  has  been  one  of  the  effective  and  useful 
county  tuberculosis  hospitals,  whose  existence  is  es- 
sential for  care  of  county  tuberculosis  patients. 

Addition  to  Tuberculosis  Sanatorium.  A prospec- 
tus has  been  presented  to  Snohomish  County  Commis- 
sioners for  a new  infirmary  at  Aldercrest  Sanatorium 
near  Everett.  It  would  cost  about  $250,000,  being  a 
one-story  structure  50x100  feet.  It  will  provide  for 
thirty  additional  patients. 

New  Sanatorium  to  be  Constructed.  The  commis- 
sioners of  Lewis  county  have  appropriated  $3,000  for 
the  establishment  of  an  institution  at  McCormick,  to 
be  known  as  McCormick  Sanatorium.  While  started 
primarily  as  a tuberculous  hospital  it  will  also  be  used 
for  the  treatment  of  indigent  sick  and  injured  as  well 
as  maternity  cases. 

Crisis  for  County  Hospital.  There  was  much  agi- 
tation last  month  among  Tacoma  physicians  and  others 
relative  to  the  proposed  handicapping  of  Pierce  County 
hospital.  Owing  to  a decrease  in  the  number  of  beds 
and  excessive  exercise  of  economy  the  service  for  the 
needy  natients  has  become  very  much  reduced.  Super- 
intendent Burton  A.  Brown  has  been  very  emphatic  in 
urging  provision  for  further  funds  and  caring  more 
effectively  for  the  needy  indigent  of  the  county. 

Hospital  Renovated.  St.  Luke’s  General  Hospital 
of  Bellingham  has  been  thoroughly  renovated  and  pro- 
vided with  new  furnishings  and  equipment.  Under  the 
new  superintendent.  Miss  Florence  Corbett,  many 
changes  have  been  made  in  the  hosptal  which  adds  to 
its  attractiveness  and  efficiency.  The  roentgen,  surgical 
and  other  departments  have  been  improved  and  brought 
thoroughly  up  to  date. 

New  Infirmary  Needed.  Under  the  proposed  new 
building  program  of  the  University  of  Washington  in 
Seattle  a new  infirmary  to  cost  about  -150,000  is  con- 
templated. The  present  makeshift  frame  structure  is 
neither  an  ornament  nor  a credit  to  the  great  state  of 
Washington.  This  is  one  of  the  greatly  needed  im- 
provements in  this  institution. 

Director  of  Hospital  Organization.  C.  J.  Cum- 
mings, superintendent  of  Tacoma  General  Hospital,  has 
been  appointed  a member  of  the  Board  of  Directors 
of  the  American  College  of  Hospital  Administrators  at 
a meeting  of  this  organization  held  recently  in  Tacoma. 
Karl  H.  Van  Norman,  superintendent  of  Harborview 
Hospital,  Seattle,  was  named  a regent  for  the  state  of 
Washington. 

Hospital  Enlarged.  Longview  General  Hospital  is 
to  be  enlarged,  increasing  its  capacity  by  approximately 
twenty  beds.  This  will  make  it  one  of  the  best  equip- 
ped hospitals  in  that  part  of  the  state. 

Elected  to  Board  of  Governors.  E.  Weldon  Young 
of  Seattle  was  elected  to  the  Board  of  Governors  of 
American  College  of  Surgeons  for  a three-year  term 
at  the  recent  annual  meeting  of  that  organization  in 
Chicago. 

New  Indian  Physician.  The  United  States  Public 
Health  Service  has  appointed  Vance  B.  Murry,  now  of 
New  York,  to  care  for  Indians  in  the  territory  sur- 
rounding Spokane. 

Eugene  Silverstone  has  located  for  practice  in  Se- 
attle. After  graduating  from  the  state  university  he 
obtained  his  medical  degree  at  the  University  of  Illi- 
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nois  and  served  internship  at  Mount  Sinai  Hospital, 
Chicago. 

John  R.  Potts,  who  has  been  in  charge  of  Walla 
Walla  Hospital  and  Sanatorium,  has  left  that  insti- 
tution and  located  for  practice  at  Sunnyside. 


IDAHO 

Idaho  Antituberculosis  Association  held  its  an- 
nual meeting  at  Twin  Falls  at  the  time  of  the  September 
meeting  of  the  State  Medical  Association.  While  the 
income  from  the  sale  of  seals  has  decreased  by  about 
one  half,  it  is  reported  the  voluntary  contributions  have 
enabled  the  work  to  be  continued.  Especial  attention 
was  called  to  the  necessity  of  tuberculosis  work  being 
continued  among  the  Indians. 

New  Infirmary  Contemplated.  The  Chamber  of 
Commerce  of  Moscow  has  started  a movement  for  a 
new  Latah  County  infirmary  for  the  aged  and  indi- 
gent. The  necessity  for  such  a structure  is  empha- 
sized by  the  unsanitary  and  inadequate  building  now 
used  for  that  purpose. 

State  Medical  Examination.  The  State  Board  of 
Medical  Examiners  met  at  Boise  last  month.  Four- 
teen applicants  for  license  presented  themselves,  half 
of  them  applying  for  reciprocity. 

Elizabeth  Curtis,  who  recently  graduated  from 
University  of  Oregon  Medical  School  and  later  did 
postgraduate  work  in  Chicago,  has  located  for  prac- 
tice at  Weiser.  It  is  stated  that  she  and  a woman  at 
Pocatello  are  the  only  two  practising  women  physi- 
cians in  Idaho. 

H.  E.  Gutett  has  been  appointed  city  physician  of 
Idaho  Falls  by  the  mayor.  He  will  succeed  R.  J.  Sut- 
ton who  has  resigned  and  will  locate  for  practice  at 
Montpelier. 

Wbdding.  R.  H.  Howard  of  Pocatello  was  married  to 
Miss  Alice  C.  Nordin  of  Baltimore  at  Frederick,  Md , 
Sept.  7. 


OBITUARIES 

Dr.  Burpee  L.  Steeves  of  Salem,  Ore.,  died  October 
23,  after  a week’s  illness,  aged  65  years.  He  was  born 
in  1868  in  New  Brunswick.  He  was  a student  at  Prince 
of  Wales  College  on  Prince  Edward  Island.  In  1886 
he  moved  to  Oregon,  where  he  attended  school  and 
graduated  from  Willamette  University  in  1891.  He 
obtained  his  medical  degree  from  the  University  of 
Oregon  Medical  School  in  1894.  After  practicing  three 
years  at  Silverton,  he  moved  to  Weiser,  Idaho.  He 
moved  to  Salem  in  1909,  where  he  practiced  his  spe- 
cialty of  eye,  ear,  nose  and  throat.  In  1905  he  was 
elected  Lieutenant  Governor  of  Idaho.  In  1915  he 
served  a term  as  mayor  of  Salem.  He  was  president  of 
Board  of  Trustees  of  Willamette  University  for  fifteen 
years. 

Dr.  Dale  L.  Martin  of  Tacoma,  Wash.,  died  at 
The  Mayo  Clinic,  Rochester,  Minn.,  October  14,  follow- 
ing an  operation,  aged  47  years.  He  was  bom  in 
Evanston,  111.,  in  1886.  He  graduated  from  North- 
western University  Medical  School  in  1909,  later  do- 
ing obstetric  postgraduate  work.  During  the  World 
War  he  served  as  major  in  the  U.  S.  Army  Medical 
Corps.  He  engaged  in  general  practice  in  Chicago 
for  thirteen  years  and  in  1926  he  studied  pathology 
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at  The  Mayo  Clinic.  After  receiving  the  degree  of 
M.  S.  in  Pathology  at  University  of  Minnesota  Medical 
School  in  1928,  he  located  in  Tacoma  as  pathologist 
for  Tacoma  General  Hospital. 

Dr.  Ella  J.  Fifield  of  Tacoma,  Wash.,  died  Septem- 
ber 30  after  an  illness  of  three  months,  aged  82  years. 
She  was  born  at  Lyons,  Wis.,  in  1851  and  was  married 
to  Dr.  William  E.  Fifield  of  Red  Bluffs,  Calif.,  in 
1877.  After  graduating  from  the  Minnesota  State 
Normal  school  in  1872  she  moved  to  California  in  1874 
and  graduated  from  Copper  Medical  College  in  1883. 
She  located  in  Tacoma  in  1889.  Besides  an  active 
medical  practice  she  had  a prominent  part  in  many  city 
activities.  She  was  prominent  in  W.  C-  T.  U.  work  and 
for  twenty-nine  years  was  phy’sician  to  Tacoma  White 
Shield  Home.  During  1895-6  she  was  a member  of 
the  Board  of  Education.  She  was  active  in  church 
work  and  many  women’s  organizations. 

Dr.  William  A.  Adair  of  Moscow,  Ida.,  died  Sept. 
24,  after  an  illness  of  two  months,  aged  75  years.  He 
was  born  at  Red  Oak,  Iowa,  in  1858.  He  graduated 
from  Fort  Wayne  College  of  Medicine,  Indiana,  in 
1883.  After  practicing  several  years  in  Kansas  he 
located  in  Moscow  in  1894.  For  several  years  he  served 
as  health  officer  of  the  city  and  Latah  county. 

Dr.  Marmora  DeVoe  Moody  of  Seattle,  Wash.,  died 
Oct.  14,  aged  85  years.  She  graduated  from  Cleveland 
University  of  Medicine  and  Surgery  in  1877.  She 
located  for  practice  in  Seattle  in  1885.  She  gave  up 
active  practice  many  years  before  her  death. 


REPORTS  OF  SOCIETY 
MEETINGS 

IDAHO  STATE  MEDICAL  ASSOCIATION 

PROCEEDINGS  OF  THE  FORTY-FIRST  AN- 
NUAL MEETING  OF  IDAHO  STATE  MEDICAL 
ASSOCIATION,  TWIN  FALLS,  IDA., 

SEPT.  18-19,  1933 

The  forty-first  annual  meeting  of  Idaho  State  Medi- 
cal Association  was  held  at  Twin  Falls,  September 
18-19.  Attendance  was  very  gratifying  as  nearly  all 
the  members  from  the  southern  part  of  the  state  were 
on  hand.  Several  physicians  from  adjoining  states 
attended  the  two  day  sessions  and  helped  make  the  meet- 
ing one  of  the  most  interesting  of  recent  years. 

Due  to  the  shortness  of  the  meeting,  it  was  neces- 
sary to  hold  full  day  sessions  both  days.  The  annual 
banquet  was  held  at  the  Rogerson  Hotel  on  the  even- 
ing of  the  first  day  with  President  E.  N.  Roberts  of 
Pocatello,  presiding. 

A highly  interesting  and  instructive  talk  on  “Why  I 
am  Nervous”  was  presented  to  the  members  by  Dr.  A. 
W.  Adson  of  The  Mayo  Clinic.  Dr.  Robert  Coffey 
of  Portland,  Oregon,  told  of  his  early  experiences  in 
Idaho  and  Dr.  C.  E.  Dixon  mixed  humor  and  medi- 
cine successfully  in  a series  of  stories. 

A golf  tournament,  which  has  become  an  integral 
part  of  the  meetings  of  late  years,  was  held  on  the 
afternoon  of  the  first  day  with  many  of  the  members 
participating. 

Officers  elected  at  this  meeting  to  serve  in  1934  are ; 
J.  S.  Springer,  Boise,  President;  C.  R.  Scott,  Twin 
Falls,  President-elect;  H.  W.  Stone,  Boise,  Secretary- 


treasurer;  Delegate  to  A.  M.  A.,  E.  N.  Roberts,  Poca- 
tello; Alternate  delegate,  G.  O.  A.  Kellogg,  Nampa. 
Committees  Appointed 

Scientific  committee;  A.  C.  Jones,  Boise;  A.  H. 
Budge,  Boise. 

Resolutions  committee : Alexander  Barclay,  Coeur 

d’Alene;  C.  M.  Cline,  Idaho  Falls;  A.  H.  Budge,  Boise. 

Arrangements  committee:  G.  O.  A.  Kellogg,  Nampa; 
J.  N.  Davis,  Kimberly;  E.  L.  Berry,  Buhl. 

Nominations  committee:  J.  H.  Crampton,  Lewiston; 
D.  L.  Alexander,  Twin  Falls;  J.  L.  Stewart,  Boise. 

Credentials  committee:  A.  C.  Jones,  Boise;  D.  C. 

Ray,  Pocatello;  C.  F.  Zeller,  Jerome. 

RESOLUTIONS 
Public  Health  Survey 

Whereas,  the  United  States  Public  Health  Service 
through  Dr.  Fred  T.  Foard  has  recently  completed  a 
Public  Health  survey  of  Idaho,  consisting  of  93  closely 
typewritten  pages,  and. 

Whereas,  said  survey  was  undertaken  only  after  a 
specific  request  for  it  was  made  by  the  Governor  of 
the  State,  and. 

Whereas,  said  survey  showed  that  our  Public  Wel- 
fare Department,  in  which  is  vested  the  administra- 
tion of  all  matters  of  Public  Health,  is  in  the  unique 
and  unenviable  position  of  having  no  physician  in  ex- 
ecutive position  or  available  for  advice  and  counsel, 
and. 

Whereas,  this  condition  does  not  obtain  elsewhere  in 
the  United  States,  to  our  knowledge,  now,  therefore, 
be  it 

Resolved,  by  the  House  of  Delegates  of  the  Idaho 
State  Medical  Association,  assembled  for  the  purpose, 
that  this  Association  express  its  disapproval  of  the 
existing  state  of  affairs,  in  the  strongest  possible  man- 
ner. Be  it  further 

Resolved,  that,  following  a careful  study  of  the  pro- 
posed changes  in  the  State  Public  Health  Service  which 
are  recommended  in  said  Survey,  we  in  convention  as- 
sembled do  pledge  ourselves  to  an  active  support  of 
the  contained  recommendations  and  place  ourselves  and 
our  technical  knowledge  at  the  command  of  the  Gover- 
nor of  the  State  and  members  of  the  Legislature  to 
work  with  them  in  their  anticipated  efforts  to  comply 
with  the  program  of  the  U.  S.  P.  H.  Service  which 
has  been  outlined  for  our  State.  And  be  it  further 

Resolved,  that  the  Secretary  of  this  Association  be 
empowered  and  instructed  to  have  said  Government 
report  summarized,  copies  made  thereof,  and  distributed 
to  each  member  of  the  Legislature,  and  also  to  variou- 
officers  of  organized  civic  bodies  who  are  and  will  be 
interested.  Be  it  further 

Resolved,  that  the  Secretary  of  this  Association  be 
instructed  to  send  a copy  of  this  resolution  to  the 
Governor  of  this  state. 

State  Board  of  Medical  Examiners 

Whereas,  the  matter  of  appointees  to  the  State  Medi- 
cal Examining  Board  was  taken  up  with  Governor 
Ross  some  time  ago,  and  the  request  made  by  us  to 
him  to  choose  these  appointees  from  a list  of  eligibles 
furnished  by  this  Association,  and 

Whereas,  such  list  was  furnished  the  Governor,  and. 

Whereas,  we  are  today  informed  by  the  Governor 
that  five  of  the  six  appointees  recently  chosen  by  him 
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were  taken  from  the  list  furnished  him  by  this  Asso- 
ciation, now  therefore,  be  it 

Resolved,  that  Idaho  State  Medical  Association 
express  its  thanks  and  appreciaton  to  Governor  Ross 
for  his  graciousness  and  courtesy  in  the  matter. 

The  following  doctors  were  appointed  to  the  Board 
of  Medical  Examiners  by  the  Governor : Alexander 

Barclay,  Coeur  d’Alene;  W.  W.  Brothers,  Pocatello; 
H.  L.  Wilson,  Idaho  Falls;  R.  L.  Nourse,  Boise;  H. 
P.  Ross,  Nampa;  B.  Chipman,  Grangeville. 

Antituberculosis  Association  Tuberculin  Tests 

IVhereas,  the  Idaho  State  Antituberculosis  Associa- 
tion is  conducting  a series  of  Mantoux  tuberculin  skin 
tests  in  various  parts  of  the  State  for  the  purpose  of 
detecting  tuberculosis  in  school  children,  now,  there- 
fore, be  it 

Resolved,  by  Idaho  State  Medical  Association,  that 
we  express  our  approval  of  this  measure  and  suggest 
that  it  be  done  in  collaboration  with  the  local  medical 
society. 

Hospital  Contracts 

Whereas,  complaint  has  been  made  and  filed  with 
the  Secretary  of  the  Idaho  State  Medical  Association 
that  certain  hospital  contracts  are  so  drawn  and  worded 
that  the  employer  profits  either  directly  or  indirectly, 
and  substantially  by  said  contract,  which  is  in  specific 
defiance  of  Section  6230  of  Idaho  Compiled  Statutes, 
and, 

Whereas,  after  due  and  careful  investigation  by  your 
Committee  it  has  been  determined  that  the  complaint 
is  well  founded  upon  facts,  now,  therefore,  be  it 

Resolved,  that  Idaho  State  Medical  Association  ex- 
press its  disapproval  of  the  present  policy  of  the  Idaho 
Industrial  Accident  Board  in  approving  hospital  con- 
tracts that  do  not  have  in  them  the  usual  stipulation 
that  the  employer  add  an  equitable  amount,  on  his  own 
account,  to  the  Hospital  payment,  as  is  provided  for 
and  stipulated  in  Section  6230  of  the  Idaho  Compiled 
Statutes,  and  that  a copy  of  these  resolutions  be  sent 
to  the  Idaho  Industrial  Accident  Board  for  action  and 
their  future  guidance. 

Dr.  Charles  Lee  Gritman 

Whereas,  the  Supreme  Physician  of  all  things  in  His 
wisdom  has  seen  fit  to  call  from  our  number  and  midst 
to  a higher  existence  one  of  our  fellow  members.  Dr. 
Charles  Lee  Gritman,  therefore  be  it 

Resolved,  by  the  members  of  the  Tri-County  Medical 
Society,  that  in  the  death  of  Dr.  Gritman  we  have  lost 
a man  of  the  highest  type  of  honor  and  honesty  in 
the  medical  profession,  one  who  was  a friend  and 
helper  of  the  needy  poor,  who,  regardless  of  compensa- 
tion in  many  cases  and  for  the  love  of  humanity  alone, 
effaced  his  own  feelings  or  physical  condition  and  went 
out  to  do  what  he  could  to  relieve  the  distress  or  suffer- 
ing of  a fellow  being,  a man  among  men  who  was 
faithful  to  all  the  trusts  reposed  in  him,  both  civil  and 
professional,  and  one  who  will  long  be  remembered  by 
the  community  in  which  he  lived  and  served. 

Tri-County  Medical  Society, 
To  Dr.  Harold  W.  Stone,  Moscow,  Aug.  10. 

Secretary,  Boise. 

Woman’s  Auxiliary 

Splendid  work  and  cooperation  on  the  part  of  the 
Woman’s  Auxiliary  played  a large  part  in  the  success 


of  the  meeting.  The  ladies  were  commended  on  their 
interest  by  officers  of  the  Association.  The  Auxiliary 
was  addressed  by  Dr.  Dean  Lewis  at  the  annual 
luncheon  on  Monday.  Officers  elected  for  the  coming 
year  were : Mrs.  J.  S.  Springer,  president,  and  Mrs.  A. 
C.  Jones,  Secretary-treasurer.  The  newly  elected  offi- 
cers are  already  planning  for  the  next  annual  meeting 
which  is  to  be  held  at  Lewiston,  and  they  promise  to 
have  an  interesting  program  arranged  for  the  doctors’ 
wives  next  year. 


SCIENTIFIC  PROGRAM 
Monday,  8 :30  A.  M. 

1.  Symposium  on  Tuberculosis  Testing  and  X-Ray- 
ing of  Chests  of  School  Children.  Alan  L.  Hart, 
Seattle. 

2.  Finding  Tuberculosis  in  School  Children.  H.  E. 
Kleinschmidt,  National  Tuberculosis  Association,  New 
York  City. 

3.  The  Practical  Application  of  Reconstructive  Sur- 
gery. George  W.  R.  Pierce,  San  Francisco. 

4.  Goiter.  C.  F Dixon,  The  Mayo  Clinic,  Roches- 
ter, Minn. 

5.  Tumors  of  the  Breast.  Dean  Lewis,  Johns  Hop- 
kins Hospital,  Baltimore. 

6.  Goiter.  Diagnosis  and  Permanence  of  Cure. 
Martin  B.  Tinker,  Cornell  University,  Ithaca,  N.  Y. 

7.  Value  of  Sympathectomy  in  Treatment  of  Cord, 
Bladder  and  Hirschsprung’s  Disease.  Alfred  Adson, 
The  Mayo  Clinic. 

8.  The  Heart  in  Influenza.  Harlow  Brooks,  Pro- 
fessor Emeritus,  New  York  City. 


Tuesday,  9 A.  M. 

9.  State  Board  of  Health  Organization.  P.  W. 
Covington,  Western  Representative,  Rockefeller  Foun- 
dation. 

10.  Rational  Treatment  of  Cleft  Lip  and  Cleft  Pal- 
ate. George  W.  Pierce,  San  Francisco. 

11.  Breast  Cancer.  Acceptable  and  Debatable  Pro- 
cedures. A.  R.  Kilgore,  San  Francisco. . 

12.  Fracture  and  Associated  Injuries.  Dean  Lewis, 

13.  Brain  Tumors.  Diagnosis  and  Operability.  Al- 
Johns  Hopkins  Hospital,  Baltimore. 

fred  Adson,  The  Mayo  Clinic. 

14.  Surgery  of  the  Colon.  C.  F.  Dixon,  The  Mayo 
Clinic. 

15.  A State  Medical  Society  Cancer  Organization. 
A.  R.  Kilgore,  San  Francisco. 


OREGON 

CENTRAL  WILLAMETTE  MEDICAL  SOCIETY 
Pres.,  S.  E.  Fortmiller;  Secty.,  Henry  Garnjobst 
Central  Willamette  Medical  Society  held  a meeting 
at  Eugene  last  month  at  the  Osburn  Hotel.  Thirty- 
five  members  and  guests  were  present. 

Albert  Mathieu  of  Portland  discussed  the  use  of 
luminal  in  preoperative  and  postoperative  cases.  The 
address  was  discussed  by  G.  S.  Beardsley,  C.  E.  Hunt 
and  others.  The  next  meeting  of  the  society  will  be 
held  in  Corvallis. 


JACKSON  COUNTY  MEDICAL  SOCIETY 
Pres.,  R.  W.  Steams;  Secty-,  E.  W.  Shockley 
Jackson  County  Medical  Society  held  a meeting  at 
Medford,  October  4,  as  guests  of  W.  H.  Heckman. 
Twenty-four  were  present  at  the  meeting. 

Mattie  B.  Shaw  of  Ashland  read  the  paper  of  the 
evening  on  “Psittacosis.”  Herman  Seminov  and  J.  Rey- 
nolds of  Los  Angeles,  guests  at  the  meeting,  discussed 
the  paper.  Dr.  Reynolds,  a neurologist,  has  had  ex- 
perience in  dealing  with  cases  of  this  sort. 
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PACIFIC  NORTHWEST  ORTHOPEDIC  SOCIETY 
Pres.,  C.  R.  McClure ; Secty.,  C.  E.  Carlson 
The  annual  meeting  of  the  Pacific  Northwest  Ortho- 
pedic Society  was  held  in  Portland,  Ore.,  September 
16,  1933.  The  program  included  clinics  and  scientific 
papers.  Clinics  were  held  in  the  Shriners’  Hospital 
by  Richard  B.  Dillehunt,  Charles  R.  McClure  and  Leo 
S.  Lucas;  in  St.  Vincent’s  Hospital  by  Harry  C.  Blair; 
and  in  Good  Samaritan  Hospital  by  Otis  F.  Akin  and 
C.  Elmer  Carlson,  all  of  Portland. 

At  the  annual  business  meeting  following  the  ban- 
quet at  the  University  Qub,  Seattle  was  selected  for 
the  1934  meeting  The  new  officers  are  D.  A.  Murray, 
president;  M.  C.  Lile,  vice-president  and  J.  C.  Brug- 
man,  secretary-treasurer,  all  of  Seattle. 


WASHINGTON 

CLALLAM  COUNTY  MEDICAL  SOCIETY 

Pres,  ; Secty.,  W.  H.  Taylor 

Clallam  County  Medical  Society  held  a meeting  at 
Port  Angeles,  September  28,  in  connection  with  the 
County  Dental  Society.  U.  S.  Ford  of  Forks,  vice- 
president,  was  in  the  chair.  The  paper  of  the  evening 
was  by  James  E.  Hunter  of  Seattle  who  discussed  the 
misuse  of  drugs  and  its  lack  of  control  by  the  authori- 
ties. Harry  Ayres,  executive  secretary  of  the  Wash- 
ington State  Pharmaceutical  Association  participated 
in  the  discussion  as  well  as  representatives  of  the  drug 
business  in  Clallam  County.  Legislation  w'as  endorsed 
to  create  a professional  board  of  physicians,  pharma- 
cists and  dentists  to  classify  hypnotics  and  narcotics 
and  control  their  distribution. 


COWLITZ  COUNTY  MEDICAL  SOCIETY 
Pres.,  J.  L.  Norris;  Secty.,  A.  F.  Birbeck 
Cowlitz-Wahkiakum  Medical  Society  held  a meeting 
at  Cathlamet  October  11,  vice-president  R.  D.  Fritz 
presiding.  Ten  members  attended  the  meeting. 

W.  S.  Patricks  of  Portland  gave  an  address  on 
“Differential  Diagnosis  and  Acute  Diseases  of  Chil- 
dren.’’ Ivan  Wooley  of  Portland  spoke  on  “X-Ray 
Diagnosis.’’  The  ladies  auxiliary  to  the  county  society 
was  entertained  at  the  home  of  Mrs.  H.  D.  Fritz. 


KING  COUNTY  MEDICAL  SOCIETY 
Pres.,  C.  E.  Gray;  Secty.,  V.  W.  Spickard 

King  County  Medical  Society  held  a regular  meet- 
ing October  2 in  the  auditorium  of  Medical  Dental 
Building,  Seattle,  with  President  Gray  in  the  chair. 
Minutes  of  the  last  regular  meeting  w-ere  read  and 
approved. 

A.  H.  Peacock  read  an  opinion  from  the  attorney 
general’s  office  relative  to  rights  of  osteopaths  to  pre- 
scribe medicine  in  the  treatment  of  disease.  In  an 
elaborate  discussion  of  the  matter  he  claimed  that  they 
have  the  right  so  to  do. 

H.  E.  Coe  presented  a report  of  the  proceedings  of 
the  House  of  Delegates  at  the  annual  meeting  of  the 
State  Medical  Association. 

E.  K.  Dight  and  John  Hornibrook  w'ere  elected  to 
membership. 

E.  B.  Parmelee  presented  a case  report,  “Relief  of 
Psychogenic  Cardiospasms,  after  30  Years.’’  A history 


of  the  case  with  symptomatology  was  related.  Relief 
was  obtained  by  the  administration  of  atropine  an  hour 
before  meals. 

John  M.  Blackford  gave  an  address,  “Hypertension. 
A Follow-Up  Study  of  202  Patients  After  Nine  to  Six- 
teen Years.”  He  referred  to  the  pessimistic  attitude  of 
the  profession  a generation  ago  regarding  the  prognosis 
of  moderately  excessive  hypertension.  He  discussed 
the  physiologic  factors  producing  hypertension.  The 
series  of  202  patients  forming  the  basis  of  his  address 
presented  a systolic  of  175  mm.  or  more,  with  an  ave- 
rage diastolic  above  100.  Contrary  to  the  general  im- 
pression, the  majority  of  these  patients  were  females, 
two-thirds  being  of  that  sex. 

After  some  nine  to  sixteen  years  only  50  per  cent  of 
the  females  were  dead,  while  the  male  mortality  has 
been  88  per  cent.  Discussion  followed  by  C.  A.  Smith, 
Walter  Kelton,  H.  C.  Christopher  and  A.  L.  Jacobson. 


PIERCE  COUNTY  MEDICAL  SOCIETY 
Pres.,  W.  W.  Pascoe;  Secty.,  W.  B.  Penney 

The  regular  meeting  of  Pierce  County  Medical  So- 
ciety was  held  in  the  auditorium  of  the  Medical  Arts 
Building,  Tacoma,  October  10,  with  W.  W.  Pascoe, 
President,  in  the  chair.  Minutes  of  the  previous  meet- 
ing were  read  and  approved. 

Dr.  Griffith  gave  a case  report  of  plastic  surgery  on 
a recurrent  mastoid  which  had  resulted  in  a great  deal 
of  destruction  of  tissue  and  epileptic  attacks,  in  which 
healing  has  taken  place  with  no  recurrence  of  symp- 
toms. 

A paper  on  “Anomalies  of  the  Gallbladder”  was 
given  by  S.  F.  Herrmann.  This  was  illustrated  with 
slides  showing  the  two  anomalies,  double  gallbladder 
and  its  absence.  Dr.  Herrmann  reported  two  additional 
cases  of  double  gallbladder  and  one  case  of  its  absence, 
with  dilated  common  duct,  all  successfully  operated 
upon.  Dr.  Read  reported  a case  of  double  gallbladder 
seen  several  years  ago. 

D.  M.  Dayton  gave  reports  of  two  cases  of  acute 
poliomyelitis.  Both  were  given  transfusions  of  adult 
blood  and  recovered  without  nerve  lesions.  Dr.  Day- 
ton  gave  a general  review  of  the  symptoms  of  this 
disease,  with  a discussion  of  the  different  methods 
of  treatment.  He  seemed  to  favor  the  transfusion  of 
whole  blood  and  felt  that  pooled  blood  was  probably 
better  than  single.  The  paper  was  discussed  by  Drs. 
LeCocq  and  Turner. 

Dr.  Fishel  gave  a report  on  the  recent  meeting  of 
the  American  Congress  of  Radiology,  held  in  Chicago. 

The  applications  of  L.  T.  McNerthney  and  N.  S. 
Shumsky  were  read  and  referred  to  the  trustees. 

Mr.  Schlarb  reported  on  the  progress  of  the  Credit 
Bureau. 

Proposed  changes  in  the  by-laws  were  given  their 
first  reading. 

Following  the  meeting  a social  hour  was  enjoyed  by 
about  fifty  members  of  the  society,  under  the  general- 
ship of  Dr.  Tom  Murphy. 


SNOHOMISH  COUNTY  MEDICAL  SOCIETY 
Pres.,  O.  G.  Kesling;  Secty.,  S.  E.  C.  Turney 
A meeting  of  Snohomish  County  Medical  Society 
was  held  October  3 in  the  library  of  the  Medical-Den- 
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tal  Building,  Everett.  Eighteen  members  and  three 
guests  were  present.  Minutes  of  the  last  meeting  were 
read  and  adopted.  Dr.  Pederson  was  elected  to  mem- 
bership. Dr.  James  Chisholm  was  elected  to  honorary 
membership.  The  following  officers  were  nominated 
for  1934:  President,  C.  B.  Jones;  Vice-president,  Al- 
bert Murphy;  Secretary-treasurer,  S.  E.  C.  Turvey; 
Board  of  Censors,  N.  L.  Thompson;  Delegates  to  State 
Meeting,  C-  L.  Hoeffler  and  A.  P.  Duryee. 

An  amendment  to  the  constitution  was  made  that 
the  secretary-treasurer  pay  no  dues  in  the  future. 

E.  L.  Woodford  reported  on  the  proposed  addition 
to  Aldercrest  Sanitarium.  Eoccellent  results  have  been 
attained  by  the  present  institution  and  he  asked  the 
members  to  support  the  addition.  This  support  was 
unanimously  accorded. 

It  was  moved  that  C.  F.  Coffey  of  the  State  Public 
Health  Department  be  asked  to  address  the  Society  at 
the  next  meeting. 

S.  L.  Caldbick  read  a paper  on  “Fractures  in  the 
Region  of  the  Elbow  Joint,”  illustrated  by  diagrams 
and  roentgen  plates.  Drs.  Leach  and  Cleveland  dis- 
cussed this  paper. 

E.  C.  Leach  read  a paper  on  “Nonunion  of  Frac- 
tures,” reviewing  the  physiology  of  osseous  healing  and 
citing  the  main  causes  of  nonunion.  He  emphasized  the 
difference  between  delayed  union  and  nonunion,  sug- 
gesting that  sufficient  time  be  allowed  before  operation 
was  attempted.  In  discussion  D.  H.  Nickson  of  Se- 
attle emphasized  the  influence  of  the  parathyroid  glands 
on  bony  tissue.  H.  E.  Cleveland  of  Burlington  stressed 
the  importance  of  waiting  a sufficient  length  of  time 
before  operating.  O.  A.  Thomle  reported  excessive 
callous  formation  in  a patient  with  hyperthyroidism. 
L.  G.  Woodford  recommended  calcium  and  viosterol 
therapy  in  fractures.  S.  L.  Caldbick  discussed  Dr. 
Buckner’s  method  of  treating  nonunion  of  fractures 
with  intramedullary  implants  of  living  bone  and  peri- 
osteal transplants  at  the  site  of  the  fracture. 


WALLA  WALLA  VALLEY  SOCIETY 
Pres.,  E.  L.  Whitney;  Secty.,  C.  J.  Johannesson 

Walla  Walla  Valley  Medical  Society  held  a meeting 
October  12  at  the  Marcus  Whitman  Hotel,  Walla 
Walla,  about  forty  doctors  being  present.  The  meet- 
ing was  preceeded  by  a dinner. 

A paper  on  “Differential  Diagnosis  of  Postoperative 
Lung  Complications”  was  presented  by  Marr  Bisaillon 
of  Portland.  This  discussed  early  and  late  pneu- 
monia, the  aspiration  processes,  atelectasis,  thrombo- 
infarction  and  the  embolic  phenomenon.  A paper  on 
“Pulsion  Diverticulum  of  Pharynx”  was  presented  by 
J.  T,  Rooks,  J.  W.  Ingram  and  C.  J.  Johannesson. 
This  comprised  the  report  of  a case  illustrated  by 
roentgen  lantern  slides. 

The  following  officers  were  elected  for  the  ensuing 
year;  G.  R.  Gowen  of  Walla  Walla,  President;  H.  A. 
Mount  of  Waitsburg,  vice-president;  E.  J.  Rhoades 
of  Walla  Walla,  secretary;  J.  E.  Vanderpool  of  Walla 
Walla,  treasurer;  R,  W.  Smith,  J.  W.  Ingram  and 
John  C.  Lyman,  board  of  censors;  E.  J.  Rhoades,  dele- 
gate to  the  annual  meeting  of  the  State  Association, 
Elmer  Hill,  alternate. 


Papers  wer^  presented  by  Alfred  O.  Adams  and 
William  E.  Grieve  of  Spokane,  and  by  Roger  Ander- 
son, Joe  Brugman,  John  F.  LeCocq,  D.  A.  Murray 
and  H.  J.  Wyckoflf  of  Seattle. 


YAKIMA  COUNTY  MEDICAL  SOCIETY 
Pres.,  J.  E.  Bittner;  Secty.,  H.  S.  Atwood 
The  regular  meeting  of  Yakima  County  Medical 
Society  was  held  at  the  Commercial  Hotel,  Yakima, 
October  9,  with  a dinner. 

The  scientific  program  consisted  of  a paper  given  by 
David  Matheny  of  Seattle  on  “Intraabdominal  Repair 
of  Inguinal  Hernia.”  J.  W.  Baker  of  Seattle  also 
read  a paper  on  “Retroperitoneal  Approach  to  Sub- 
phrenic  Abscess.’’  There  was  a good  attendance  and 
the  papers  were  received  with  great  interest. 
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The  Joy  of  Living.  An  autobiography.  Dr.  Frank- 
lin H.  Martin.  Vol.  I:  Personal  and  Professional 
Reminiscences.  Vol.  II;  The  World  War.  Two  Fore- 
words : William  J.  Mayo,  M.  D. ; George  W.  Crile, 
M.  D.  With  illustrations.  Doubleday,  Doran  & Co., 
Inc.  New  York,  1933. 

Lovers  of  autobiographies  will  find  in  these  two 
volumes  a narrative  of  intense  interest,  of  excellent 
literary  style,  beautifully  illustrated  and  printed.  These, 
of  course,  make  any  autobiography  well  worth  posses- 
sion, but  added  to  these  fundamental  qualifications  is 
the  background  of  the  story.  A young  boy  bom  in 
Wisconsin  in  1857,  his  father  killed  early  in  the  Civil 
War,  finds  a way  to  make  a scant  living  and  to  edu- 
cate himself  for  life’s  work.  He  successively  passes 
from  chore  boy  about  the  farm,  through  all  the  varied 
activities  of  farm  life,  to  become  a teacher  in  “a  little 
red  schoolhouse”  in  the  rural  district. 

His  early  days  as  a medical  student;  what  a wealth 
of  memories  will  come  back  to  every  physician  as  he 
reads  these  pages  in  volume  one ! And  his  “try  for 
place”  in  old  Mercy  Hospital.  Then  his  experiences 
in  Chicago’s  first  smallpox  epidemic,  the  early  Lister 
antiseptic  period,  child  birth  infections,  his  first  opera- 
tion, and  then  his  choice  of  Chicago  as  a place  to  fight 
the  great  battle  of  life. 

And  what  a battle!  Here  we  see  revealed  for  the 
first  time  the  inside  workings  of  the  organizations 
that  made  Chicago  the  great  medical  center  for  the 
continent,  presented  by  the  man  who  played  the  most 
important  part  in  many  of  the  scenes.  No  one  but 
Franklin  Martin  could  reveal  so  many  unknown  facts 
because  it  was  in  his  fertile  brain  that  many  movements 
had  their  beginnings.  We  see  the  development  of 
medical  colleges,  medical  societies,  surgical  societies, 
the  conception,  organization  and  development  of  the 
American  College  of  Surgeons,  the  part  each  section 
of  the  country  played  in  its  formation.  The  first  vol- 
ume introduces  and  makes  one  acquainted  with  the 
many  national  figures  who  have  worked  shoulder  to 
shouder  with  Dr.  Martin.  To  them  he  gives  unstinted 
praise  for  all  their  many  deeds.  One  learns  to  love 
and  admire  these  men  for  their  loyalty  and  devotion  to 
medicine. 

Volume  two  is  in  reality  “memoirs  of  the  World 
War.’’  It  portrays  the  part  played  by  medical  men. 
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His  position  in  President  Wilson’s  supercabinet  en- 
abled him  to  see  and  do  many  things  that  no  other 
physician  could  possibly  have  done.  His  wide  contact 
with  medical  men  both  here  and  abroad,  his  ability  as 
an  organizer  and  his  power  to  vision  great  things 
fitted  him  admirably  for  this  position  of  influence  and 
responsibilty.  His  literary  talent,  coupled  with  his 
journalistic  experience,  prompted  him  to  keep  a record 
of  those  important  events  as  they  happened  day  by  day. 

It  is  fascinating  to  observe  the  characters  in  volume 
one  as  they  appear  on  the  pages  of  volume  two.  Trusted 
friends  and  associates  of  the  early  days,  now  powerful 
figures  in  the  leading  cities  of  America,  are  called 
into  this  maelstrom  of  the  greatest  war  of  history. 
Each  plays  the  part  for  which  he  is  equipped.  National 
figures,  such  as  President  Wilson,  Samuel  Gompers, 
Walter  Gifford,  Secretary  Daniels  and  Baker  and 
many  others,  are  revealed  in  life-like  character.  The 
fight  to  gain  higher  rank  and  pay  for  the  Medical 

Reserve  Officers  is  told  in  detail  as  well  as  the  con- 

stant fight  to  secure  doctors  and  nurses  for  overseas 
service.  Thus,  running  through  these  two  volumes 
one  meets  and  renews  his  acquaintance  with  the  leaders 
in  medicine  and  surgery  in  the  past  fifty  years,  sees 

how  each  played  a part  in  the  life  of  one  man,  and 

finally  how,  when  this  great  war  came  upon  us,  these 
men  naturally  rallied  to  the  call  of  this  great  man. 

Of  the  man  himself,  the  book  reveals  him  in  his 
true  light.  It  is  Franklin  H.  Martin  in  person,  vision- 
any,  yes ; ambitious,  yes ; successful,  yes.  Add  to  it, 
a loving  son  and  husband,  a true  disciple  of  Aescula- 
pius, a son  of  the  middle  west,  of  Chicago;  a fighter 
for  what  he  thinks  is  right ; an  organizer  and  finally 
a soldier  and  statesman.  Fifty  years  from  now,  when 
all  his  contemporaries  have  gone  and  his  students 
alone  remain,  these  volumes  will  still  be  left  as  a 
record  of  the  events  and  activities  of  the  men  who 
created  the  medical  world  of  America.  It  is  a history 
of  medicine  one  cannot  fail  to  enjoy.  Swift. 

The  Diseases  of  Infants  and  Children.  By  J.  P. 
Crozer  Griffith,  M.D.,  Ph.D.,  Emeritus  Professor  of 
Pediatrics  in  the  University  of  Pennsylvania,  etc.,  and 
A.  Graeme  Mitchell,  M.D.,  B.  K.  Rachford,  Professor 
of  Pediatrics,  College  of  Medicine,  University  of  Cin- 
cinnati, etc.  1155  pages  with  281  illustrations.  Cloth, 
$10.00  net.  W.  B.  Saunders  Company,  Philadelphia 
and  London,  1933. 

To  the  reviewer’s  knowledge  the  current  year  offers 
three  revisions  of  worthwhile  single  volume  editions 
of  works  upon  pediatrics.  There  is  a definite  demand 
for  this  from  the  medical  student  and  the  general  prac- 
titioner. The  rapid  development  of  new  knowledge 
regarding  the  infant  and  the  child  has  created  a need 
for  much  deletion  of  material  of  only  historical  value 
and  a compilation  of  the  results  of  recent  research. 
This  work  has  been  skillfully  revised  and  will  be  found 
to  be  a reliable  source  of  condensed  information  for 
all  who  seek  knowledge  as  to  the  approved  methods  of 
the  pediatrician.  After  considering  general  subjects, 
there  are  sections  on  diseases  of  the  newborn,  infec- 
tious diseases ; of  digestive,  respiratory,  circulatory,  gen- 
itourinary and  nervous  systems;  of  muscles,  bones  and 
joints,  blood,  spleen  and  lymph-nodes,  ductless  glands 
and  internal  secretions,  skin,  e>e  and  ear.  Wade. 


Mayo  Foundation  Lectures  on  the  History  of 
Medicine  ; A series  of  Lectures  at  the  Mayo  Founda- 
tion and  at  the  Universities  of  Minnesota,  Wisconsin, 
Iowa,  Northwestern,  and  the  Des  Moines  Academy  of 
Medicine.  Given  between  1926  and  1932.  Octavo  of  516 
pages  with  26  illustrations.  Philadelphia  and  London ; 
W.  B.  Saunders  Company,  1933.  Cloth,  $5.00  net. 

This  is  a very  interesting  assembly  of  lectures  on  a 
variety  of  topics  of  interest  to  every  medical  man, 
comprising  a description  of  many  topics  which  one 
would  rarely  encounter  in  ordinary  medical  history.  Be- 
sides sketches  of  the  lives  of  such  men  as  Pare,  Bill- 
ings, Hunter  and  Virchow,  there  is  a review  of  the  rise 
of  medicine  by  Seelig  which  briefly  sketches  progress 
of  medicine  from  early  days.  “Resurrection  Days’’  by 
Ball  presents  an  account  of  the  early  days  of  dissection 
when  anatomic  material  was  obtained  by  robbing  graves 
and  actual  murder  in  order  to  obtain  material.  Many 
specific  instances  are  mentioned  which  adds  fascina- 
tion to  the  tale.  Corner,  in  describing  the  discovery 
of  the  mammalian  ovum,  begins  with  Aristotle  and  his 
speculations  as  to  the  mechanism  of  producing  life. 
Theories  of  succeeding  generations  are  reviewed  with 
many  interesting  suggestions  which  were  entertained  by 
various  investigators.  In  presenting  “The  Physician 
of  the  Dance  of  Death,”  Warthin  describes  the  efforts 
of  many  artists  whose  works  testify  to  their  concep- 
tions of  the  mutual  relations  between  the  physician  and 
death.  Any  one  interested  in  medical  literature  will 
be  entertained  by  this  volume. 

A Year  Book  of  Radiology,  1933.  Diagnosis  Edited 
by  Charles  A.  Waters,  M.D.,  Associate  in  Roentgen- 
ology, Johns  Hopkins  University,  etc.  Therapeutics 
Edited  by  Ira  I.  Kaplan,  B.Sc.,  M.D.,  Director,  Division 
of  Cancer,  Department  of  Hospitals,  City  of  New  York, 
etc.  804  pp.  $7.00.  The  Year  Book  Publishers,  Inc., 
Chicago. 

It  is  to  be  recalled  that  1932  was  the  time  of  the  first 
appearance  of  the  “Year  Book  of  Radiology.”  It  proved 
to  be  a text  of  unusual  merit,  so  it  was  somewhat  of 
a surprise  that  the  present  edition  covers  an  even 
larger  field.  The  articles  are  well  chosen.  The  illus- 
trations are  numerous  and  well  produced.  It  is  evident 
that  the  editors  have  done  an  enormous  amount  of 
reviewing  in  selecting  so  much  good  material  for 
publication.  The  medical,  surgical  and  pathologic  as- 
pects of  medicine  as  related  to  radiology  receive  much 
consideration,  and  for  this  reason  the  book  can  be 
read  with  interest  and  benefit  by  practically  all  medical 
men,  no  matter  what  phase  of  medicine  they  may 
practice.  Koenig 

Colds  and  Hay  Fever.  By  Frank  Coke,  F.  R.  C.  S. 
144  pp.  $2.00.  William  Wood  and  Company,  Baltimore, 
1933. 

In  this  volume  the  author  discusses  the  common  cold, 
hay  fever,  other  allergic  causes  of  sneezing,  paroxysmal 
rhinitis  and  chronic  nasal  catarrh.  He  announces  the 
accepted  belief  that  the  contagious  cold  in  human  be- 
ings is  caused  by  a filtrable  agent  belonging  to  the  so- 
called  submicroscopic  viruses.  Experiments  have  shown 
that  colds  can  be  introduced  in  normal  persons  and  in 
apes  by  painting  the  nares  with  a Berkefeld  filtrate  of 
nasal  washings  from  persons  suffering  from  acute 
colds.  The  chance  of  catching  the  other  person’s  cold 
can  be  reduced  to  mathematical  proportions,  infection 
varying  inversely  to  the  distance  from  the  sneezer. 
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The  author  is  skeptical  as  to  the  efficiency  of  the  popu- 
lar cold  vaccines  as  a prophylactic.  He  thinks  a course 
of  ultraviolet  rays  has  assisted  many  of  his  asthmatic 
patients.  After  discussing  the  allergic  treatment  of  hay 
fever,  and  the  treatment  of  paroxysmal  rhinitis  and 
chronic  nasal  catarrh,  he  is  confident  that  biochemic 
changes  in  the  blood  will  eventually  be  discovered  that 
will  prove  much  of  the  pathology  and  that  it  is  common 
to  all  of  them. 

Diseases  of  Old  Age.  By  F.  Martin  Lipscomb,  M.  R. 
C.  P.  (Lond.)  Major,  Royal  Army  Medical  Corps,  De- 
puty Surgeon  at  the  Royal  Hospital,  Chelsea.  472  pp. 
$4.50.  William  Wood  and  Company,  Baltimore,  1933- 

The  author  states  that  this  monograph  is  a collection 
from  his  own  experiences  and  from  the  literature  of 
important  facts  concerning  the  illnesses  of  the  aged. 
It  is  stated  that  senescence  generally  begins  about  the 
age  of  55  and  is  characterized  by  a gradual  diminution 
of  the  bodily  functions  and  a loss  in  the  elasticity  in 
the  tissues.  A long  list  of  diseases  is  discussed  and 
suggestions  offered  as  to  the  particular  treatment  of 
the  aged’s  ills.  Etiology  and  pathology  are  omitted  for 
the  most  part  and  suggestions  made  as  to  treatment. 
Nothing  particularly  new  is  presented,  but  a convenient 
list  of  useful  procedures  assembled  for  each  disease  thus 
treated.  It  is  wisely  suggested  that  work  of  some  sort 
is  essential  for  mental  and  physical  well  being.  A life 
of  ease  and  indolence  is  not  conducive  to  health. 

The  Rhythm  of  Sterility  and  Fertility  in  Wo- 
men. By  Leo  J.  Latz,  A.B.,  M.D.,  LL.D.,  Member  of 
the  Staff  of  Loyola  University  Medical  School,  etc. 
3d  revised  edition.  118  pp.  $1.00.  Latz  Foundation, 
Chicago,  1933. 

This  book  is  prepared  for  the  purpose  of  counter- 
acting the  popular  advocacy  of  contraceptive  methods. 
It  is  an  argument  in  favor  of  the  “safe  period”  in 
the  menstrual  cycle.  It  is  based  chiefly  on  the  in- 
vestigations and  writings  of  Japanese  Ogino  and  Aus- 
trian Knaus  who  aver  “ovulation  occurs  betweeen  the 
twelfth  and  sixteenth  days  preceding  the  next  menstru- 
ation” and  “the  period  of  eleven  days  immediately  pre- 
ceding menstruation  is  a completely  sterile  period.” 
“The  period  during  which  the  woman  is  apt  to  be 
fecundated  does  not  exceed  seven  or  eight  days  which 
gives  another  sterile  period  in  the  first  days  following 
menstruation.”  These  statements  are  offered  as  being  an 
absolutely  reliable  guidance  for  the  safe  periods  for 
cohabitation.  It  is  doubtful  if  all  physicians  will  agree 
to  their  infallibility.  The  writer  is  very  hostile  to  the 
contraceptive  methods  popularly  advocated,  but  at  the 
same  time  does  not  seem  to  consider  the  advice  in  this 
volume  as  constituting  birth  control,  since  he  views  the 
above  mentioned  acts  as  the  methods  nature  offers  for 
the  regulation  of  conception. 

Food,  Nutrition  and  Health.  By  E.  V.  McCollum, 
Ph.D.,  Sc.D.  and  J.  Ernestine  Becker,  M.A.,  Professor 
and  Associate  of  Biochemistry,  School  of  Hygiene  and 
Public  Health,  Johns  Hopkins  University,  3d  Edition, 
rewritten.  146  pp.  $1.50.  McCollum  and  Becker,  Balti- 
more. 

The  authors  aim  to  present  in  simple  language  the 
nature  of  an  adequate  diet  as  visualized  by  the  bio- 
chemist in  an  effort  to  counteract  misinformation  dis- 
seminated by  faddists  and  promoters  of  foods  with 
exaggerated  claims  for  their  products.  After  discuss- 


ing the  role  of  proteins  and  carbohydrates  in  the  diet, 
chapters  are  presented  respectively  on  vitamins  A, 
B,  C,  D,  E and  G and  the  function  of  each  in  the 
dietary.  Chapters  deal  with  the  dietary  properties  of 
various  foods,  with  a discussion  of  the  relation  between 
the  nervous  system  and  nutrition.  The  use  of  coffee 
and  tea  is  not  condemned,  their  use  in  moderation  being 
of  value  to  many  people.  There  are  interesting  chap- 
ters on  the  reducing  diet  and  the  increase  of  weight, 
with  tables  showing  the  kind  of  foods  to  be  advised  for 
each  purpose.  This  is  a handy  volume  containing  many 
useful  suggestions. 

The  Medical  Clinics  of  North  America.  (Issued 
serially,  one  number  every  other  month.)  Volume  17, 
Number  2.  (Chicago  Number — September  1933) 
Octavo  of  233  pages  with  36  illustrations.  Per  Clinic 
Year,  July  1933  to  May  1934.  Paper,  $12.00;  Cloth, 
$16.00  net.  Philadelphia  and  London : W.  B.  Saunders 
Company,  1933. 

The  twenty  contributors  to  this  number  present  clini- 
cal reports  on  many  interesting  topics.  The  symposium 
on  blood  dyscrasias  contains  reports  of  cases  of  the 
leukemic  states,  agranulocytosis,  hemophilia,  polycy- 
themia and  aplastic  anemia,  all  of  which  offer  useful 
suggestions.  Elliott  reports  two  cases  of  cinchophen 
poisoning,  one  a fatality  from  acute  yellow  atrophy  of 
the  liver;  the  other  recovered.  Discussing  the  admin- 
istration of  cinchophen  he  thinks  it  is  not  wise  to  ad- 
minister this  drug  as  a therapeutic  agency  under  any 
circumstances,  owing  to  the  unknown  susceptibility  of 
individuals  to  its  disastrous  effects.  Many  other  in- 
teresting medical  conditions  are  discussed. 

Diet  and  Dental  Health.  By  Milton  T.  Hanke,  254 
pages.  33  actual  color  p'ates;  15  black  and  white  illus- 
trations. University  of  Chicago  Press,  Chicago,  1933. 

This  monograph  records  the  three  and  one-half  year 
research  project  conducted  at  Mooseheart,  Illinois,  on 
450  normal  children.  During  this  period  a research 
staff  of  the  Otho  Sprague  Memerial  Institute  at  the 
University  of  Chicago,  under  the  direction  of  Dr.  Hanke, 
studied  the  dietary  habits  of  the  children  of  this  model 
institution,  in  collaboration  with  the  members  of  the 
Chicago  Dental  Research  Club,  the  staff  dentists  and 
physicians  of  Mooseheart,  to  determine  what  effect  the 
diet  played  in  the  etiology  and  treatment  of  dental  car- 
ies, gingivitis  and  in  general  health  of  the  children  as 
well.  The  findings  of  the  University  of  Chicago  group 
were  recorded  entirely  objectively  by  means  of  actual 
color  photographs  of  each  child,  roentgenograms  of  the 
teeth  and  the  wrists  (the  latter  to  determine  the  ana- 
tomical age  and  the  rate  of  long  bone  growth),  calcium 
and  phosphorus  determinations,  and  bacteriologic  studies 
of  the  various  oral  cavities. 

The  research  workers  found  that  during  the  test  pe- 
riod the  dental  caries  process  w'as  arrested  in  fifty  per 
cent  of  the  cases  where  caries  had  been  rampant  during 
the  first  year  of  the  unsupplemented  diet,  and  gingivitis 
disappeared  only  to  return  in  a number  of  cases  whert 
the  antiscorbutic  intake  was  reduced.  The  remarkable 
increase  in  height  in  the  large  group  during  the  second 
year,  or  test  period,  leads  the  authors  to  conclude  that 
the  citrus  fruit  juices  provide  a unique  and  positive  fac- 
tor for  growth  stimulus  in  children  between  the  ages  of 
eight  and  eighteen. 
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TRUTH  ABOUT  MEDICINES 

PROPAGANDA  FOR  REFORM 

Horsford's  Acid  Phosphate  Not  Acceptable  for 
N.  N.  R.  The  Council  on  Pharmacy  and  Chemistry 
reports  that  Horsford’s  Acid  Phosphate  was  presented 
for  consideration  of  the  Council  by  the  Rumford 
Chemical  Works,  Rumford,  R.  I.  In  the  information 
submitted  by  the  firm  the  value  of  the  product  is  said 
to  depend  on  the  phosphoric  acid  and  the  calcium, 
sodium  and  potassium  ions  contained.  Neither  the  ad- 
vertising nor  the  presentation  states  the  amount  of  any 
of  the  constituents  in  this  preparation,  but  it  is  stated 
that  it  was  invented  (sic)  by  Professor  E.  N.  Horsford, 
then  Rumford  professor  of  chemistry.  Harvard,  1847 
to  1863.  The  submitted  label  contains  the  following 
more  definite  statement  of  composition : “A  fluid 

drachm  contains  3%  grains  calcium  acid  phosphate,  _1 
grain  magnesium  acid  phosphate,  % grain  sodium  acid 
phosphate  and  3|/2  grains  free  phosphoric  acid.  Total 
phosphoric  acid  free  and  combined,  8J/2  grains.”  Hors- 
ford’s Acid  Phosphate  is  recommended  in  a great  vari- 
ety of  conditions,  including  the  following:  as  a tonic; 
as  a “builder-up” ; in  the  “rundown”  conditions  follow- 
ing prolonged  illness,  failure  of  proper  nourishment 
from  food,  loss  of  appetite,  lassitude,  and  weakened  or 
impoverished  nerve  energy;  as  an  aid  in  the  treatment 
of  the  prostrated  condition  resulting  from  the  excessive 
use  of  alcohol;  to  allay  the  insomnia  resulting  from  the 
use  of  tobacco  and  other  causes;  in  many  nervous 
diseases  brought  on  by  nerve  tire  (sic)  and  exhaustion. 
Tlie  (Touncil  declared  Horsford’s  Acid  Phosphate  un- 
acceptable for  New  and  Nonofficial  Remedies  because  it 
is  an  unscientific  mixture  of  unproved  usefulness  mar- 
keted with  unwarranted  therapeutic  claims  and  in  such 
a way  as  to  tend  to  its  ill  advised  use  by  the  public. 
(Jour.  A.M.A.,  October  7,  1933,  p.  1153). 

Edwenil  Not  Acceptable  for  N.  N.  R.  The  Council 
on  Pharmacy  and  Chemistry  reports  that  Edwenil  is  a 
product  proposed  for  non-specific  immune  therapy,  now 
marketed  in  the  United  States  by  Spicer  and  Company 
of  Glendale,  Calif.  Edwenil  has  been  variously  desig- 
nated “antibacterin,”  “a  polyvalent  antibacterial  agent,” 
“the  biochemical  successor  to  vaccines,”  “natural  anti- 
body,” “a  therapeutic  active  immunizing  agent.”_  Its 
composition  appears  to  be  highly  complex,  as  indicated 
by  the  following  excerpt  from  the  advertising:  “Ed- 
wenil is  a complex  organic  colloid,  formed  by  a linkage 
of  some  of  the  alkali-denatured  protein  derivatives  of 
normal  serum  and  muscle,  in  the  presence  of  a normal 
saline,  containing  calcium  and  magnesium  salts.”  _ As  is 
usual  with  “polyvalent”  products  of  this  sort,  this  pre- 
paration is  recommended  as  being  of  great  value  in  a 
large  variety  of  diseases,  among  them,  furunculosis,  ton- 
sillitis, quinsy,  otorrhea,  leukorrhea,  eczema,  acne,  im- 
petigo, sycosis,  bronchitis,  bronchiectasis,  bronchial  asth- 
ma, pneumonia,  influenza,  common  cold,  tuberculosis, 
rheumatoid  arthritis,  early  osteoarthritis,  sciatica,  rheu- 
matic fever,  measles,  mumps,  whooping  cough,  herpes, 
scarlet  fever,  chronic  pyelitis  and  cystitis,  cholecystitis, 
appendicitis,  peritonitis,  etc.  It  is  claimed  to  be_  quite 
devoid  of  toxic  properties.  There  is  no  reliable  evidence 
available  to  the  Council  that  Edwenil  involves  any 
advance  in  nonspecific  immune  therapy.  The  Council 
believes  that  it  must  be  classed  as  a dangerous  prepara- 
tion. If  it  contains  antigenic  material,  claims  of  complete 
safety  in  its  therapeutic  use  must  be  considered  repre- 
hensible ; even  if  it  has  only  a trace  of  antigen,  it  may 
yet  cause  allergic  reactions ; and  if  it  is  devoid  of 
antigenic  potency,  its  use  is  unwarranted  and  may  carry 
a hazard  in  the  neglect  of  more  effective  remedies. 
The  Council  declared  Edwenil  unaccepted  for  inclusion 
in  New  and  Nonofffcial  Remedies  because  it  is  appar- 
ently an  unscientific  preparation  of  semisecret  composi- 
tion (rules  1,  2 and  10)  marketed  under  an  uninforma- 
tive name  (rule  8)  with  unwarranted  and  possibly 
dangerous  therapeutic  claims  (rule  6).  (Jour.  A.M.A., 
October  7,  1933,  p.  1154). 

Roman  Meal  Not  Acceptable.  The  Committee  on 
Foods  reports  that  the  Roman  Meal  Company,  at  Ta- 


coma, Wash.,  submitted  a product  called  “Roman  Meal,” 
prepared  from  coarsely  ground  whole  wheat  and  rye 
with  smaller  proportions  of  wheat  bran,  and  pulverized, 
partially  defatted  flax  seed.  The  advertising  is  an 
elaborate  attempt  to  transform  Roman  Meal  into  a 
medicinal  food  with  fictitious  health  properties ; it  has 
all  the  appearances  of  studied  deception  to  exploit  the 
gullible  and  the  uninformed  in  dietetics,  nutrition  and 
physiology.  It  grossly  misrepresents  the  product,  is  re- 
plete with  misinformation,  and  promotes  self-diagnosis 
and  self-treatment  by  the  sick  with  possible  disastrous 
results.  It  is  a corruption  of  the  purpose  of  adveritising 
to  the  trade  and  to  the  public.  Insidiously  false  adver- 
tising of  this  character  tends  to  degrade  food  advertis- 
ing to  subtle  trickery.  Roman  Meal,  because  of  its 
grossly  deceptive  advertising,  will  not  be  listed  among 
the  Committee’s  accepted  foods.  (Jour.  A.M.A.,  Oc- 
tober 14,  1933,  p.  1231). 

Histeen.  “Histeen”  is  a newcomer  in  the  “patent 
medicine”  field.  It  is  put  on  the  market  by  the  His- 
teen Corporation  of  Chicago.  According  to  the  state 
records  Joseph  B.  Creevy  is  the  president  of  the  concern 
and  also  one  of  the  three  directors.  The  Histeen  ad- 
vertising declares  that  hay-fever  and  pollen  asthma  are 
due  to  histamine  poisoning  and  that  Histeen  is  a com- 
pound which  “acts  to  counteract  histamine  poisons, 
neutralize  its  action  and  release  the  irritating  effect  of 
histamine.”  From  an  analysis  made  in  the  A.M.A. 
Chemical  Laboratory  it  seems  that  this  “amazing  new 
direct  relief”  has  for  its  chief  ingredient,  making  up 
nearly  60  per  cent  of  Histeen,  antipyrine,  which  has 
been  used  by  physicians  for  nearly  fifty  years  and  has 
been  prescribed  for  the  purpose  of  giving  symptomatic 
relief  in  certain  forms  of  asthma  and  hay  fever  for 
almost  as  long.  In  addition  it  contains  phenobarbital 
(luminal),  as  well  as  ephedrine,  a substance  that  enters 
into  an  enormous  number  of  proprietary  remedies  for 
the  symptomatic  relief  of  hay  fever  and  asthma.  And 
this  mixture  of  well  known  drugs  claimed  to  be  the 
alleged  discovery  of  a “Chicago  specialist”  who  will 
not  allow  his  name  to  be  uesd  because  he  is  afraid  of 
hurting  his  “ethical  standing.”  The  statement  is  made 
that  three  tablets  four  times  a day  may  be  “taken  with 
perfect  safety  as  long  as  required.”  Obviously,  from 
the  analytical  work  done,  the  person  who  takes  His- 
teen gets  4 grains  of  antipyrine  with  each  tablet,  and 
where  he  takes  three  tablets  four  times  a day  he  has 
a daily  intake  of  49  grains  of  antipyrine ! He  also  gets 
in  the  same  period  about  2%  grains  of  pehnobarbital 
and  about  H4  grains  of  ephedrine.  Summed  up  then,  it 
seems  that,  essentially,  Histeen  is  a secret  mixture  of 
three  well-known  drugs,  all  of  them  potentially  danger- 
ous in  the  hands  of  the  untrained.  Further,  the  nos- 
trum is  recommended  in  dosages  that  a physician  with 
any  regard  for  his  patients’  safety  and  his  own  repu- 
tation would  hesitate  to  prescribe.  (Jour.  A.M.A., 
October  14,  1933,  p.  1251). 

Mineral,  Spring,  Natural  or  Alkaline  Waters. 
The  Committee  on  Foods  reports  that  mineral,  spring, 
natural  or  alkaline  waters  are  usually  advertised  with 
unwarranted  claims  as  to  their  health  values.  Analyses 
of  most  of  these  waters  do  not  disclose  explanations  or 
evidence  for  remarkable  curative  properties.  In  case  of 
potable  mineral  waters  their  mineral  content  comprises 
traces  only  of  commonly  occurring  salts  present  in  sub- 
stantially greater  quantities  in  ordinary  foods.  Such 
characteristics  as  radioactivity  or  the  presence  of  lith- 
ium in  drinking  water  have  not  been  shown  to  have 
useful  effects.  Strongly  radioactive  waters  may  be  dis- 
tinctly harmful.  Natural  waters  contain  only  traces  of 
lithium.  Larger  doses  of  lithium  may  be  dangerous. 
The  Committee  reports  further  that  therapeutic  or  cura- 
tive claims  for  mineral  waters  that  are  not  laxative  are 
to  be  viewed  with  suspicion,  and  that  the  daily  water 
requirements  for  health  cannot  be  defined  with  any  de- 
gree of  exactness,  as  activity,  temperature  and  other 
conditions  influence  the  demands.  (Jour.  A.  M.  A., 
1933,  p.  1316). 
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LOYALTY  TO  THE  STATE 
ORGANIZATION 
Albert  E.  Mackay,  M.D. 

PORTLAND,  ORE. 

In  assuming  the  office  of  President  of  the 
Oregon  State  Medical  Society,  not  only  did  I 
deeply  appreciate  the  honor,  but  I felt  the  great 
responsibility  involved  during  these  parlous  times 
when  the  profession  has  been  rather  restless  and 
hypercritical.  The  activties  of  your  society  seem 
but  little  understood  by  many  of  its  members, 
for  the  growth  in  strength  and  public  influence 
of  any  organization  is  painfully  slow,  and  to  the 
younger  members  it  may  seem  that  no  progress 
has  been  made  at  all,  yet  only  from  a perspective 
gained  from  years  of  observation  can  one  fairly 
and  accurately  determine  the  progress  that  is 
accomplished  from  year  to  year. 

This  annual  meeting  is  but  the  climax  of  a 
year  of  arduous  work  performed  daily  by  your 
active  and  efficient  secretary  and  central  office, 
weekly  by  your  thoughtful  and  exacting  execu- 
tive committee,  and  monthly  by  your  faithful 
council,  many  of  whose  members  come  not  only 
long  journeys,  give  up  much  time  and  thought  to 
the  work  of  this  societ}%  but  at  no  inconsiderable 
expense  and  leisure  perform  the  duties  allotted 
to  them. 

The  State  Medical  Society  is  a great  unifying 
force  in  the  progress  of  medical  efforts.  The 
high  standards  of  professional  conduct  have  been 

•President’.^  addre.c.<!.  read  before  the  Fiftv-Ninth 
Annual  Meeting  of  Oregon  State  Medical  Society, 
Portland,  Ore.,  Oct.  26-28,  1933. 


safeguarded,  a constant  activity  to  secure  the 
enactment  of  beneficial  medical  and  sanitary  laws 
both  for  the  profession  and  the  public  has  been 
followed  and  through  your  standing  and  special 
committees  an  enormous  amount  of  painstaking 
work  has  been  done,  not  only  in  the  progress  of 
scientific  efforts  but  in  public  health  and  disease 
prevention,  the  proper  consideration  of  state  in- 
dustrial affairs,  the  study  of  cancer  control,  the 
investigation  of  clinics  and  public  policy  and  the 
care  of  medical  defense. 

The  health  of  the  people  of  every  state  is  its 
greatest  asset  and  the  interest  of  the  doctor  in 
this  regard  differs  in  no  respect  from  that  of  the 
community  which  in  recent  years  has  taken  such 
an  active  interest  in  medical  affairs.  Through- 
out the  centuries  the  altruism  and  individualism 
of  medical  men  has  led  them  to  give  generously 
of  their  time  and  services  to  charity  and  teaching 
until  gradually  the  laity  began  to  interest  them- 
selves in  the  good  work  carried  on  by  the  pro- 
fession with  the  result  that  all  types  of  charities, 
leagues,  commissions,  industrial  associations  and 
clinics  have  been  organized  with  well  paid  officers 
and  secretaries,  and  the  medical  man  who  does 
the  work  obtains  a nebulous  glory. 

Shall  we  continue,  then,  in  our  apparent  inno- 
cent sentimentality  to  allow  philanthropic  organi- 
zations to  exploit  our  services,  to  permit  the 
tentacles  of  state  medicine  to  enwrap  us  without 
resistance,  tamely  submit  to  the  socialization  of 
medicine,  or  perhaps  to  allow  insurance  concerns 
or  industrial  organizations  to  accept  us  as  mere 
hirelings?  These  possibilities  are  all  in  the  offing 
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and  widely  discussed,  and  surely  it  is  up  to  us  to 
accept  the  challenge  of  changing  conditions  and 
be  prepared  to  adapt  ourselves  to  the  demands  of 
a public  rapidly  being  educated  to  the  require- 
ments of  medical  care.  If  adaptability  is  the 
measure  of  the  intelligence  of  any  group  of  man- 
kind, then  I believe  the  medical  profession  is 
better  prepared  to  manage  its  own  affairs  than 
any  combination  of  bureaucracy  or  political  con- 
trol. If  we  are  to  manage  our  own  affairs,  pre- 
serve our  past  traditions,  and  control  our  own 
destinies,  it  must  be  accomplished  by  the  unified 
efforts  of  our  own  profession. 

The  era  of  the  silver  tongued  orator  is  past 
and  the  time  and  necessity  for  complete,  strong 
and  militant  organization  is  at  hand.  That  or- 
ganization must,  however,  be  entirely  within  our- 
selves. Our  component  societies  should  be  the 
basis  of  all  effort  and  every  member  should  lend 
his  wisdom,  his  constructive  criticism  and  best 
efforts  to  those  whom  he  delegates  to  control 
and  direct  the  practices  of  our  profession.  There 
are  in  the  State  of  Oregon  1,175  licensed  prac- 
titioners of  medicine  and  of  this  number  only 
695  normally  are  members  of  our  society.  Fifty- 
nine  per  cent,  then,  of  our  profession  in  Oregon 
are  making  some  effort  to  join  in  reciprocal  re- 
lations and  duties,  while  41  per  cent  are  merely 
enjoying  some  of  the  results  of  man}-  years  of 
endeavor  without  giving  any  directed  assistance. 
This  should  not  obtain ; every  effort  of  our  com- 
ponent societies  should  be  made  to  bring  into 
our  State  Society  all  properly  qualified  medical 
men.  The  antagonism  of  the  misinformed  and 
noncooperative  doctor  is  a marked  obstacle  to 
successful  organization  and.  as  a purely  selfish 
argument  for  more  protective  organization,  would 
it  not  be  well  to  consider  the  following  figures 
compiled  from  the  studies  of  the  American  Medi- 
cal Association  and  the  Committee  on  Costs  of 
IMedical  Care,  based  on  national  averages? 


T.A.BLE  1. 


Investment  of  1,000  pliysicians  in  private  practice  in 
Oregon : 

Investment  in  professional  education,  including  actual 
outlay,  loss  of  earnings,  and  interest  on  cash  outlay ; 

1,000  physicians  at  $20,000 $ 20,000,000 

Capital  investment  in  office  and  other  ec[uipment ; 

1,000  physicians  at  $3,500  3,500,000 

Total  investment  23,500,000 

TABLE  2. 


Relation  of  total  income  of  1,000  physicians  in  private 
practice  in  Oregon  to  cost  of  maintaining  State  Medical 
Society : 

(Estimates  from  studies  of  the  Committee  on  the 
Cost  of  Medical  Care  based  on  naticna'  figures  for  year 
1929  applied  on  pro  rata  basis  to  Oregon). 

Total  amount  received  by  121,000  physicians  in  private 
practice  in  the  U.  S $1,090,000,000 


Total  amount  received  by  1,000  Oregon  physicians  in 
private  practice  (applying  above  figures  pro  rate) 

9,008,264 

Total  amount  contributed  to  maintenance  of  State 
Medical  Society  12,967 

These  figures  show  that  in  1929  Oregon  physi- 
cians paid  less  than  one-seventh  of  one  per  cent 
of  gross  income  or  less  than  one  and  one-half 
mills  out  of  each  dollar  received  toward  the 
maintenance  of  their  state  medical  organization. 
It  appears,  therefore,  that  we  had  an  active  state 
medical  society,  which  is  the  only  organization 
safeguarding  the  material  interest  of  the  medical 
profession,  functioning  during  a normal  year  in 
protecting  1,000  physicians  who  had  a total  in- 
vestment in  themselves  and  their  equipment  of 
2Wi  millions  of  dollars,  and  a gross  income  in 
excess  of  9 millions  of  dollars,  maintained  by 
contributions  totalling  only  $12,000.  It  would 
seem  that  no  more  conclusive  argument  could  be 
presented  for  the  efficiency  and  economy  of  your 
state  medical  society.  Yet,  with  a more  complete 
organization  of  our  component  societies  working 
in  unison  with  our  State  Society,  it  is  quite 
possible  to  still  further  reduce  the  cost  of  main- 
tenance of  both  local  and  state  society. 

Charles  E.  Dawes,  of  Hell  ’n  Maria  pipe  smok- 
ing fame,  is  credited  with  giving  the  following- 
wise  admonition:  ‘Tf  you  work  in  a profession, 

in  heaven's  name  work  for  it.  If  you  live  by 
a profession,  live  for  it.  Help  advance  your 
coworker.  Respect  the  great  power  that  protects 
you,  that  surrounds  you  with  the  advantages  of 
organization,  and  that  makes  it  possible  for  you 
to  achieve  results.  Speak  well  for  it.  Stand  for 
it.  Stand  for  its  professional  supremacy.” 

So  with  all  our  defects  in  organization,  per- 
haps somewhat  due  to  our  inherent  individualism, 
tinctured  at  times  with  some  selfishness  and  ig- 
norance and  with  all  the  criticism  levelled  at  our 
profession  in  recent  years,  I am  still  optimistic 
enough  to  believe  that  the  general  practitioner 
of  today  still  merits  the  beautiful  tribute  written 
by  Stevenson  many  years  ago : ‘‘There  are  men 
and  classes  of  men  that  stand  above  the  common 
herd,  the  soldier,  the  sailor,  the  shepherd  not 
infrecpiently,  the  artist  rarely,  rarelier  still  the 
clergyman,  the  physician  almost  as  a rule.  He  is 
the  flower  (such  as  it  is)  of  our  civilization, 
and  when  that  stage  of  man  is  done  with,  and 
only  rememliered  to  be  marveled  at  in  history, 
he  will  be  thought  to  have  shared  as  little  as  any 
in  the  defects  of  the  period,  and  most  notably 
exhibited  the  virtues  of  the  race.  Generosity 
he  has,  such  as  is  possible  to  those  who  practice 
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an  art,  never  to  those  who  drive  a trade ; discre- 
tion, tested  by  a hundred  secrets ; tact,  tried  in 
a thousand  embarrassments ; and  what  are  more 
important,  Herculean  cheerfulness  and  courage. 
So  it  is  that  he  brings  air  and  cheer  into  the 
sickroom,  and  often  enough,  though  not  as  often 
as  he  wishes,  brings  healing.” 


A NEW  DEAL  IN  THE  RELATIONSHIP 
OF  THE  PHYSICIAN  TO  ORGANIZA- 
TIONS DISPENSING  FREE  OR 
PART-PAY  MEDICAL  SERVICE* ** 

S.  G.  Henricke,  M.D. 

Chairman,  Committee  on  Clinic  and  Institutional 
Medical  Care. 

PORTLAND,  ORE. 

The  economic  condition  in  which  the  coun- 
try finds  itself  has  resulted  in  men  and  women 
of  every  calling  turning  their  attention  to 
their  relation  to  their  fellow  workers  and  to 
the  relationship  of  their  trade  or  profession  to 
the  rest  of  the  citizenry,  which  each  calls  the 
“public.”  The  organized  medical  body  has 
long  since  attempted  to  solve  the  problem  of 
the  relationship  of  its  members  to  one  ano- 
ther by  the  adoption  of  a code  of  ethics. 

When  the  medical  profession  analyzes  its 
relationship  to  the  public,  it  finds  itself  con- 
fronted with  many  problems  peculiar  to  it- 
self. The  complexity  and  highly  technical 
character  of  medical  knowledge  of  necessity 
limits  the  group  possessing  such  knowledge. 
The  profession  recognizes  its  responsibility  as 
the  custodian  of  scientific  medical  informa- 
tion. The  problem  of  other  branches  of  hu- 
man endeavor  resolves  itself  into  the  ques- 
tion of  whether  the  public  can  or  will  pur- 
chase their  services  or  commodities.  To  those 
who  cannot,  no  obligation  is  felt  to  r._nder  or 
give  it  gratis.  Most  commodities  and  services 
are  not  indispensable  to  human  life.  [Medical 
care  is  in  the  main  indispensable.  The  physi- 
cian alone  can  intelligently  render  medical  service 
and  every  citizen  should  have  it  to  a degree  ade- 
quate to  his  or  her  needs.  Upon  this  we  have 
always  been  agreed. 

In  addition  to  diagnosis  and  treatment,  the  re- 
searches of  medicine  in  the  past  few  decades  have 

*The  terin  “part  pay”  Ls  ii.sed  to  describe  clinics 
which  charge  a nominal  admission  or  visit  fee  or 
make  charges  to  cover  all  or  part  of  cost  of  materials 
used  in  special  diagnostic  or  theurapeutic  procedure. 

**Read  before  the  Fifty-Ninth  Annual  Session  of  the 
Oregon  State  Medical  Society.  Portland,  Ore..  Oct. 
26-28,  1933. 


produced  the  problem  of  preventive  medicine. 
Under  what  we  are  wont  to  call  normal  condi- 
tions, large  numbers  of  the  populace  have  found 
it  difficult  or  impossible  to  avail  themselves  of  the 
rapidly  increasing  medical  facilities,  all  of  which 
we  believe  is  conducive  to  a healthier  and  longer 
life.  We  are  not  alone  in  the  belief  that  adequate 
medical  service  should  be  made  available  to  all. 
In  order  to  meet  the  needs  of  the  community, 
agencies  evolved,  mostly  under  lay  sponsorship, 
dedicated  to  the  organized  dispensation  of  one  or 
another  type  of  medical  service.  It  is  perfectly 
natural  that  this  should  have  happened  because 
particularly  in  the  field  of  preventive  medicine 
procedures  had  been  advocated  affecting  entire 
age  groups  of  the  population. 

The  average  physician  has  lent  his  voice  to  the 
propaganda  for  the  universal  acceptance  by  the 
public  of  all  so-called  public  health  measures,  such 
as  routine  supervision  of  infants  during  the  first 
two  years  of  life  and  periodic  examinations 
throughout  the  preschool  years ; a complete  physi- 
cal examination  upon  entering  school ; periodic 
examinations  during  school  life  and  thereafter,  at 
reasonable  intervals ; immunization  of  all  infants 
against  diphtheria  and  smallpo.x ; and  the  exam- 
ination at  regular  intervals  of  all  reacting  tubercu- 
losis contacts.  We  heartily  joined  with  the  public 
health  agencies,  the  life  insurance  companies, 
state,  city,  and  federal  health  departments,  in 
creating  a demand  on  the  part  of  the  public  for 
these  public  health  measures. 

The  private  practitioner  as  the  medical  adviser 
of  the  families  under  his  care  has  had  the  oj^por- 
tunity  to  render  his  patients  these  services.  With 
the  exception  of  the  pediatricians,  only  an  ex- 
tremely small  minority  of  physicians  has  made 
a conscientious  effort  to  “sell”  his  clientele  on  the 
desirability  of  having  their  own  physicians  aid 
them  in  preventing  disease.  The  rank  and  file 
of  the  profession  during  the  golden  years  of  nor- 
malcy were  either  too  busy  taking  care  of  the  sick 
to  bother  with  preventive  medicine,  or  charged 
fees  of  such  magnitude  that  the  patient  became 
encouraged  in  his  laissec  faire  attitude  toward  his 
health.  As  a result,  it  has  been  charged  that,  be- 
cause lack  of  interest  of  the  profession  in  public 
health  activities,  the  work  of  the  lay  groups  now 
engaged  in  rendering  these  services  has  never 
constituted  an  encroachment  upon  the  field  of  the 
practice  of  the  private  practitioner. 

The  medical  profession  has  been  signally  negli- 
gent in  the  creation  of  committees  to  whom  these 
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organizations  might  turn  for  guidance  or  through 
whom  a degree  of  supervision  might  have  been 
exercised.  The  personnel  of  these  groups  was 
for  the  most  part  women,  well  intentioned  and  in- 
telligent, who  set  as  their  goal  our  own  ideal,  ade- 
quate medical  care  for  everyone.  Each  agency 
determined  for  itself  the  eligibility  of  its  recipi- 
ents for  the  services  rendered  and,  until  the  pres- 
ent time,  it  was  assumed  that  the  physicians  assist- 
ing them  received  adequate  compensation  for  their 
services  through  contacts  made  and  experience 
gained.  Leading  members  of  the  profession,  usu- 
ally men  interested  in  the  branch  of  medical  prac- 
tice involved,  were  appointed  to  the  governing 
boards  and  looked  upon  as  advisers.  Bear  in 
mind,  we  can  have  nothing  but  respect  for  the 
idealism  and  honesty  of  those  who  have  in  the 
past  and  those  who  are  now  guiding  the  destinies 
of  every  agency  dispensing  medical  care.  In  our 
many  conversations  with  them  we  have  found 
them  willing  and  anxious  to  cooperate  with  us. 
We  have  never  before  sat  down  and  discussed 
our  problems  with  them  and  it  should  not  be  dif- 
ficult for  two  groups  having  the  same  ideals  to  ad- 
just their  differences  to  our  mutual  satisfaction. 

The  physician  feels  that,  while  he  is  in  entire 
agreement  with  the  principle  that  the  indigent 
should  receive  adequate  medical  care,  the  render- 
ing of  that  care  is  a community  responsibility, 
and,  further,  such  care  can  be  most  efficiently 
dispensed  to  large  groups  only  by  properly  quali- 
fied physicians  as  a result  of  careful  planning  and 
organization.  Nevertheless,  the  situation  remains 
one  in  which  a group  of  the  public  has  organized 
to  dispense  to  another  group  of  the  public  the 
stock  in  trade  of  a third  group.  That  third  group, 
the  medical  profession,  does  not  question  for  a 
moment  the  fact  that  there  is  a very  distinct  group 
of  recipients  who  are  entitled  by  every  law  of  hu- 
man justice  to  the  services  received.  They  do  feel 
that  physicians  are  deserving  of  the  confidence  of 
both  the  public  and  the  organizations  dispensing 
medical  service  to  the  degree  that  the  plan  which 
they  have  elaborated  after  two  years  of  study  be 
given  a fair  trial.  This  plan  which  we  may  call 
the  Portland  Plan  embodies  what  have  seemed  to 
be  the  most  meritorious  features  of  such  plans  as 
the  Cleveland  Plan,  the  Detroit  Plan,  the  Ala- 
meda County  Plan  and  others.  In  the  groping  for 
a new  and  better  world  which  is  going  on  in  all 
branches  of  human  endeavor,  every  attempt  made 
is  subject  to  the  need  for  repeated  modification  to 
bridge  the  gap  between  the  theoretical  and  the 
practical  application. 


THE  HISTORY  OE  THE  PORTLAND  PLAN 

In  1931  a committee  was  appointed  by  the  Ore- 
gon State  Medical  Society  to  investigate  the  free 
and  part-pay  clinics  of  the  state.  This  committee 
spent  a year  in  fact-finding  and  in  securing  data 
on  the  attitude  of  the  average  physician.  The  re- 
sults of  that  year’s  work  were  reported  at  the 
Klamath  Falls  meeting  of  the  society.  At  that 
time  it  was  decided  that  each  county  medical  so- 
ciety should  appoint  a committee  on  free  and  part- 
pay  medical  care,  the  chairman  of  each  committee 
becoming  automatically  a member  of  the  state 
committee.  The  state  committee  could  at  the  an- 
nual meeting  correlate  the  findings  of  the  local 
committees.  The  Portland  City  and  County  Medi- 
cal Society  appointed  a committee  consisting  of  a 
representative  of  each  specialty,  two  general  prac- 
titioners to  serve  with  a committee  of  three  ap- 
pointed by  the  Portland  District  Dental  Society. 
This  committee  became  known  as  the  Committee 
on  Clinic  and  Institutional  Medical  Care.  A plan 
which  has  resulted  from  their  deliberations  has 
been  approved  by  the  Portland  City  and  County 
Medical  Society  and  the  Planning  Commission 
and  Board  of  Directors  of  the  Community  Chest. 

The  plan  is,  briefly,  to  divide  the  city  into  a 
number  of  districts  (for  the  moment,  the  commit- 
tee has  adopted  the  district  boundaries  establish- 
ed by  the  County  Welfare  Bureau  which  were 
determined  by  the  case  load  or  needs  of  each 
area).  The  physicians  residing  in  each  district 
will  be  asked  to  cooperate  in  any  phase  of  medical 
service  of  special  interest  to  them,  now  rendered 
by  social  agencies,  such  as  general  diagnosis  and 
treatment,  infant  care,  preventive  medicine  (diph- 
theria immunization,  smallpox  vaccination  and 
routine  periodic  physical  examinations),  tubercu- 
losis, case  finding,  etc.  These  doctors  will  be  ex- 
pected to  establish  district  organizations  meeting 
at  regular  intervals.  To  these  meetings  speakers 
will  be  sent  by  the  medical  society  to  aid  in  stand- 
ardizing methods  of  policy  and  uniformity  of 
medical  procedure.  In  a sense,  this  will  amount 
to  postgraduate  study  of  the  phases  of  the  work 
selected  and  attendance  at  such  time  will  be  ob- 
ligatory. The  physicians  volunteering  their  serv- 
ices will  assume  to  a degree  the  responsibility  of 
the  rendering  of  medical  care  to  the  people  of 
their  districts.  A close  cooperation  will  be  estab- 
lished with  the  city  and  state  health  departments 
and  the  cooperative  physicians  will  assume  the 
function  of  deputy  health  officers.  An  effort  will 
thus  be  made  to  reestablish  the  private  practi- 
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tioner  as  the  fountainhead  of  medical  service  for 
his  own  community. 

The  social  agencies  will  always  play  a prom- 
inent role  in  the  health  life  of  the  community. 
Our  plan  calls  for  close  cooperation  with  them 
and  this  can  only  be  achieved  through  mutual  con- 
fidence in  the  motives  activating  both.  There  ap- 
peared to  be  only  one  way  in  which  confidence  in 
the  social  agency  could  be  established  in  the  mind 
of  the  average  physician  and  that  was  for  the 
medical  society  to  promulgate  a list  of  “essentials” 
of  what  should  constitute  an  “Approved  Clinic” 
and  behind  the  clinic  the  sponsoring  organization. 

A copy  of  these  essentials  will  be  found  at  the 
close  of  this  paper.  It  is  desired  that  these  be 
read  carefully  and  that  any  suggestions  for  im- 
provement be  communicated  to  the  committee  at 
once.  These  “Essentials  of  an  Approved  Clinic” 
have  been  modified,  following  conferences  with 
representatives  of  the  various  social  agencies,  and 
doubtless  will  require  further  changes. 

Based  upon  the  material  embodied  in  the  es- 
sentials, a questionnaire  was  prepared  and  submit- 
ted to  each  agency  rendering  free  medical  service. 
As  yet  the  matter  of  approval  of  no  agency  has 
been  considered,  only  two  questionnaires  having 
been  returned.  The  reason  for  this  paucity  of  re- 
turns is  that  all  of  the  agencies  have  a number  of 
matters  which  they  wish  to  discuss  with  the  com- 
mittee. Vexatious  problems  will  disappear  in 
the  light  of  the  spirit  of  cooperation  and  under- 
standing which  is  rapidly  developing. 

The  information  derived  from  these  question- 
naires will  be  used  in  the  compilation  of  a “Reg- 
ister of  Approved  Clinics  and  Institutions.” 
When  completed,  a copy  of  this  register  will  be 
supplied  to  each  physician  for  use  in  referring 
patients.  It  will  embody  such  information  as  to 
where  and  when  the  clinics  meet,  what  the  eligi- 
bility requirements  are,  admission  fees  charged, 
scope  of  activities,  etc.  Every  member  of  the 
society  will  have  at  his  finger  tips  complete  data 
on  all  approved  clinics  (and,  later,  medical  insti- 
tutional facilities  of  the  community).  It  is  our 
sincere  hope  that  the  differences  which  arise  in 
the  matter  of  approval  will  all  be  amicably  ad- 
justed so  that  every  existing  clinic  may  appear 
in  the  register.  When  approved,  an  agency  will 
be  issued  an  annual  “Certificate  of  Approval” 
which  may  be  displayed  in  clinics  conducted  by 
that  organization. 

One  of  the  most  difficult  problems  to  be  solved 
is  the  question  of  the  routine  of  referring  cases. 
Much  thought  must  still  be  given  to  this  question. 


Each  phase  of  medical  service,  such  as  the  activi- 
ties of  the  Out-patient  Department  of  the  Uni- 
versity of  Oregon  Medical  School,  the  Infant 
Welfare  Clinics  of  the  Visiting  Nurses  Associa- 
tion, the  Helen  Kelly  Manley  Community  Center, 
the  Parents  Educational  Bureau,  the  School 
Division  of  the  Board  of  Health,  the  Medical 
Clinic  of  the  Dental  College,  present  variations 
peculiar  to  the  services  rendered. 

The  By-Laws  of  the  Portland  City  and  County 
Medical  Society  have  been  amended  to  give  the 
Board  of  Censors  power  to  discipline  any  member 
who  affiliates  himself  with  any  nonapproved 
clinic  or  organization.  The  question  of  compen- 
sation for  the  time  taken  from  private  practice 
and  the  cost  of  transportation  incurred  as  a result 
of  participation  in  a clinic  can  be  satisfactorily 
adjudicated. 

The  economic  stress  to  which  the  average 
physician  has  been  subjected  has  resulted  in 
frayed  nerves  and  a hypercritical  attitude  toward 
all  persons  and  organizations  engaged  in  any  ac- 
tivity in  apparent  competition  with  private  medi- 
cal practice.  Remember  that  social  agencies  are 
playing  a major  role  in  supplying  medical  care  to 
the  innocent  victims  of  our  chaotic  economic  state. 
Neither  the  people  nor  the  government  will  coun- 
tenance any  but  constructive  changes.  Cool  judg- 
ment and  unselfish  motives  can  guide  this  plan 
to  full  fruition;  hasty  decision  and  hot  heads  will 
give  the  plan  feet  of  clay. 

The  committee  appointed  for  the  coming  year 
will  have  much  work  to  do.  If  each  member 
could  feel  that  he  has  behind  him  the  whole- 
hearted support  of  the  speciali.sts  or  practitioners 
whose  representative  he  is,  and  if  each  physician 
would  carry  to  his  representative  on  the  commit- 
tee the  results  of  his  own  deliberations  on  the 
subject,  the  task  could  be  made  much  easier.  The 
essence  of  this  effort  for  a better  understanding 
between  the  physician  and  the  organizations  ren- 
dering free  medical  care  seems  to  be,  “to  every- 
one according  to  his  medical  needs;  from  evcry- 
one  according  to  his  ability  to  pay.” 

ESSENTIALS  OE  AN  APPROVED  CLINIC  OF 
PORTLAND  CITY  AND  COUNTY 
MEDICAL  SOCIETY 

Formulated  by  the  Committee  on  Clinical  and  Insti- 
tutional Medical  Care  and  approved  by  the  Council, 
-\pril  18,  1933. 

Section  1.  general  statement  of  policy 

The  Portland  City  and  County  Medical  Society  recog- 
nizes its  obligation  to  cooperate  with  governmental  and 
voluntary  health  agencies  to  the  end  that  the  benefits 
of  scientific  medical  care  be  made  available  to  all 
classes  of  the  community  in  accordance  with  their 
needs.  The  basic  medical  service  of  the  community  is 
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rendered  by  the  physician  in  his  private  practice.  Other 
means  of  supplying  the  medical  needs  of  special  classes 
in  the  community  have  developed  in  the  form  of  clinics 
conducted  by  various  social  agencies. 

The  Portland  City  and  County  Medical  Society  de- 
sires to  cooperate  with  these  agencies  so  that  clinics 
may  be  conducted  with  the  greatest  efficiency  and  fair- 
ness to  all.  To  accomplish  this  end  it  is  desirable  that 
certain  definite  principles  be  formulated,  upon  which 
cooperation  between  the  Society  and  the  various  agen- 
cies shall  be  based.  The  “essentials”  or  principles  here- 
inafter set  forth  are  designed  to  serve  as  standards  for 
clinics  which  desire  the  official  approval  and  cooperation 
of  the  Society.  An  agency  seeking  admission  to  the 
Society’s  Register  of  Approved  Clinics  should  therefore 
meet  the  following  requirements. 

Section  II.  definition  of  a "clinic” 

As  used  in  these  standards,  a clinic  is  hereby  defined 
to  mean  any  organization  furnishing  ambulatory  diag- 
nosis and/or  treatment  for  preventive  or  curative  pur- 
poses, or  carrying  on  health  education  w'ork  for  per- 
sons on  any  basis  other  than  that  w'hich  is  supplied 
directly  by  a private  physician  or  group  of  physicians. 
The  term,  “clinic,”  as  used  in  these  “essentials,”  does 
not  include  groups  of  physicians  associated  together 
in  the  private  practice  of  medicine. 

Section  III.  types  of  clinics  eligible  for  approval 

The  following  types  of  clinics  are  eligible  for  ap- 
proval, it  being  understood  that  a single  clinic  may 
supply  one  or  more  kinds  of  service. 

1.  Therapeutic — a clinic  which  provides  treatment  for 
one  or  more  diseases  or  defects. 

2.  Preventive — a clinic  which  applies  measures  for 
the  prevention  of  one  or  more  diseases  or  defects. 

3.  Educational — a clinic  which  aims  to  supply  infor- 
mation to  lay  persons  concerning  measures  for  the  pre- 
vention and/or  treatment  of  one  or  more  diseases  or 
defects,  but  does  not  provide  diagnosis  and/or  treatment. 

4.  Teaching — a clinic  whose  primary  purpose  is  to 
supply  instruction  to  undergraduates  and/or  graduates 
in  medicine  or  the  allied  arts  by  means  of  demonstra- 
tions in  the  presence  of  the  sick.  Teaching  clinics  shall 
limit  their  activities  to  supplying  sufficient  clinical 
material  for  the  purpose  of  instructing  students. 

5.  Diagnostic — a clinic  which  provides  diagnostic  ser- 
vice for  one  or  more  diseases  or  defects,  but  does  not 
supply  treatment  for  the  same. 

Section  IV.  location  and  necessity 

A clinic  so  far  as  possible  should  be  so  located  as  to 
fulfill  some  definite  need  of  the  entire  community  or 
some  particular  district.  It  is  recognized  that  the  loca- 
tion of  facilities  already  in  existence  may  for  reasons 
of  economy  and  efficiency  determine  the  location  of 
some  types  of  clinic  service.  Agencies  contemplating 
the  establishment  of  new  or  additional  clinic  facilities 
shall  present  their  plans  to  the  Society  which  shall 
carefully  consider  the  necessity  for  the  new  facilities  in 
the  light  of  a comprehensive  knowledge  of  existing  fa- 
cilities and  needs. 

Section  V.  EQUIPMENT 

A clinic  shall  be  so  equipped  that  the  various  types 
of  diagnosis  and  treatment  proposed  to  be  provided  shall 
be  supplied  in  conformity  to  the  recognized  standards 
of  scientific  medicine. 

Section  VI.  personnel 

1.  Medical  service  shall  be  rendered  by  one  or  more 
properly  qualified  physicians  who  are  members  in  good 
standing  of  the  Portland  City  and  County  Medical  So- 
ciety, who  have  been  assigned  for  service  in  the  clinic 
by  the  Society,  except  that  clinics  conducted  by  Class 
“A”  medical  schools  or  hospitals  on  the  Society’s 
Register  of  Approved  Institutions  may  maintain  on  their 
staffs  one  or  more  duly  qualified  graduates  in  medicine, 
who  are  eligible  for  membership,  but  who  have  not 
affiliated  with  the  Society  because  they  are  still  pur- 
suing their  medical  education  or  are  newly  resident  in 
the  community. 

2.  Special  diagnostic  and  therapeutic  services  for  ap- 
proved clinics  shall  be  rendered  by  properly  qualified 
physicians  who  are  memliers  in  good  standing  of  the 
Portland  City  and  County  Medical  Society,  except  that 


approved  clinics  may  provide  their  own  clinical  laborat- 
tory,  pathologic,  or  roentgenologic  service,  provided 
such  services  are  supplied  in  conformity  to  the  recog- 
nized standards  of  scientific  medicine. 

Section  VII.  principles  governing  admission  to 
approved  clinics 

1.  Social  agency  workers  or  other  individuals  desir- 
ing to  arrange  for  medical  care  under  this  plan  shall 
refer  all  persons  who  at  the  time  of  such  reference 
appear  financially  able  to  pay  any  proportion,  however 
small,  of  the  cost  of  needed  medical  care,  as  well  as 
such  persons  as  may  have  such  ability  at  some  future 
time,  to  a neighborhood  or  other  physician  selected  by 
the  patient  from  a list  supplied  by  the  Society.  The 
Society  shall  compile  lists  of  physicians  who  are  willing 
to  cooperate  in  this  plan.  These  lists,  together  with  the 
names,  addresses,  telephone  numbers,  specialties  and 
office  hours,  shall  be  supplied  to  all  cooperating  social 
agencies. 

2.  These  principles  shall  be  applied  to  new'  admissions 
only,  i.e , cases  not  under  treatment  by  clinics  at  the 
time  this  plan  is  inaugurated,  and  they  shall  not  be 
applied  to  emergency  cases  requiring  immediate  medical 
care. 

Section  VIII.  A. 

ROUTINE  OF  HANDLING  CASES— GENERAL 

1.  The  Society  shall  supply  to  the  workers  of  all 
cooperating  social  agencies  a conveniently  sized  pad 
of  forms  in  triplicate  with  carbons  to  be  used  as  referral 
slips.  The  slips  shall  contain  place  or  the  name  and 
address  of  the  patient,  the  name  and  address  of  the 
physician  to  whom  the  case  is  referred,  the  name  and 
address  of  the  agency  and  of  the  worker  making  the 
reference.  At  the  bottom  of  the  slip  shall  be  space  to 
be  filled  out  by  the  physician  if  he  does  not  keep  the 
patient,  but  refers  him  to  a clinic,  including  place  for 
the  name  and  address  of  the  clinic  and  the  name  and 
address  of  the  physician  making  the  reference. 

2.  The  worker  shall  give  the  patient  one  slip  to  take 
to  the  physician;  shall  send  to  the  Society  the  second 
slip ; shall  keep  on  file  with  the  agency  the  third  slip. 
.\n  individual  number  shall  be  printed  on  each  set  of 
slips  for  identification  purposes  and,  if  possible,  agencies 
referring  the  larger  groups  shall  have  distinct  colors 
for  easy  identification  in  filing. 

3.  The  patient  shall  take  the  slip  to  the  doctor  who 
shall  then  proceed  as  follows : 

a.  He  shall  treat  the  patient  for  such  fee  as  he  and 
the  patient  agree  is  fair;  or 

b.  He  shall  treat  the  patient  free  or  on  a deferred 
payment  basis;  or 

c.  He  shall  refer  the  patient  to  an  approved  clinic, 
(filling  out  the  spaces  at  the  bottom  of  the  slip  and 
giving  it  back  to  the  patient  to  take  to  the  clinic).  The 
Society  shall  supply  each  of  its  members  with  a copy 
of  the  Register  of  Approved  Clinics  in  order  to  facilitate 
the  reference  of  worthy  patients  to  the  proper  approved 
clinic.  It  is  understood,  however,  that  the  presentation 
of  a slip  signed  by  a physician  will  not  ensure  admission 
to  an  approved  clinic,  as  each  clinic  reserves  the  priv- 
ilege of  applying  its  customary  standards  of  eligibility. 

4.  Clinics  receiving  patients  with  slips  shall  send 
these  slips  to  the  Society  for  filing  with  the  correspond- 
ing slip  mailed  in  by  the  referring  agency. 

5.  Clinics  providing  preventive,  educational  or  diag- 
nostic service,  in  which  the  routine  outlined  in  subsec- 
tions a,  b,  and  c cannot  be  conveniently  applied,  shall, 
however,  when  defects  are  found,  refer  the  patient  to  his 
private  physician  or  to  a physician  selected  by  the 
patient  from  a list  supplied  by  the  Society.  The  physi- 
cian shall  then  follow  the  routine  provided  in  subsection 
c.  If,  in  the  future,  diagnostic  service  is  provided  by 
clinics  for  patients  of  private  physicians,  referred  spe- 
cifically by  the  physician  for  the  application  of  special 
diagnostic  procedures,  every  effort  shall  be  rnade  to 
preserve  inviclate  the  relation  between  physician  and 
patient.  .All  reports  shall  be  made  to  the  physician  who 
referred  the  patient  and  upon  the  completion  of  the 
special  diaenos'ic  service  the  patient  shall  be  referred 
back  to  his  physician  for  the  interpretation  of  the 
diagnosis  and  for  further  care.  The  adoption  of  the 
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plans  outlined  herein  is  not  to  be  construed  as  rneaning 
that  physicians  may  refer  private  patients  indiscrim- 
ately  to  approved  clinics  for  diagnostic  or  other  services 
provided  by  these  clinics. 

Section  VIII.  B.  routine  of  handling  cases  requiring 

SPECIAL  DIAGNOSTIC  OR  THERAPEUTIC  SERVICE 

1.  Patients  receiving  care  from  private  physicians  un- 
der the  provisions  of  Subsection  3,  a ; or  3,  b ; of  Sec- 
tion VIII,  who,  in  the  judgment  of  the  physician,  re- 
quire special  diagnostic  or  therapeutic  services  not 
provided  by  him,  shall  be  referred  by  the  physician  to 
a cooperating  physician  specializing  in  the  proper  branch 
of  practice.  All  reference  of  such  cases  for  special 
services  shall  be  made  by  a cooperating  physician  who 
shall  use  the  standard  referral  slip  for  this  purpose. 
These  provisions  shall  apply  particularly  to  patients  re- 
quiring clinical,  laboratory,  pathologic  or  roentgenologic 
service.  These  provisions  are  not  to  be  construed  as 
meaning  that  cooperating  physicians  may  refer  indis- 
criminately patients,  under  their  care  in  accordance 
with  this  plan,  to  cooperating  specialists  for  special 
diagnostic  or  therapeutic  procedures.  The  need  for 
special  procedures,  particularly  those  entailing  clinical 
laboratory  or  roentgenologic  routine,  should  be  clearly 
apparent  before  the  cooperating  physician  refers  the 
patient  to  a cooperating  specialist. 

2.  The  patient  shall  take  the  referral  slip  received 
from  the  physician  to  the  cooperating  bacteriologist, 
pathologist,  roentgenologist  or  other  specialist,  who  shall 
then  proceed  to  care  for  the  patient  under  the  same 
conditions  provided  in  Subsections  3,  a ; 3,  b ; and  3,  c,  of 
Section  VIII  A,  for  care  by  private  physicians  generally. 

Section  IX.  clinic  fees 

Nominal  admission  and  visit  fees  may  be  charged  by 
aprpoved  clinics  to  aid  in  defraying  the  actual  operating 
expenses  of  the  clinic.  Additional  charges  may  also  be 
made  to  cover  part  or  all  of  the  actual  cost  of  materials 
used  in  carrying  out  any  special  diagnostic  or  thera- 
peutic procedures,  such  as  roentgen  films,  drugs,  etc.  No 
fee  intended  to  represent  part  or  all  of  the  value  of 
actual  professional  service  shall  be  charged. 

Section  X.  reimbursement  of  physicians 
Clinics,  the  lay  personnel  of  which  are  salaried  work- 
ers, shall  reimburse  the  physician,  at  least  in  part,  for 
the  loss  sustained  by  reason  of  his  absence  from  his 
practice  with  the  attendant  expense  incurred  by  him  in 
serving  the  clinic.  Clinics  utilizing  the  services  of  phy- 
sicians in  providing  special  diagnostic  and  therapeutic 
services,  particularly  clinical  laboratory,  pathologic,  or 
roentgenologic  service,  shall  also  reimburse  such  physi- 
cians for  the  actual  expense  incurred  in  cases  where 
patients  are  unable  to  reimburse  the  physician  even  for 
these  necessities. 

Section  XL  central  committee 
The  Society’s  Committee  on  Clinic  and  Institutional 
Medical  Care,  assisted  by  representatives  of  the  major 
agencies  involved,  shall  serve  as  a central  committee  to 
handle  all  “traffic”  and  other  problems  which  may 
arise  from  time  to  time.  This  committee  shall  also 
consider  individual  problems  presented  by  the  social 
worker,  the  patient  and  the  physician,  and  recommend 
modification  of  principles  and  procedure  if  the  need 
demands. 

Section  XII.  register  of  approved  clinics 
The  Society  shall  compile  a list  of  clinics  complying 
with  these  “essentials”  to  be  known  as  the  Register  of 
Approved  Clinics,  which  shall  contain  full  information 
concerning  the  location,  hours,  fees,  types  of  service 
provided,  and  such  other  facts  regarding  the  various 
approved  clinics  as  are  pertinent.  The  Register  shall 
be  considered  as  an  official  guide  by  members  of  the 
Society  in  referring  worthy  patients  to  the  proper  ap- 
proved clinic. 

Section  XIII.  issuance  of  certificate  of  approval 
Clinics  fulfilling  these  “essentials”  shall  receive  a 
certificate  of  approval  from  the  Society  which  shall 
remain  in  effect  during  the  calendar  j^ear  of  its  issuance 
and  shall  be  renewable  annually,  at  the  beginning  of 
each  calendar  year  thereafter,  so  long  as  the  clinic  con- 
tinues to  meet  these  requirements.  This  certificate 


shall  be  displayed  in  a prominent  place  in  the  quarters 
in  which  the  clinic  is  conducted. 

Section  XIV.  acceptance  of  approval  by  sooal 
agencies 

When  a clinic  for  which  approval  is  sought  by  a 
social  agency  is  approved  by  the  Society,  the  sponsoring 
agency  shall  submit  a written  statement  acknowledging 
admission  to  the  Register  of  Approved  Clinics  and  agree- 
ing to  abide  by  the  “essentials” ; and  further  agreeing 
to  consult  from  time  to  time  with  the  Society’s  Com- 
mittee on  Clinical  Institutional  Medical  Care  concern- 
ing the  conduct  of  the  clinic  with  particular  reference 
to  any  proposed  changes  in  policy  or  extension  of  clini- 
cal services  or  faculties. 

Section  XV.  filing  of  annual  reports 

Each  agency  conducting  an  approved  clinic  shall, 
within  a reasonable  time  following  the  close  of  its  fiscal 
year,  file  with  the  Society  a copy  of  its  annual  report. 
The  annual  report  shall  provide  detailed  information 
concerning:  (1)  the  number  of  new  admissions;  (2)  the 
number  of  patients  treated;  (3)  the  total  number  of 
clinic  visits;  '(4)  the  number  of  workers  employed  other 
than  physicians,  and  the  amount  of  time  worked  and 
the  amounts  paid  to  each  worker;  (5)  the  number  of 
hours  of  service  contributed  by  physicians;  and  (6) 
such  other  pertinent  information  as  will  give  a com- 
prehensive view  of  the  clinic’s  operations.  At  the  re- 
quest of  the  Society’s  Committee  on  Clinic  and  Institu- 
tional Medical  Care  each  agency  shall  also  supply  to 
the  committee  from  time  to  time  such  additional  infor- 
mation as  is  necessary  to  keep  the  committee  fully  in- 
formed as  to  the  clinical  facilities  and  needs  of  the 
community. 

ROUTINE  for  using  REFERRAL  SLIPS 

1.  Social  worker  fills  out  three  copies — original  to 
patient  who  takes  same  to  cooperating  physician — physi- 
cian retains  same,  or  if  he  sends  patient  on  to  clinic, 
patient  takes  same  there.  Qinic  in  turn  sends  original 
to  Portland  _ City  and  County  Medical  Society,  indicat- 
ing patient  is  under  treatment. 

2.  Social  worker  sends  duplicate  to  Portland  City 
and  County  Medical  Society. 

3.  Social  worker  files  triplicate  with  her  agency. 

4.  Portland  City  and  County  Medical  Society  corre- 
lates original  and  duplicate  referral  slips  to  ensure 
patients  are  receiving  medical  care  as  arranged. 

5.  When  original  and  duplicate  referral  slips  do  not 
“match  up”  in  office  of  Portland  City  and  County  Medi- 
cal Siciety,  indicating  that  patient  is  not  receiving  medi- 
cal care,  district  social  worker  is  immediately  notified 
by  Society  to  check  up  and  urge  patient  to  obtain 
medical  care  as  originally  arranged. 

6.  _ This  plan  does  not  apply  to  emergency  cases  re- 
quiring immediate  medical  attention. 


Health  Hazard  of  Amebic  Dysentery  : Report  of 
AN  Outbreak.  Herman  N.  Bundesen,  Isaac  D.  Rawl- 
ings and  William  I.  Fishbein,  Chicago  (Journal  A.  M. 
A.,  Nov.  18,  1933),  report  an  outbreak  of  amebic  dysen- 
tery among  employees  and  guests  of  several  hotels  and 
eating  establishments  in  Chicago  which  became  manifest 
in  August.  The  great  majority  of  the  persons  patroniz- 
ing the  hotels  were  nonresidents  of  Chicago.  Frequently, 
those  infected  had  returned  to  their  homes  before  symp- 
toms became  apparent.  A questionnaire  was  sent  to  the 
out-of-town  guests  of  the  hotel  chiefly  concerned.  Of 
22,000  questionnaires  sent,  approximately  3,490  replies 
have  been  received,  among  which  180  persons  reported 
illnesses.  Of  these,  sixty-nine  were  positively  diagnosed 
as  having  amebic  dysentery,  twenty-three  others  were 
reported  as  suspected  of  having  amebic  dysentery,  and 
eighty-eight  were  reported  as  having  disorders  other 
than  amebic  dysentery.  Among  the  disorders  listed 
were  ulcerative  colitis,  mucous  colitis  and  appendicitis. 
The  authors  present  a table  that  shows  the  number  of 
cases  occurring  in  various  cities  in  which  a diagnosis 
was  definitely  made  by  laboratory  methods.  All  these 
persons  gave  a history  of  having  eaten  at  the  hotels  and 
later  developing  amebic  dysentery. 
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EXPERIMENTS  IN  HOSPITAL 
INSURANCE* 

Mr.  R.  W.  Nelson 
President,  Oregon  Council  of  Hospitals 
PORTLAND,  ORE. 

The  idea  of  medical  insurance  is  not  a new 
one.  There  are  some  evidences  that  it  occurred 
to  the  business  men  of  old  Cathay  some  time 
about  the  dawn  of  the  Christian  era,  and  it  pre- 
vails yet  to  some  degree  in  China.  You  have 
doubtless  heard  of  the  Chinese  plan,  whereby  the 
doctor  is  paid  to  keep  his  patient  well,  and  his 
pay  stops  if  the  patient  gets  sick.  This  is  an 
outgrowth  of  the  principle  to  which  we  are  turn- 
ing our  attention. 

There  are  two  ways  of  purchasing  medical 
care.  The  first  is  through  direct  payment  by  or 
on  behalf  of  the  patient  to  the  medical  practi- 
tioner rendering  the  service.  The  second  is 
through  insurance  or,  in  other  words,  through 
the  plan  of  fixed  periodic  payment  which  is  de- 
signed to  provide  such  care  if  or  when  required. 

Insurance,  as  applied  to  industrial  injury  and 
to  some  extent  to  occupational  diseases,  is  prac- 
tically compulsory  in  all  modern  industrialized 
countries.  The  cost  of  such  insurance  is  gener- 
ally met  by  the  employer,  on  the  theory  that  in- 
dustry should  bear  the  burden  of  accidents  aris- 
ing from  its  own  hazards.  All  the  states  of  the 
American  Union,  except  Arkansas,  Florida,  Mis- 
sissippi and  South  Carolina,  have  workmen’s 
compensation  laws.  This  form  of  insurance,  how- 
ever, covers  only  accidental  injury  or  disease 
attributable  to  the  patient’s  occupation,  and  only 
to  such  injury  or  disease  contracted  while  at 
work. 

Insurance  against  illness  in  nearly  all  European 
countries  is  compulsory.  A review  of  the  various 
plans  in  effect  would  take  more  time  than  we 
have  at  our  disposal,  and  cannot  be  further  dis- 
cussed in  this  brief  paper.  None  of  them,  how- 
ever, have  proven  entirely  satisfactory  to  the 
patient  or  to  the  medical  practitioner.  They  range 
all  the  way  from  state  medicine  pure  and  simple, 
to  plans  that  very  much  resemble  the  so-called 
hospital  associations  that  operate  in  Oregon  and 
Washington. 

Up  to  this  time  in  the  United  States  insurance 
has  been  applied  to  the  purchase  of  medical  care 
only  to  a very  limited  degree.  Probably  consid- 
erably less  than  two  per  cent  of  our  population 
today  is  covered  by  the  provisions  of  voluntary 
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hospital  and  medical  insurance.  The  only  con- 
siderable groups,  that  to  the  present  time  have 
received  care  under  the  plan  of  fixed  periodic 
payment,  are  found  in  the  mining,  lumber  and 
railroad  industries.  In  these  the  plan  has  de- 
veloped largely  due  to  the  isolation  of  the  com- 
munities in  which  the  workers  and  their  families 
live. 

The  fixed  periodic  payment  is  handled  uni- 
versally on  the  payroll  deduction  plan,  whereby 
the  employer  deducts  from  the  worker’s  pay  a 
fixed  amount  to  provide  medical  care.  The  fund 
so  created  is  in  some  instances  administered  di- 
rectly by  the  employer,  but  in  many  cases  it  is 
paid  over  to  a medical  contractor  who  agrees  with 
the  employer  to  provide  the  workers  with  neces- 
sary medical  care  and  hospitalization.  At  the 
time  of  the  last  Federal  census,  in  1930,  approxi- 
mately 540,000  persons  were  insured  under  this 
plan  in  the  mining  and  lumber  industries  of  the 
United  States. 

In  the  railroad  industry,  the  workers  in  which 
are  not  covered  by  the  workmen’s  compensation 
laws  on  account  of  the  interstate  nature  of  their 
work,  there  have  been  for  many  years  employees’ 
associations.  These  derive  their  funds  from  auto- 
matic payroll  deductions.  The  railways  or  the 
employee  associations  in  most  instances  own  their 
own  hospitals  and  quite  generally  employ  their 
own  physicians.  In  1930  some  530,000  persons 
were  insured  under  the  railway  employees’  asso- 
ciations. Other  plans  that  have  been  introduced 
to  provide  for  medical  care  under  the  plan  of 
fixed  periodic  payment  include  private  group 
clinics,  community  health  associations,  and  com- 
munity hospitals  which  have  been  in  recent  years 
experimenting  with  the  plan  of  offering  this 
type  of  service. 

The  plan  that  has  reached  the  greatest  prom- 
inence in  the  states  of  Washington  and  Oregon, 
and  particularly  in  the  lumber-producing  areas, 
is  that  of  the  fixed  periodic  payment  deduction 
from  payroll,  working  through  a medical  con- 
tractor. These  contractors  are  for  the  most  part 
corporations  organized  by  hard-headed  business 
men  (laymen)  for  profit.  They  employ  physi- 
cians on  a salary  basis,  and  in  most  instances  do 
not  operate  their  own  hospitals  but  have  contract 
arrangements  with  community  and  private  hos- 
pitals for  the  care  of  their  patients.  Recently  in 
the  Northwest  several  groups  of  physicians  have 
interested  themselves  in  this  type  of  practice  and 
have  organized  corporations  for  the  purpose  of 
engaging  in  contract  work. 
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This  plan  for  providing  medical  care  has  be- 
come prominent  in  the  Pacific  Northwest  for 
two  general  underlying  reasons.  First,  the  lum- 
ber industry,  particularly,  has  large  employee 
groups  who  are  in  isolated  regions  where  the 
private  practitioner  of  medicine  is  not  readily 
available ; second,  the  cost  of  medical  care,  falling 
on  the  wage  earner  individually  during  long 
periods  of  irregular  employment  and  low  wages, 
has  proven  prohibitive.  How  has  the  plan  worked 
out  this  far,  as  compared  with  the  established 
plan  of  private  practice?  I believe  that  hospital 
administrators  are  in  a position  to  answer  this 
question  from  personal  observation  and  without 
prejudice. 

The  plan,  as  worked  out  by  the  so-called  hos- 
pital associations  or  more  accurately  the  medical 
contractors,  is  better  than  nothing  certainly,  and 
nothing  was  what  was  formerly  available  to  many 
workers  in  industry.  It  is  probably  the  best  sub- 
stitute that  has  yet  been  devised  for  the  medical 
practitioner  in  private  practice.  But  it  is  never- 
theless a substitute  and  an  inferior  one. 

Contract  practice  of  medicine  has  been  prof- 
itable to  the  corporations  and  laymen  engaged  in 
it  because  they  have  capitalized  the  charitable 
nature  of  the  community  and  church  hospitals. 
The  hospitals  have  established  low  rates  in  wards 
in  an  attempt  to  make  their  services  available  to 
the  sick  poor  of  their  communities.  The  rates 
so  established  have  not  covered  the  cost  of  ser- 
vice, but  were  designed  to  be  a contribution  on 
the  part  of  the  hospitals  to  the  welfare  of  the 
community.  It  was  designed  originally  that  the 
deficit  created  in  the  care  of  these  ward  patients 
should  be  made  up  through  community  contribu- 
tions, and,  failing  this,  through  fixing  rates  above 
cost  for  the  patient  in  the  private  room.  It  has 
worked  out  that  the  deficit  has  either  not  been 
met  or  the  private  room  patient  has  paid  it. 

Some  hospitals  have  even  gone  farther  than  to 
make  their  low  semicharitable  ward  rates  avail- 
able to  the  medical  contractors,  and  have  per- 
mitted these  to  dictate  even  lower  rates  to  their 
patients.  The  natural  and  inevitable  result  has 
been  to  make  hospital  services  to  the  private  pa- 
tient cost  him  more,  for  it  is  plain  to  anyone 
that,  if  the  hospital  is  to  continue  in  operation 
and  must  operate  on  its  patient  income,  that  in- 
come must  come  from  somewhere. 

Thus  there  has  grown  up  in  the  hospitals  a 
favored  class  of  patients,  to  whom  services  are 
rendered  at  perhaps  one-half  the  rates  charged 
those  patients  who  are  under  the  care  of  the  pri- 


vate physician.  And  this  favored  class  is  to  a 
large  extent  not  the  sick  poor  for  whom  low 
rates  were  established,  but  they  are  largely  those 
patients  who  are  under  one  or  another  of  the  in- 
surance plans  herein  outlined. 

What  I have  said  in  this  connection  is  not  in- 
tended as  a criticism  of  the  hospitals,  except  as 
it  may  be  considered  a constructive  criticism.  I 
believe  we  will  actually  get  somewhere  in  coop- 
erative effort,  however,  when  we  deal  plainly 
with  the  actual  facts,  and  do  not  spend  our  time 
in  a mutual  admiration  session.  The  fact  is, 
most  of  the  hospitals  are  not  directed  by  keen 
minded  business  men,  and  it  is  probably  a good 
thing  that  they  are  not.  The  directorate  of  our 
largest  and  finest  hospitals  is  in  the  hands  of  peo- 
ple whose  one  desire  is  to  offer  their  services 
in  the  aid  of  every  class  of  sick  and  injured,  and 
it  is  easy  to  "put  one  over”  on  a person  or  group 
of  persons  in  that  frame  of  mind. 

Nevertheless,  the  outgrowth  of  the  contract 
system  of  medical  practice  has  developed  in  this 
part  of  the  world  to  a point  where  we  have  defi- 
nitely a condition,  in  which  the  contractor  and 
the  insurer  receive  consideration  at  the  hands 
of  the  charitable  hospitals,  which  is  denied  to 
the  patient,  and  an  unfair  condition  is  thus  thrust 
upon  the  physician  who  is  not  in  contract  practice 
and  upon  his  patient.  It  is  obvious  that  a hospital 
should  play  no  favorites,  and  a rate  given  to  one 
group  should  be  available  to  all  groups  or  indi- 
viduals. Otherwise,  it  develops  that  the  hospi- 
tal is  placed  in  the  position  of  subsidizing  a lay 
organization  which  is  engaged  in  exploiting  the 
medical  profession.  I do  not  have  exact  figures 
available,  but  in  my  opinion  the  amount  made  by 
these  lay  organizations  at  the  expense  of  the 
charitable  hospitals,  and  indirectly  to  the  detri- 
ment of  the  medical  profession,  represents  proba- 
bly all  the  profit  that  the  medical  contractors 
make  in  their  business. 

If  it  is  not  presuming  too  much,  I would  like 
to  offer  a formula  for  the  consideration  of  the 
medical  profession  which  I believe  will  go  far 
toward  correcting  the  situation  herein  described. 
It  will  not  work  in  a day,  but  if  persisted  in,  I 
feel  sure  will  produce  results  within  a reasonable 
time.  If  every  doctor  engaged  in  private  prac- 
tice will  simply  demand  of  his  hospital  that  his 
private  patients  receive  the  same  financial  con- 
sideration that  is  given  any  other  group,  and  will 
give  enough  attention  to  it  to  see  that  his  patient 
does  get  that  consideration,  it  will  not  take  long 
to  end  the  discrimination  against  the  private  pa- 
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tient.  No  hospital  can  exist  and  render  neces- 
sary service,  if  all  patients  pay  only  the  rates 
now  being  paid  by  the  insurers  and  contractors. 

Hospital  administrators,  from  their  neutral 
viewpoint,  feel  that  the  private  practice  of  medi- 
cine is  the  most  ideal  plan  yet  devised,  in  that  it 
more  nearly  insures  to  the  patient  the  highest 
type  of  medical  care.  Under  any  other  plan  a 
third  party,  usually  without  medical  knowledge, 
is  interposed  between  the  doctor  and  the  patient, 
and  his  interest  is  financial  only.  Under  any  in- 
surance plan  the  layman,  with  a financial  interest 
to  see  that  the  patient  receives  no  more  than  can 
be  avoided,  will  always  be  a deterring  influence 
in  any  attempt  to  reach  the  highest  ideals  of  medi- 
cal practice.  Doctors  and  hospitals  exist  for  one 
purpose  and  one  alone,  that  the  patient  may  re- 
ceive every  possible  aid  back  to  health.  Any 
plan  that  interposes  an  obstacle  between  the  medi- 
cal practitioner  and  his  patient  is  and  always  will 
be  faulty. 

It  is  held  by  many,  both  in  and  out  of  the  medi- 
cal profession,  that  contract  medicine  or  state 
medicine  is  an  inevitable  development  of  the  fu- 
ture, and  that  it  is  here  to  stay.  That  may  be 
true,  and  if  our  present  economic  distress  is  a 
permanent  condition,  it  undoubtedly  will  be  true 
eventually.  I cannot  concede  that  it  is  neces- 
sarily true,  however,  and  I hold  that,  if  it  should 
prove  to  be  the  fact  that  the  private  practice  of 
medicine  is  to  go  down  before  this  other  concept, 
then  we  will  soon  be  looking  back  upon  the  gold- 
en age  of  medicine.  Progress,  improvement  and 
the  development  of  new  and  better  methods  will 
not  occur  under  such  a plan. 

From  my  viewpoint  as  a layman  who  has  been 
so  fortunate  as  to  have  been  thrown  in  contact 
for  many  years  with  medical  practitioners,  I feel 
I should  say  that  the  finest  thing  in  medical 
practice  is  the  unselfishness  of  the  physician,  and 
his  willingness  to  give  his  very  best  to  every  pa- 
tient without  regard  to  the  financial  reward.  It 
is  of  the  utmost  importance  that  the  control  of 
the  practice  of  medicine  be  kept  in  his  hands  and 
out  of  the  hands  of  laymen,  and  especially  out  of 
the  hands  of  those  laymen  whose  interest  is  that 
of  either  financial  gain  or  political  advancement. 


THE  AIMS,  ORGANIZATION  AND 
OPERATION  OF  PROFESSIONALLY 
CONTROLLED  GROUP  HEALTH 
ASSOCIATIONS* 

Eugene  P.  Owen,  M.D. 

PORTLAND,  ORE. 

In  presenting  this  subject,  it  seems  to  me  that 
the  first  thing  I should  do  is  to  explain,  as  near 
as  possible,  the  need  for  such  an  organization. 
During  the  past  two  years  we  have  been  assailed 
on  all  sides  by  individuals  who  have  maintained 
that  the  cost  of  medical  care  is  too  high  for  the 
average  wage  earner.  Whether  this  is  true  or 
not,  the  Cost  of  Medical  Care  Committee  in  their 
report  have  certainly  in  no  way  enlightened  us. 

The  ability  of  the  individuals  of  the  State  of 
Oregon  to  pay  for  medical  attention  can  best  be 
found  through  an  analysis  of  the  Polk’s  statistics 
gathered  in  February,  1932,  in  which  it  was 
found  that  28  per  cent  of  the  families  of  Port- 
land had  a spending  power  of  less  than  one 
thousand  dollars  per  year  and  66  2-3  per  cent 
less  than  eighteen  hundred  dollars  per  year.  These 
people  are  getting  medical  attention  and  in  the 
majority  of  cases  hospitalization  when  necessary, 
but  the  physician  is  getting  nothing  for  his  ser- 
vices. It  is  easy  enough  to  see  that,  if  a hospital 
bill  is  paid  by  a family  making  less  than  eighteen 
hundred  dollars  a year,  there  will  probably  be 
nothing  left  for  the  physician,  unless  some  way 
is  provided  for  budgeting  their  medical  expenses. 

Another  reason  why  it  is  necessary  to  have  a 
mutual  health  organization,  especially  in  this 
community,  is  because  during  the  last  fifteen 
years  there  have  sprung  up  in  Portland  and  in 
the  State  of  Oregon  seven  hospital  associations 
that  have  taken  from  the  people  for  medical  at- 
tention $711,017.  in  1931  and  $608,019.  in  1932. 
They  are  established  primarily  as  profit  making 
organizations,  the  profits  going  to  the  laymen 
and  unethical  physicians  who  own  their  stock. 
In  few  cases  have  the  physicians  who  are  not 
members  of  these  hospital  associations  received 
any  compensation.  They  have  handicapped  the 
hospitals  by  forcing  them  to  take  a fee  that  has 
been  much  less  than  cost. 

One  can  readily  sec,  with  this  much  money 
being  taken  from  the  physicians  of  this  com- 
munity, that  there  is  a need  for  something  to 
counteract  this  type  of  practice.  It  is  all  very 
well  to  say  that  contract  practice  is  unethical, 
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that  our  standards  of  ethics  do  not  allow  such 
things,  but  this  practice  has  crept  into  the  medi- 
cal profession  in  Oregon  and  it  would  be  suicidal 
for  our  societies  to  eject  the  members  who  are 
stock  holders  or  staff  members  of  the  organiza- 
tions, who  have  educated  the  people  to  this  type 
of  practice.  There  is  no  cpiestion  in  my  mind 
but  that  they  have  answered  a need.  However, 
in  answering  this  need,  they  have  overstepped  the 
boundaries  and  have  become  parasitic  organiza- 
tions, feeding  upon  the  physicians.  Nothing  has 
been  done  in  any  way  to  counteract  or  counter- 
mand their  efforts. 

A third  reason  is  shown  in  an  extract  from 
the  Oregon  Journal  of  October  14,  1933,  quoting 
in  substance  from  Dr.  Frank  H.  Martin,  Director 
General  of  the  American  College  of  Surgeons, 
“the  proposed  code  is  already  in  the  possession 
of  the  N.R.A.  officials  in  Washington.  Indus- 
tries would  be  required  by  the  code  to  provide 
medical  care  for  employees  and  families  through 
industrial  clinics,  hospitals  or  practical  health 
units.” 

Every  industry  and  occupation,  excepting  the 
professions,  have  become  socially  democratized. 
I can  see  no  reason  to  suspect  that  the  socialized 
movement  is  not  going  to  include  the  physicians. 

Having  shown  a few  of  the  needs  of  mutual 
health  organizations,  it  is  easy  for  us  to  present 
our  aims:  (1)  adequate  medical  attention  for  all 
people,  (2)  a fair  compensation  to  member  phy- 
sicians, (3)  combative  measures  directed  toward 
the  profit  making  hospital  associations,  (4)  the 
organization  of  the  physicians  into  a sound  econ- 
omic body  so  that,  if  socialized  medicine  is  forced 
upon  us,  we  have  an  organization  that  can  handle 
it,  (5)  to  assist  the  medical  societies  in  legislative 
problems  as  these  affect  physicians. 

ADEQUATE  MEDICAL  ATTENTION  FOR  ALL  PEOPLE 

The  Cost  of  Medical  Care  Committee  esti- 
mated that  throughout  the  United  States  approx- 
imately eighteen  dollars  per  individual  was  ex- 
pended yearly  for  medical  and  surgical  attention 
and  hospitalization,  but  in  the  State  of  Oregon, 
with  a population  of  roughly  one  million  people, 
less  than  five  million  dollars  was  expended  in  the 
year  1932  for  this  same  attention.  From  this 
we  can  see  that  Oregon  is  approximately  thirteen 
million  dollars  short  of  the  estimated  medical  ex- 
penditures, even  though  we  are  ranked  tenth  in 
the  listing  of  state  wealth.  As  we  know,  there 
are  many  people  in  this  state  who  are  not  having 
the  necessary  surgery  done,  who  are  not  being 
treated  for  ailments  that  should  be  taken  care  of 


at  the  present  time.  The  reason  for  this  is  their 
inability  to  pay.  They  hate  to  subject  themselves 
to  charity  hospitals  and  charity  organizations. 

If  a health  insurance  organization  were  de- 
vised, whereby  every  individual  in  the  State  of 
Oregon  would  pay  as  little  as  one  dollar  per 
month,  we  would  have  about  twelve  million  dol- 
lars per  year  for  medical  attention  and  hospi- 
talization as  compared  to  five  million  dollars  that 
we  are  now  receiving.  However,  we  are  not 
advocating  any  compulsory  health  insurance 
scheme.  This  is  merely  to  show  what  could  be 
done  with  such  a plan.  Our  social  service  agen- 
cies, during  the  boom  years  of  1924  to  1929, 
crept  in,  and  when  we  were  amassing  such  great 
fortunes,  we  thought  it  was  excellent  for  them 
to  take  over  the  care  of  the  indigent.  At  the 
present  time  the  indigent  far  outnumber  those 
who  are  able  to  pay.  Therefore,  though  the 
social  service  agencies  have  done  a commendable 
piece  of  work  in  their  treating  of  these  cases,  the 
greater  part  of  our  present  practice  is  for  social 
service  agencies  and  from  which  we  are  deriving 
no  income.  We  are  not  attempting  in  any  way 
to  shirk  our  responsibilities  to  the  indigent,  but 
we  feel  that,  through  mutual  health  organiza- 
tions with  a periodic  payment  plan,  we  can  treat 
these  people  and  receive  some  income. 

Referring  again  to  our  Polk’s  statistics,  it  was 
found  that  from  the  twenty-eight  thousand  fam- 
ilies whose  incomes  were  less  than  one  thousand 
dollars  per  year,  74  per  cent  owned  radios  and  26 
per  cent  owned  automobiles.  These  people  were 
able,  through  a periodic  payment  plan,  to  pay 
for  their  radios  and  automobiles,  and  a family 
with  an  income  of  a thousand  dollars  a year  or 
eighty  plus  dollars  per  month  can  also  surely 
afford  a few  dollars  monthly  to  pay  for  their 
health.  And  if  a great  enough  number  of  these 
families  are  insured,  the  physician’s  income  will 
be  increased. 

It  is  estimated  that  in  this  state  the  gross 
income  of  physicians  is  less  than  three  thousand 
dollars  per  year.  From  that  must  be  deducted 
the  high  office  rent  and  high  overhead  expenses, 
so  one  can  safely  say  the  net  income  for  physi- 
cians in  Portland  is  less  than  two  thousand  dol- 
lars per  year.  Our  most  recent  statistics  for  the 
United  States  as  a whole  quoted  less  than 
eighteen  hundred  dollars  per  year.  Locally  the 
physicians  are  competing  with  the  National  Hos- 
pital Association,  the  Industrial  Hospital  Associ- 
ation, Pumphrey  & Co.,  C.  H.  Weston,  the  Pru- 
])ital  .Association,  the  Employees  Hospital  Asso- 
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ciation,  and  other  health  organizations  selling 
their  services  to  the  public,  which  organizations 
are  supported  by  taxation  or  voluntary  payroll 
deductions. 

Cooperatively  owned  and  operated  nonprofit 
health  organizations,  such  as  the  Multnomah  In- 
dustrial Health  Association  of  Portland,  the 
Salem  Physicians  and  Surgeons  Health  Associa- 
tion, the  Corvallis  General  Hospital  Association 
and  the  Pacific  Hospital  Association  at  Eugene 
can  give  most  of  the  service  that  is  now  being 
provided  by  these  other  organizations,  and  in 
the  giving  of  that  service  can  afford  to  pay  their 
physicians  a fair  fee.  We  should  eliminate  all 
profit  making  organizations  from  the  State  of 
Oregon  and  by  so  doing  we  can  put  back  into 
the  hands  of  the  physicians  the  money  that  has 
been  going  to  laymen  who  control  these  organi- 
zations. 

hospital  associations 

So  far  I have  talked  more  or  less  of  lay-owned 
hospital  associations.  I have  just  given  the  names 
of  the  major  ones  in  Portland  and  in  Oregon. 
The  practices  of  these  organizations  have  often 
been  discussed  in  hospital  corridors,  but  for  some 
reason  the  physicians  of  this  state  have  been  loath 
to  openly  denounce  them.  As  I said  before,  it 
would  be  suicidal  for  the  medical  societies  to 
eject  the  physicians  working  for  these  organiza- 
tions. If  we  did  this,  I am  afraid  we  would  have 
two  medical  societies  in  our  state  and  the  inter- 
esting fact  is  that  some  of  our  so-called  ethical 
men  would  be  members  of  the  unethical  society. 

Some  of  these  organizations  are  known  to  have 
adopted  unfair  tactics,  such  as  offering  induce- 
ments to  managers  of  plants  to  obtain  contracts 
for  their  employees,  price  cutting  and  promises 
of  service  that  are  impossible  to  fulfill.  Recently 
we  have  found  that  one  of  these  organizations 
has  gone  to  individual  school  teachers  and  offered 
to  take  them  and  their  families  for  $1.50  per 
month  per  family.  We  know  that,  with  the  sta- 
tistics we  have  been  able  to  gather  in  the  short 
period  of  the  life  of  the  Multnomah  Industrial 
Health  Association,  adequate  service  cannot 
be  given  for  this  price.  In  an  interview  with  an 
official  of  one  of  the  leading  lumber  industries 
of  this  state  concerning  a contract  for  his  em- 
ployees, he  said  in  substance,  “why  should  I 
change  my  service?  Last  year  I was  ill  and  was 
taken  to  a hospital,  given  a private  room,  special 
day  and  night  nurse  for  two  weeks,  and  the  best 
medical  attention  that  I could  possibly  have  had. 


and  it  cost  me  nothing.  I had  not  even  paid  for 
a membership  in  this  particular  hospital  associ- 
ation.” Many  similar  cases  could  be  cited. 

Although  I can  not  state  it  as  a fact,  there  have 
been  repeated  rumors  of  a monetary  exchange 
between  plant  managers  and  association  sales- 
men. I am  citing  the  foregoing  to  illustrate  the 
fact  that  the  physicians  of  Oregon  have  allowed 
salesmen  to  come  into  this  community  and  take 
their  practice  away  by  unscrupulous  methods  and 
give  it  to  a selected  few  who  are  profiting  by 
these  methods.  And  the  amazing  fact  is  that  the 
physicians  have  done  nothing  concerning  this 
situation. 

SOCIALIZATION  OF  MEDICINE  IS  APPROACHING 
One  hardly  needs  to  read  any  current  periodi- 
cals to  realize  this  fact.  Practically  every  country 
on  the  face  of  the  globe,  excepting  the  United 
States,  has  some  form  of  socialized  medicine. 
The  moment  state  medicine  or  socialized  medicine 
is  started  in  this  country,  it  will  be  nation-wide, 
and  we  feel  that  we  should  have  some  organiza- 
tion that  can  take  over  the  administration  of  this 
work  to  conduct  health  insurance  through  the 
agency  of  the  county  medical  societies,  whose 
membership  is  limited  to  physicians  in  good 
standing.  Under  the  control  of  physicians  we 
should  aim  to  give  to  the  patient  a free  choice  of 
physician  but  attempting  to  limit  the  insurance 
to  the  low  wage  earner. 

Compensation  shoud  be  divorced  from  medical 
care.  When  compensation  and  medical  care  are 
paid  for  from  the  same  fund,  the  physician’s 
recompense  is  certain  to  be  small,  as  illustrated 
by  the  panel  system  of  England  or  our  own  State 
Industrial  Accident  Commission’s  policy.  We 
must  have  socialized  medicine  completely  con- 
trolled by  the  physicians  and  not  the  politicians. 

LEGISLATIVE  ACTIVITIES 
To  aid  the  State  Medical  Society  in  legislative 
problems,  as  that  legislation  deals  with  medical 
aspects.  Organizations  of  this  type  would  be 
very  powerful.  Through  satisfied  contractees, 
through  satisfied  physicians  we  would  have  an 
untold  political  influence.  We  could  have  a uni- 
fied state  policy  on  all  problems.  Through  agen- 
cies in  different  parts  of  the  state  tremendous 
political  pressure  could  be  brought  to  any 
measure. 

THE  ORGANIZATION 

The  organization  of  cooperative  health  insur- 
ance plans  is  comparatively  simple.  There  are 
any  number  of  hospitalization  plans,  health  in- 


December,  1933 


TUMORS  OF  COLON BAZIN 


503 


surance  schemes,  county  service  bureaus.  The 
actual  organization  has  to  be  made  to  fit  the 
community.  In  this  state,  where  a corporation 
is  allowed  to  practice  medicine,  we  have  incor- 
jxirated  and  collect  the  funds  from  the  employees 
and  pay  the  hospital  and  physicians’  bills  as  they 
arise.  Nothing  is  given  to  the  stockholders  as 
profit.  Each  member  physician  who  is  in  good 
standing  with  the  county,  city  or  state  medical 
society  and  who  is  not  a member  of  a competing 
organization,  is  entitled  to  membership  by  the 
purchase  of  one  share  of  stock.  Other  localities 
use  other  methods.  In  the  State  of  Washington 
service  bureaus  have  been  employed,  in  which 
they  act  merely  as  an  agency  between  the  physi- 
cian, hospital  and  contractees. 

OPERATION 

Th  details  of  operation  of  these  organizations 
may  be  as  different  as  the  number  of  organiza- 
tions. In  the  Multnomah  Health  Association  we 
operate  through  a Board  of  Directors,  a medical 
director  and  an  adequate  office  force. 

CONCLUSIONS 

In  conclusion,  let  me  summarize  by  saying  that 
I feel  there  is  a definite  need  in  this  state  for 
physician-owned  and  controlled  health  associa- 
tions. That  need  has  been  brought  about  by: 

1.  The  socialization  of  every  other  industry. 

2.  The  attempt  of  the  physicians  to  provide 
adequate  care  for  all  people. 

3.  A markedly  reduced  physician  income. 

4.  An  effort  to  combat  lay  owned  and  profit- 
making hospital  associations. 

5.  Helping  put  the  practice  of  medicine  on 
the  offensive  in  the  socialization  of  medicine,  and 

6.  Helping  coordinate  physicians  into  a solid 
economical  and  political  body,  so  that  their  prob- 
lems may  be  more  efficiently  handled  than  they 
have  been  in  the  past. 

Present  Status  of  Ethylene.  In  summing  up  the 
reported  explosions,  injuries  and  deaths,  due  to  ethylene, 
Isabella  C.  Herb,  Hubbard  Woods,  111.  {Journal  A.  M. 
A.,  Nov.  25,  1933),  found  twenty  explosions,  with  one 
injury  and  five  deaths  due  to  ethylene,  two  deaths  due 
to  mixture  of  nitrous  oxide-oxygen  and  ethylene  and 
thirty-nine  explosions  with  seven  injuries  and  five  deaths 
due  to  nitrous  oxide-oxygen-ether.  Nine  explosions  oc- 
curred when  the  machines  had  been  idle  from  .a  few 
minutes  to  two  or  more  hours.  The  machines  had  been 
used  for  ethylene  administration  in  two  instances  and 
for  nitrous  exide-oxygen-ether  in  seven  of  these  ex- 
plosions. From  the  foregoing  it  is  evident  that  nitrous 
oxide-ether  forms  as  highly  an  explosive  mixture  as  does 
ethylene,  and  precautions  against  this  danger  are  fully 
as  urgent  as  is  required  with  ethylene-oxygen.  Some  of 
the  injuries  that  occurred  both  with  ethylene  and  with 
nitrous  oxide-oxygen-ether  were  due  to  the  ignition  of 
the  ether  in  the  glass  ether  chamber  of  the  gas  apparatus. 
Tlie  breaking  of  this  chamber  scattered  the  glass  and 
ether  about  the  room,  causing  fires  and  burns. 


TUMORS  OF  THE  COLON  AND  RECTUM* 
Alfred  T.  Bazin,  M.D. 

MONTREAL,  CANADA 

Tumors  of  the  colon  and  rectum  will  produce 
symptoms  referable  to  the  gastrointestinal  tract 
in  protean  and  sometimes  bizarre  forms.  These 
symptoms  may  reveal  themselves  as  a discom- 
fort or  intestinal  unrest  due  to  the  mechanical 
irritation  of  the  tumor,  as  in  a polyp  which  is 
repeatedly  being  grasped  by  the  peristaltic  con- 
traction and  its  pedicle  dragged  upon  the  wall 
of  the  gut  which  is  thereby  irritated,  although 
it  may  resist  actual  intussussception. 

Or  local  colitis  or  proctitis  may  be  set  up  by 
the  presence  of  the  tumor,  particularly  if  its  sur- 
face be  ulcerated  and  infected.  There  may  thus 
be  the  symptoms,  and  even  the  signs,  of  a colitis, 
viz.,  constipation  or  diarrhea,  with  excess  mucus 
in  the  stools,  and  in  proctitis  frequent  small 
stools,  urgency,  and  even  tenesmus  as  well  as  a 
sense  of  fullness  remaining  after  defecation. 

Reflex  dyspepsia  may  be  the  cardinal  symp- 
tom complained  of  with  epigastric  discomfort 
after  meals.  This  may  be  associated  with  spasm 
of  the  duodenum  as  shown  in  a roentgen  exam- 
ination. More  than  once  have  I had  patients 
referred  with  clinical  and  roentgen  diagnoses  of 
duodenal  ulcer,  in  whom  a digital  examination 
of  the  rectum  revealed  well  developed  cancer. 

All  of  which  goes  to  show  that  in  a patient, 
complaining  of  gastrointestinal  distress  of  what- 
ever character,  the  only  safe  procedure  for  the 
benefit  of  the  patient  and  the  reputation  of  the 
doctor  is  a routine  examination. 

In  the  main  the  symptoms  and  signs  of  tumor 
of  the  large  bowel  are  divisible  into  two  classes 
which  are : 

1.  Those  of  incomplete  obstruction,  frequently 
becoming  complete. 

2.  Those  of  ulceration,  with  gross  or  occult 
bleeding. 

SYMPTOMS  AND  SIGNS  OF  INCOMPLETE 

obstruction 

1.  Interference  with  the  usual  bowel  habits 
of  the  patient.  This  may  be  constipation  in  one 
previously  regular;  an  increasing  constipation 
with  necessity  for  increasing  doses  of  laxatives 
in  one  habitually  constipated,  or  diarrhea  or  fre- 
quent stools  alternating  with  constipation,  and 
usually  due  to  excessive  laxative  medicine  rather 
than  a true  diarrhea.  The  early  morning  mucous 

♦Roiici  hoforo  tlio  Twelfth  Anmi.nl  Meetine-  of  U;ioific 
Northwp.st  Mediool  A.s.«ooi,Ttion,  Vancoiivi'i-  U C.. 
•Tilly  4-7.  UIS.T. 


504 


TUMORS  OF  COLON — BAZIN 


Vol.  XXXII,  No.  12 


stool  is  characteristic  of  cancer  of  the  rectum  and 
is  due  to  the  associated  proctitis  with  accumula- 
tion of  excessive  mucus  during  the  sleeping  hours. 

2.  Pain  of  a colicky  character  and  irregularly 
intermittent.  In  incomplete  obstruction  there  is 
always  an  hypertrophy  of  the  muscle  in  the  wall 
of  the  bowel  proximal  to  the  point  of  obstruc- 
tion. This  hypertrophied  muscle  is  capable  of 
very  strong  contractions  and  these  produce  the 
colicky  pain. 

3.  Distention.  The  accumulated  content, 
gas,  fluid  and  solid,  must  be  accommodated  by 
dilatation  of  the  lumen  of  the  bowel  proximal 
to  the  obstruction.  If  much  length  of  gut  is 
involved,  abdominal  distention  will  result.  The 
greatest  distention  will  be  present  when  the  small 
intestine  is  involved  in  the  dilatation. 

4.  Visible  peristalsis  can  be  discovered  only 
when  the  abdominal  wall  is  sufficiently  thin  and 
atonic  to  be  influenced  in  contour  by  the  peri- 
staltic movements  of  the  underlying  intestine. 
Visible  peristalsis  is  not  pathognomonic  of  incom- 
plete obstruction.  It  is  seen  perhaps  most  fre- 
quently in  undernourished  infants  with  wasting 
and  diarrhea.  When  it  is  discoverable  in  incom- 
plete obstruction,  it  is  of  very  definite  assistance 
in  locating  the  point  of  the  obstruction. 

In  obstruction  at  the  rectosigmoid  junction 
the  wave  of  peristalsis  may  be  observed  to  begin 
m the  cecum.  Passing  upward  along  the  ascend- 
ing colon  it  is  lost  beneath  the  costal  margin  to 
reappear  crossing  the  transverse  colon,  and  again 
lost  under  the  left  costal  margin,  it  does  not 
again  appear  until  it  reaches  the  sigmoid.  If 
this  typical  sign  is  present  and  digital  rectal 
examination  fails  to  reveal  a lesion,  the  diag- 
nosis can  be  definitely  made  of  obstruction  in 
the  rectosigmoid  region. 

If  the  wave  traverses  the  first  two  segments 
but  fails  to  reappear  in  the  sigmoid,  the  inference 
is  that  the  point  of  obstruction  is  in  the  region 
of  the  splenic  flexure  or  descending  colon.  If 
the  cecum  and  ascending  colon  show  the  wave 
and  there  it  stops,  the  case  is  probably  one  of 
hepatic  flexure  obstruction. 

In  incomplete  obstruction  of  the  colon  low 
down  there  is  eventually  a dilatation  of  the  small 
intestine.  In  obstruction  of  the  proximal  colon 
the  dilatation  of  the  small  intestine  develops 
early.  If  it  is  marked,  the  small  intestine  over- 
lies  the  large  intestine  and  hides  the  peristalsis 
of  the  latter,  but  substitutes  its  own  distinctive 


“ladder  pattern,”  a ladder  with  rungs  so  close  as 
to  be  in  apposition.  When  distention  from  dila- 
tation is  extreme,  the  tenseness  of  the  body  wall 
effectively  obliterates  visible  peristalsis. 

5.  Palpable  peristalsis.  I do  not  mean  the 
agitation  of  active  peristalsis  felt  through  a thin 
abdominal  wall,  but  the  strong  contractions  of  a 
hollow  viscus  which  when  palpated  simulate  a 
solid  mass  and  which  disappear  when  the  muscle 
of  the  viscus  relaxes.  Palpable  peristalsis  is 
pathognomonic  of  incomplete  obstruction.  It  is  not 
felt  in  acute  obstruction.  It  necessarily  implies 
such  hypertrophy  of  the  muscle  as  will  in  con- 
traction be  a solid  mass,  and  this  hypertrophy 
is  not  present  in  obstruction  of  acute  onset. 

When  observation  and  palpation  fail  to  reveal 
the  site  of  obstruction,  what  other  methods  of 
examination  are  helpful  ? These  are : 

a.  Roentgenogram  of  gas  shadows  and  fluid 
levels.  The  mixture  of  gas  and  fluid  in  a dilated 
bowel  will  show  clearly  on  a roentgen  film,  and 
the  fluid  level  may  be  shifted  by  posturing  the 
patient  on  the  back,  on  the  face  or  on  one  or 
other  side.  By  comparing  the  distended  segments 
with  those  which  are  empty  or  collapsed  a deci- 
sion may  be  made  as  to  the  site  of  obstruction. 

When  free  fluid  is  present  in  the  peritoneal 
cavity,  this  fluid,  with  the  patient  on  the  back, 
collects  in  the  loins  and  masks  the  gaseous  dis- 
tention of  the  ascending  and  descending  colon 
respectively.  It  is,  therefore,  advised  that  these 
patients  should  be  turned  on  the  face  in  order 
that  the  fluid  may  drain  centrally  and  the  gas- 
filled  bowel  float  free.  In  my  opinion  this  is  a 
very  distressing  posture  for  a very  sick  patient, 
and  I believe  pictures  taken  in  both  lateral  posi- 
tions will  serve  just  as  well. 

b.  In  the  event  that  insufficient  information 
is  obtained  from  the  flat  films  of  gas  shadows, 
we  should  then  resort  to  the  barium  enema. 
Screen  examination  as  the  enema  flows  in  is  most 
important.  A hesitation  in  the  filling,  unless 
occurring  at  the  rectosigmoid  junction  or  junc- 
tion of  the  lumbar  and  iliac  colon,  is  indicative 
of  narrowing.  The  enema  should  be  given  slowly 
and  with  only  slight  gravity  pressure  or  the 
bowel  will  be  thrown  into  spasm  with  false 
interpretations. 

During  the  screening  the  mobility  of  the  com- 
ponent parts  of  the  colon  is  ascertained  by  pal- 
pation. After  filling  to  capacity,  the  film  is 
taken.  The  patient  should  then  evacuate  the 
barium  and  another  film  (the  drainage  film) 
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should  be  taken.  Following  this  a contrast  film 
by  means  of  air  insufflation  will  frequently  give 
information  of  small  filling  defects  and  irregu- 
larities in  bowel  contour  not  discernible  in  the 
other  films.  Air  insufflation  should  be  used 
with  caution  and  under  screen  control  to  avoid 
overdistention  and  possible  rupture  through  a 
defective  bowel  wall. 

In  a patient  under  suspicion  of  colon  obstruc- 
tion a barium  meal  should  never  be  given  until 
the  barium  enema  has  demonstrated  the  colon 
free  from  gross  obstruction. 

But  we  may  not  see  the  patient  in  this  stage 
of  incomplete  obstruction.  The  significance  of 
these  signs  and  symptoms  may  be  disregarded  by 
patient  or  doctor  or  both  until  complete  obstruc- 
tion supervenes. 

I like  to  recognize  two  types  of  onset  of  com- 
plete obstruction  in  these  cases  of  incomplete  ob- 
struction and  I designate  them  the  active  type 
and  the  passive  type. 

In  the  active  type  the  narrowed  lumen  is  sud- 
denly blocked.  It  may  be  blocked  by  some  for- 
eign material  as  skin  of  fruit  or  vegetable  or  a 
mass  of  vegetable  fibre.  It  may  be  by  secondary 
intussussception  because  of  the  projection  of  the 
tumor  into  the  lumen  of  the  bowel.  It  usually 
is  due  to  inflammatory  edema  secondary  to  re- 
infection through  an  ulcerated  surface  on  the 
face  of  the  constricting  tumor.  The  complete 
block  occurs  during  the  time  of  full  vigor  of 
the  hypertrophied  bowel  muscle  induced  and  de- 
veloped by  the  incomplete  obstruction.  The  peri- 
staltic contractions  are  vigorous  and  colicky  pain 
extreme.  Distention  develops  rapidly.  There  is 
vomiting.  A stormy  scene ! 

In  the  passive  type  the  hypertrophied  muscle 
tires  of  constantly  fighting  against  a constantly 
increasing  load  of  obstruction.  It  begins  to  fail, 
peristalsis  becomes  less  vigorous  and  finally 
ceases.  There  is  no  colic.  A “silent”  abdomen ! 
A dangerous  calm ! The  condition  may  be  likened 
to  a heart  whose  hypertrophy  has  for  a long  time 
maintained  the  circulation  against  an  increasing 
resistance  and  finally  fails  or  goes  into  a state  of 
decompensation. 

SYMPTOMS  AND  SIGNS  OF  ULCERATION  OF  COLON 
OR  OF  A COLON  TUMOR 

Blood  in  the  stool.  This  blood  may  be  inti- 
mately mixed  with  the  stool,  if  the  lesion  be  in 
the  proximal  colon,  and  may  be  discovered  only 
by  chemical  tests.  The  blood  may  be  large  in 
amount  and  appear  as  dark  red  or  bright  red 
but  never  “tarry.”  Tarry  stools  indicate  a bleed- 


ing lesion  high  up  in  the  intestinal  tract,  where 
the  intestinal  content  is  still  acid  in  reaction. 

If  the  lesion  is  fairly  low,  the  stool  may  be 
coated  or  streaked  with  blood.  Squirts  of  clear 
bright  red  blood,  accompanying  the  passage  of 
flatus  or  immediately  preceding  or  following  the 
passage  of  a stool,  indicate  a lesion  in  the  anal 
canal.  Blood  streaked  mucus  in  fairly  large 
quantity  indicates  a colitis  or  proctitis,  possibly 
alone  or  associated  with  an  ulcerating  infected 
growth.  Bloody  detritus  with  foul  odor  indicates 
ulceration  and  extensive  breaking  down  of  tumor. 

The  examination  should  be  progressive  until  a 
lesion  is  discovered  which  completely  explains 
the  character  of  the  blood  or  bloody  discharge. 
In  a patient  complaining  of  escape  of  bloody 
mucus  the  finding  of  hemorrhoids  is  not  an  ex- 
plantation of  this  type  of  discharge.  Profes- 
sional examination  is  as  follows : 

1.  First  and  always  a digital  examination. 
Gloves  and  lubricant  are  as  necessary  equipment 
of  the  doctor’s  bag  as  is  a stethescope  and  much 
more  valuable  than  a blood  pressure  apparatus. 
A high  percentage  of  cases  of  rectal  cancer  can 
be  reached  by  the  finger. 

2.  Proctoscopic  examination  should  be  a simple 
and  safe  procedure.  A small  calibre,  six-inch 
proctoscope  is  as  easy  to  introduce  as  is  the 
gloved  finger.  But  its  introduction  should  be 
guided  by  the  eye  in  order  to  avoid  trauma  or 
perhaps  perforation.  If  by  this  means  the  lesion 
itself  cannot  be  discovered,  it  may  be  possible  to 
see  blood  or  bloody  mucus  trickling  down  from 
above  the  end  of  the  instrument. 

3.  The  sigmoidoscope.  The  use  of  this  in- 
strument requires  expert  training  as  the  dangers 
of  trauma  are  self-evident.  To  be  entirely  satis- 
factory there  is  also  desirable  the  equipment  of 
a tilting  table  and  suction  rods  to  clear  away 
accumulating  fluid  obscuring  the  field. 

4.  If  the  lesion  is  still  undiscovered,  the  barium 
enema  should  be  employed,  and 

5.  In  the  absence  of  a blood  dyscrasia  or  a 
portal  obstruction,  an  exploratory  laporatomy  is 
indicated. 

Now  let  us  consider  some  of  the  more  common 
tumors  which  involve  the  colon  and  rectum. 

Enterogenous  cyst.  This  tumor  is  congenital 
in  that  it  arises  from  the  cells  of  aberrant  an- 
lagen  of  intestinal  wall.  Hence  it  is  found  to 
give  rise  to  symptoms  in  early  life.  It  may 
develop  in  the  wall  of  the  intestine  and  project 
into  the  lumen,  or  be  situated  in  the  mesentery 


506 


TUMORS  OF  COLON — BAZIN 


Vol.  XXXII,  No.  12 


close  to  the  bowel  wall  and  cause  obstruction  by 
pressure  from  without. 

Benign  papiloma  (single  or  multiple).  There 
is  the  rectal  polyp  of  childhood,  usually  single, 
alw'ays  springing  from  the  posterior  wall  within 
two  inches  of  the  anal  orifice,  always  peduncu- 
lated and  making  its  presence  known  by  bleeding 
with  defecation,  straining  and  possibly  presenting 
at  or  through  the  anus  as  a cherry-like  mass.  It 
is  an  adenoma  and  treatment  is  extirpation. 

The  papillomata  of  adult  life  may  be  single  or 
multiple,  are  found  much  more  frequently  in  the 
distal  than  in  the  proximal  end  of  the  large 
bowel  and  give  rise  to  bleeding,  daily  or  inter- 
mittent, but  usually  of  comparatively  small 
amount.  This  daily  loss  of  blood  induces  in  time 
a severe  grade  of  secondary  anemia  with  associ- 
ated weakness  and  perhaps  loss  of  weight. 

Occasionally,  also,  the  presence  of  the  papil- 
loma leads  to  the  development  of  secondary  intus- 
sussception  with  obstruction.  The  papilloma  be- 
ing the  apex  of  the  intussussception  and  being 
intensely  vascular  and  friable,  there  is  abundant 
bleeding. 

The  chief  menace  of  benign  papilloma  is  the 
tendency  to  become  carcinomatous.  Multiple 
malignant  lesions  arising  concurrently  are  prob- 
ably explained  in  this  way. 

The  treatment  of  benign  papilloma  is  very  un- 
satisfactory'. Those  within  reach  of  a sigmoido- 
scope may  be  destroyed  by  electrocoagulation  or 
fulguration,  but  not  without  danger  of  perfora- 
tion and  peritonitis.  A reliable  operating  sig- 
moidoscope is  not,  to  my  knowledge,  yet  avail- 
able. Snaring  a pedunculated  papilloma  is  again 
associated  with  risk  of  perforation.  Laparotomy 
is  also  quite  unsatisfactory.  It  is  difficult  to 
palpate  the  soft  papilloma  through  the  wall  of 
the  colon,  oft-times  well  laden  with  subperi- 
toneal  fat  and  appendices  epiploicae. 

Other  benign  tumors,  such  as  lipoma,  fibroma, 
leiomyoma,  are  museum  rarities.  They  produce 
symptoms  of  obstruction. 

Malignant  tumors.  Of  these,  sarcoma  is  rare. 
Finally  we  reach  not  only  the  most  important 
but  the  most  frequent  tumor  of  the  colon  and 
rectum,  the  carcinoma.  The  ulcerating  carcino- 
mata declare  themselves  early  by  bleeding.  They 
may  thus  be  detected  and  removed  without  much 
delay  and  before  opportunity  for  widespread 
metastases. 

Scirrhus  carcinoma,  on  the  other  hand,  is  silent 
for  a long  period  and  produces  only  the  symp- 


toms of  gradual  onset  of  incomplete  obstruction. 
These  may  be  disregarded  by  the  patient  or  mis- 
interpreted until  suddenly  there  is  complete  ob- 
struction. The  long  duration  of  these  growths 
permits  in  many  instances  a widespread  metas- 
tasis to  glands,  peritoneum  and  liver. 

True  it  is  that  they  ulcerate  and  also  bleed. 
The  ulcer  is  very  superficial  and,  because  of  the 
fibrosis,  the  tissues  are  avascular  and  the  bleed- 
ing is  occult. 

Scirrhus  cancer  of  the  large  bowel  occurs  most 
frequently  in  the  sigmoid,  the  rectosigmoid  junc- 
tion and  the  splenic  and  hepatic  flexures.  Ulcer- 
ative cancer  occurs  with  greatest  frequency  in 
rectum  and  cecum. 

Carinoma  of  cccinn  is  frequently  so  rapidly 
ulcerating  that  destruction  almost  keeps  pace 
with  proliferation,  hence  there  is  rarely  obstruc- 
tion. Moreover,  the  fecal  content  is  liquid  in 
character  and  can  pass  through  a constriction 
with  comparative  ease. 

The  point  I wish  to  stress  is  the  frequency 
with  which  pericecal  suppuration  is  met  with  in 
cancer  of  the  cecum.  We  have  had  four  cases 
in  recent  years.  One  was  diagnosed  as  retro- 
cecal appendicitis  with  abscess  because  of  its 
acute  onset.  Three  were  admitted  with  large 
paranephritic  abscesses.  Only  after  these  aliscesses 
were  drained  was  the  cecal  mass  apparent. 

The  point  must  be  emphasized  that  carcinoma 
of  the  rectum  affects  the  young  more  frequently 
than  carcinoma  of  any  other  region.  In  car- 
cinoma of  the  anal  canal,  which  is  epitheliomatous 
in  type,  lymph  metastais  occurs  to  the  inguinal 
regions. 

CONDITIONS  DEMANDING  DIFFERENTIAL  DIAGNOSIS 

1.  Hyperplastic  tuberculosis.  This  form  of 
intestinal  tuberculosis  is  found  in  those  suffering 
from  a pulmonary  lesion  which  is  healing  or  is 
well  healed.  The  high  grade  of  resistance  to  the 
infection  stimulates  excessive  formation  of  fib- 
rous tissue  as  a defensive  measure.  This  fibrous 
tissue  in  turn  undergoes  cicatricial  contraction 
and  the  symptoms  produced  by  hyperplastic  in- 
testinal tuberculosis  are  those  of  incomplete  ob- 
struction. A mass  may  commonly  be  palpated. 

The  most  frequent  site  is  in  the  ileocecal 
region,  hence  the  synonym  “ileocecal  tubercu- 
losis,” but  the  lesion  may  be  encountered  in  the 
rectum,  any  part  of  the  colon  or  even  in  the  small 
intestine. 

2.  Diverticulitis  with  a mass.  Diverticula 
occur  most  commonly  in  the  distal  colon,  but  may 
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be  met  with  even  in  the  cecum.  An  inflamma- 
tory mass  may  ensue  upon  a diverticulitis  and 
cause  obstruction,  bleeding,  and  may  simulate 
carcinoma.  The  history  of  its  rapid  development, 
the  presence  of  some  local  pain  and  tenderness 
and  sometimes  fever  aid  in  the  differential 
diagnosis. 

With  rest  in  bed  and  the  application  of  heat 
the  swelling  rapidly  subsides  and  the  obstruction 
is  relieved.  At  times  a diverticulitis  may  acti- 
vate carcinomatous  changes  in  the  region  and  re- 
curring symptoms  should  arouse  suspicion  and 
lead  to  proctoscopic  investigation. 

3.  Paraffinoma  of  rectum.  It  may  follow  upon 
the  treatment  of  prolapsed  hemorrhoids  by  in- 
jection of  melted  hard  paraffin  wax.  The  re- 
tained paraffin  is  an  irritant  and  produces  fibrous 
tissue  overgrowth  which  constricts  the  anal  canal 
and  to  the  examining  finger  presents  a nodular 
mass,  usually  without  ulceration.  The  poten- 
tialities for  producing  malignant  changes  must 
be  borne  in  mind. 

TREATMENT 

It  is  quite  evident  that  time  will  not  permit  of 
dealing  with  treatment  in  detail.  A few  funda- 
mental principles  will  be  enunciated. 

1.  In  benign  conditions,  including  granulo- 
mata,  local  resection  with  anastomosis  will  suffice. 

2.  In  polyposis,  diffuse  papillomatosis,  no  op- 
erative treatment  is  of  any  avail.  Cuthbert  Dukes, 
pathologist  at  St.  Mark’s  Hospital,  London,  gives 
as  his  opinion,  based  upon  experience,  that,  when 
cancer  develops  in  one  area  of  a papillomatous 
bowel,  there  appears  to  be  an  inhibition  to  can- 
cer developing  elsewhere.  If  the  primary  malig- 
nancy be  removed,  this  inhibition  is  lost  and  mul- 
tiple independent  cancer  foci  soon  appear. 

3.  In  malignant  tumors  the  ideal  operative 
procedure  must  be  undertaken  unless  contrain- 
dicated by  metastases,  age  or  coincident  disease. 
This  ideal  procedure  aims  to  remove  the  primary 
growth,  the  drainage  lymph  nodes  of  the  area 
and  the  intermediate  lymph  channels,  all  in  one 
piece.  For  this  reason,  a Mikulicz  operation  is 
unscientific.  By  good  luck  it  is  occasionally  suc- 
cessful, but  the  incidence  of  local  recurrence  in 
the  mesosigmoid  is  extremely  high. 

4.  Cancer  of  the  lower  sigmoid,  rectosigmoid 
and  rectum  are  best  dealt  with  by  abdominoperi- 
neal resection,  such  as  Miles’  operation  or  some 
modification,  or  by  Lockhart-Mummery  perineal 
resection  after  establishing  a permanent  colos- 
tomy. 


5.  In  the  presence  of  obstruction  with  disten- 
tion and  atony  of  the  bowel  wall,  no  radical 
resection  with  anastomosis  is  safe.  Deal  first 
with  the  obstruction  by  means  of  short  circuiting, 
cecostomy  or  colostomy. 

6.  Cecostomy  will  effectively  drain  the  small 
bowel  and  will  relieve  tension  of  a distended  colon, 
but  will  not  always  effectively  drain  its  more 
distal  portion. 

7.  In  obstruction  at  the  rectosigmoid  junction 
an  inguinal  colostomy  may  not  be  feasible  with- 
out undue  tension  on  the  loop.  This  tension  may 
result  in  tearing  and  perforation  of  the  friable 
edematous  wall  immediately  proximal  to  the 
tumor.  In  such  cases  it  is  better  to  enlarge  the 
incision  to  permit  of  transverse  colostomy  to  the 
left  of  the  midline. 

8.  In  permanent  inguinal  colostomy  for  in- 
operable cancer  of  distal  bowel,  the  two  orifices 
should  be  widely  separated  to  prevent  entrance 
to  the  distal  loop  of  the  fecal  content  discharged 
upon  the  surface  of  the  body. 


SPASTIC  paraplegia  (LITTLE’S 
DISEASE) 

TREATMENT  BY  REPEATED  CISTERNAL  DRAINAGE* 
Norman  W.  Clein,  M.D. 

SEATTLE,  WASH. 

The  patients  treated  in  this  series  include  those 
afflicted  with  what  is  commonly  termed  Little’s 
disease  or  spastic  paraplegia.  They  show  vary- 
ing degrees  of  delayed  physical  and  mental  de- 
velopment. Some  have  flaccid  musculature  in- 
stead of  spastic;  some  are  mentally  alert,  others 
dull.  The  history  is  usually  of  asphyxia  or  con- 
vulsions at  birth,  due  to  cerebral  hemorrhage  or 
maternal  toxemia. 

These  crippled  infants  are  shifted  from  the 
family  doctor  to  various  specialists,  from  clinic 
to  clinic,  and  finally  to  the  quack.  The  parents 
are  told  that  “the  brain  has  been  injured  at 
birth,  and  there  is  nothing  further  that  can  be 
done.”  This  hopeless  prognosis  increases  the 
despair  of  the  parents.  It  is  because  of  the  belief 
that  something  can  be  done  to  help  this  so-called 
“hopeless  group,”  that  this  method  of  treatment 
has  been  adopted. 

Surgical  operations  have  been  devised  in  an 
attempt  to  relieve  the  increased  amount  of  cere- 
brospinal fluid  but  have  been  discontinued  on 
account  of  the  very  high  mortality.  Certain  in- 

♦Read  before  the  Forty-Fourth  Annual  Meeting  of 
Washington  State  Medical  Association  Seattle,  Wash., 
Aug.  28-31,  1933. 
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fants  are  markedly  improved  symptomatically 
within  a very  short  time.  Two  infants  have  shown 
definite  improvement  mentally  and  physically  in 
the  course  of  two  or  more  years.  The  most  hope- 
less spastics  are  made  more  comfortable.  Suffi- 
cient encouragement  to  continue  this  work  has 
resulted  from  the  cases  studied. 

The  newer  knowledge  of  water  metabolism  of 
the  brain’^  has  aided  materially  in  this  study.  Most 
infants  with  spastic  paraplegia  have  a definitely 
increased  amount  of  cerebrospinal  fluid.  When 
this  fluid  is  under  pressure  in  the  ventricles  for 
a long  period  of  time,  it  is  usually  at  the  expense 
of  brain  substance.  Chronic  mental  deteriora- 
tion occurs  as  a result  of  the  anemia  and  atrophy 
of  the  brain  substance  produced  by  the  com- 
pression of  the  vascular  system.  Swift^  has  con- 
tributed this  knowledge  in  his  excellent  mono- 
graph on  epilepsy.  When  cerebrospinal  fluid 
is  withdrawn,  a similar  volume  of  blood  must 
enter  in  order  to  permit  the  proper  displacement 
to  occur.  The  increase  is  in  the  vascular  sys- 
tem which  is  the  chief  compressible  tissue.  As 
fluids  are  incompressible,  it  is  evident  that  when 
one  volume  increases,  it  must  be  at  the  expense 
of  the  other.  An  increase  of  cerebrospinal  fluid 
means  a decrease  in  size  of  the  capillaries  of 
the  veins  and  arteries,  with  a resultant  degree 
of  anemia  of  the  brain  tissues,  with  subsequent 
atrophy,  if  the  pressure  is  prolonged.  Withdrawal 
of  cerebrospinal  fluid  results  in  an  increased  blood 
supply  to  the  brain  cells  which  are  anemic.  An 
increase  in  size  of  blood  capillaries  means  an  in- 
crease in  the  amount  of  blood  to  the  tissues  sup- 
plied. Figures  1 and  2 illustrate  schematically 
the  volume  relation  between  the  cerebrospinal 
fluid,  brain  tissue  and  vascular  system. 

Reducing  the  volume  of  spinal  fluid  is  imme- 
diately compensated  for  by  a replacement  of 
blood  volume  which  represents  in  many  cases  an 
increase  in  cerebral  circulatory  efficiency,  an  in- 
crease in  oxygen  available  and  consequent  im- 
provement in  tissue  function,  which  means  im- 
provement in  the  mental  and  physical  condition. 
Fay^  has  estimated  about  35  per  cent  or  more 
improvement  in  these  healthy  centers  following 
spinal  fluid  drainage.  The  brain  tissue  that  has 
been  damaged  prior  to  or  during  labor  cannot 
be  aided,  even  by  an  increase  in  blood  supply, 

1.  Gamble.  J.  L. : Dehydration,  New  England  J. 
Med.  201:909-917.  Nov.  7,  1929. 

2.  Swift.  G.  W. : Epilepsy.  Surg.,  Gynec,,  & Obst. 
.'■>4:566-580.  March.  1932. 

3.  Fay  T. : Mental  Deterioration  and  Deficiency:  it.s 
(’onsideration  from  Standpoint  of  Certain  Cerebral 
V.i«rnlar  Volume  Relation.ships,  Am.  J.  I’sychiat.  12; 
S9:!-928.  March,  1933. 


Fig.  2.  An  increase  in  the  cerebrospinal  fluid  with 
pressure  on  the  brain  tissue  produces  a compensatory 
compression  of  the  venous  sinuses  and  arteries. 


but  the  function  of  the  remaining  brain  cells  that 
are  suffering  from  compression  anemia  can  be 
improved.  These  are  the  cells  in  which  we  are 
interested. 

By  repeated  drainage  of  the  cerebrospinal  fluid, 
it  is  hoped  that  an  equilibruim  will  become  estab- 
lished. Either  decreased  formation  or  increased 
absorption  of  fluid  as  a result  of  an  improved 
cerebral  vascular  circulation  is  the  expected  goal. 
This  can  be  aided  by  repeated  spinal  drainage  and 
dehydration  measures,  such  as  by  limitation  of 
fluids  in  the  diet. 

The  type  of  patient  best  suited  to  this  treat- 
ment and  in  which  some  improvement  may  be 
expected  are  those  infants  about  two  years  of 
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Chart  1. 

DRAINAGE  OF  CEREBROSPINAL  FLUID  BY  REPEATED  CISTERNAL  PUNCTURE 


Case 

BIRTH  HISTOR\ 
AND 

DEVELOPMENT 

Age  at  onset 
of  treatment. 

No.  of  punctures 

CISTERNAL 

PUNCTURE 

Average  in  days 

^ c3  1/1  n 

-P  a > V > 

^ 1-  1-  Ml- 

^ ^ o ^ c ^ 

w 3 ar  " 0 3 

m Ph  ir.p:  j .E 

1,  C.A. 

Para-I.  Long  labor, 
asphyxia,  listless 
markedly  spastic, 
automaton. 

22 

5 

6 

3 

15 

2,  R.D. 

Para-II.  Toxemia, 
hypothyroid,  stra- 
bismus, convulsion 
10  hrs.  after  birth. 

15 

5 

26 

14 

48 

3,  M.B. 

Eclampsia,  convul- 
sions. Premature, 
cerebral  hemorr- 
hage, spastic  -h-j-, 
head  drop. 

9 

7 

40 

35 

54 

4,  J.H. 

Asiphyxia,  jaundice 
4 — 1“-|-+,  flaccid, 

cannot  stand  or 
talk. 

22 

8 

21 

7 

82 

5,J.S. 

Para-I.  Long  labor, 
convulsions  third 
day,  unable  to  sit 
at  22  mos.  Spastic 
+ +, 

22 

18 

10 

1 

22 

Mo. 

6,  L.S. 

Prolapsed  cord, 
asphyxia.  Eight 
months,  spastic-(- 
-p,  mentally  fair. 

8 

9 

26 

10 

60 

Total  average. 

8.6 

21.5 

1 

22 

Mo. 

age,  with  spastic  extremities  but  with  good  men- 
tal faculties.  Infants  delayed  mentally  and  phy- 
sically, except  those  having  some  definite  con- 
genital form  of  idiocy,  should  benefit  from  this 
form  of  treatment.  Spastics  seem  to  be  relieved 
more  than  others.  Those  with  a history  of  cereb- 
ral hemorrhage  or  asphyxia  at  birth  appear  to  be 
the  more  logical  type.  Babies  born  of  eclamptic 
mothers  do  not  react  as  rapidly  as  others. 

CASE  REPORTS  ARE  SHOWN  IN  CHART  1 
Ten  babies  in  this  series  were,  or  have  been,  un- 
der treatment  from  one  to  thirty-four  months.  Six 
have  had  a number  of  drainages,  varying  from 
five  to  eighteen  each.  The  average  amount  of 
fluid  withdrawn  in  six  cases  was  42.5  cc.,  while 
in  normal  infants  this  varies  from  5 to  10  cc. 
The  smallest  single  drainage  in  any  infant  was 
10  cc.,  the  greatest  amount,  70  cc.  Larger 
amounts  were  withdrawn  in  the  first  few  drain- 
ages than  at  later  sessions.  The  interval  between 
cisternal  punctures  varied  from  three  days  to  as 
long  as  twenty-two  months,  the  average  time  be- 


Amount of  Cerebro- 
spinal fluid  removed 
in  cc. 

s t;  "rt  ?? 

o > 5 c: 

^ ^ 

No.  of  months 
under  treatment 

Present  age 
in  months 

comment 

155 

39 

20 

55 

1 

Excoriated  skin  of 
neck  and  chest  from 
drooling.  Relieved 
skin  and  spasticity. 
Died. 

277 

55 

42 

70 

4 

19 

Vision  improved. 
Appetite  good,  less 
spastic,  no  drool- 
ing. Improved. 

200 

37 

10 

40 

17 

26 

Slow  gain.  Spastic 
gains  after  each 
puncture.  No  prog- 
ress. 

350 

44 

20 

60 

15 

37 

Walks  well,  dress- 
es. Says  20  words. 
Walks  up  steps, 
fair  improvement. 

690 

39 

10 

65 

34 

56 

Wa'ks  and  runs, 
talks  normally, 
memory  excellent, 
habits  normal 

368 

41 

35 

60 

9 

17 

Sleeps  well,  not 
nervous,  goes  all 
over  with  kiddie 
car,  says  8 to  10 
words. 

360 

CC. 

42.5 

10 

70 

1 to 
34  mo. 

ing  two  to  three  weeks.  The  question  of  when 
to  perform  drainage  of  the  fluid  is  unsettled,  as 
it  depends  entirely  on  the  infant.  When  he  be- 
comes listless,  has  a poor  appetite  and  loses 
weight,  or  if  he  is  more  spastic,  withdrawal  of 
fluid  is  indicated.  If  relief  of  disturbing  symp- 
toms and  a general  improvement  occur  without 
remission,  it  is  best  to  discontinue  further  drain- 
age. 

TECHNIC 

Cisternal  puncture  is  the  method  of  choice  be- 
cause a larger  amount  of  cerebrospinal  fluid  can 
usually  be  obtained.  An  occasional  spinal  punc- 
ture was  performed,  when  the  same  amount  of 
fluid  could  be  obtained  as  by  the  cisternal  route. 
Spinal  and  cisternal  puncture  on  several  of  the 
same  patients  gave  two  to  four  times  the  amount 
of  fluid  from  the  cisternal  puncture.  This  indi- 
cates some  obstruction  below  the  cistcrna  magna, 
possibly  adhesions  about  the  cord,  as  a result  of 
early  hemorrhage  or  irritation.  Cisternal  punc- 
tures are  more  direct,  more  accurate,  and  there 
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are  fewer  dry  taps.  Pressure  manometer  deter- 
minations are  of  little  value  other  than  denoting 
a marked  or  moderate  increase  in  fluid.  A 
greater  increase  in  pressure  was  noted  when 
larger  quantities  of  fluid  were  present. 

The  fluid  is  allowed  to  drain  until  no  more  is 
obtained.  The  infant  lies  on  his  side  during  the 
operation  with  the  head  flexed  forward.  More 
fluid  can  be  obtained  in  this  position  than  when 
he  is  sitting  up.  Ethyl  chloride  general  anes- 
thesia is  often  used  for  older  children.  No  local 
anesthetics  were  used,  as  the  infant  fights  as 
much,  due  to  the  pressure  used  in  holding  him, 
as  he  would  even  with  a local  injection. 

SYMPTOMS 

The  general  symptoms  are  usually  a combina- 
tion of  the  following: 

Before  drainage 

1.  Uusually  spastic. 

2.  Marked  muscle  incoordination,  cannot  hold 
up  head  or  sit,  muscle  tone  poor,  flabby. 

3.  Poor  vision,  frequently  due  to  ocular  in- 
coordination, strabismus  and  nystagmus. 

4.  Mouth  open  and  constant  drooling. 

5.  Inactive  and  quiet. 

6.  Irritable,  poor  sleeping  habits. 

7.  Mentality  usually  delayed,  cannot  talk,  poor 
memory,  not  interested  in  surroundings. 

8.  Wassermann  negative. 

9.  Eye  grounds  normal. 

After  drainage 

1.  Less  spasticity,  especially  of  Achilles  ten- 
don. 

2.  Improved  coordination  of  all  muscles  which 
become  stronger  and  more  firm. 

3.  Eyes  appear  straight.  Nystagmus  absent 
or  decreased.  Sight  improved  and  appears 
brighter. 

4.  No  drooling.  This  relieves  a distressing 
symptom. 

5.  More  active  and  interested. 

6.  Sleeps  soundly,  not  as  nervous. 

7.  Mental  condition  improves  more  rapidly, 
more  interested  in  surroundings,  learns  words, 
memory  improved. 

Ventriculography  is  valuable  to  determine  con- 
genital malformations  and  to  reveal  the  size  of 
the  cerebrospinal  fluid  system. 

Following  the  drainage,  if  large  quantities  are 
removed,  the  babies  may  be  listless  for  twenty- 
four  hours ; with  lesser  amounts  they  are  fre- 
quently more  active  within  a few  hours  and  the 
spasticity  is  relieved.  A two  year  old  infant  was 


able  to  hold  and  eat  a piece  of  toast  for  the  first 
time  within  twenty-four  hours  after  the  first 
drainage  of  60  cc.  fluid.  Relief  from  the  con- 
tinuous drooling  is  very  noteworthy,  as  it  elim- 
inates the  constant  irritation  of  the  skin  and  soil- 
ing of  bibs  and  shirts. 

TREATMENT 

The  following  routine  has  been  used  in  all 
cases  under  treatment.  A careful  examination 
is  made  to  exclude  congenital  idiots,  microceph- 
alies, monogolism,  syphilis  and  cretins. 

1.  Repeated  cisternal  drainage.  The  num- 
ber of  punctures  and  the  time  interval  between 
drainages  depend  on  symptoms  exhibited  by  the 
patient. 

2.  Dehydration  by  fluid  limitation  in  the  diet. 
An  average  total  fluids  of  about  16  ounces  daily 
is  sufficient  for  most  cases.  One  child  now  four 
years  old  has  had  only  10  ounces  of  fluids  daily 
for  one  and  a half  years. 

3.  Diet,  (a)  Semi-  or  dry  diet,  omitting  soups, 
etc.  This  is  practical  for  infants. 

(b)  Limitation  of  salt  and  sugar  which  tend 
to  retain  water  in  the  tissues. 

(c)  Ketogenic  diet  is  of  little  practical  value. 

4.  Physical  therapy  and  education  to  fit  the 
individual  case. 

Undoubtedly  some  cases  of  spastic  paraplegia 
can  be  prevented.  Early  diagnosis  of  intracra- 
nial hemorrhage  in  the  newborn  is  imperative^. 
Immediate  withdrawal  of  the  bloody  fluid  by 
cisternal  drainage  will  frequently  prevent  the 
possibility  of  Little’s  disease. 

COMMENTS 

Ten  infants  have  shown  sufficient  benefits  to 
warrant  a continuation  of  this  type  of  treatment. 
Four  cases  were  hopeless  automatons,  in  whom 
drainages  were  performed  to  relieve  distressing 
symptoms  only,  such  as  excessive  drooling, 
marked  spasticity,  pain  and  opisthotonus.  Re- 
lief to  the  baby  as  well  as  to  the  parent  was  ob- 
tained. In  one  case  drooling  was  so  marked  as 
to  produce  an  extensive  suppurative  dermatitis 
of  the  neck,  chin  and  chest.  This  was  relieved 
within  a few  days.  Although  this  child  died  the 
following  month,  relief  was  obtained  in  the  same 
manner  in  which  the  cancer  patient  is  made  com- 
fortable with  morphine. 

Of  the  six  remaining  cases,  one  child  now 
four  years  of  age  walks,  runs  and  talks  almost 
as  well  as  other  children  of  his  age.  When 

4.  Clein,  N.  W.:  Cerebral  Hemorrhage  in  New-born; 
It.=i  Suece.ssful  Treatment.  Northwest  Med.  31:179-181, 
April,  1932. 
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twenty-two  months  old  he  could  not  sit  up,  talk 
or  recognize  people  or  objects.  His  memory  now 
is  good,  he  learns  quickly  and  talks  very  well 
for  his  age.  His  condition  can  be  made  much 
worse  in  a few  days  time  by  increasing  his  fluid 
intake  from  10  to  25  or  30  cc.  He  becomes  list- 
less, nervous  and  tires  easily.  If  he  urinates 
larger  quantities,  he  improves ; otherwise  he  re- 
mains listless  and  dull.  A cerebrospinal  fluid 
drainage  and  limitation  of  his  fluids  result  in 
marked  improvement  within  a few  days. 

Improvement  seems  more  rapid  in  the  few 
cases  in  whom  treatment  was  begun  at  the  age 
of  fifteen  to  twenty-four  months,  than  in  those 
from  eight  to  fifteen  months.  Psychologic  tests 
and  a larger  series  of  cases  will  be  necessary  to 
determine  how  much  faster  than  normal  these 
infants  improve.  The  babies  seem  to  progress 
more  rapidly  than  they  did  prior  to  treatment. 
Although  this  would  be  expected  in  any  infant 
as  he  grows  older,  the  impression  remains  that 
they  make  greater  strides  with  treatment,  and 
progress  as  rapidly  as  a normal  infant  of  their 
own  age.  Those  infants  in  an  extreme  state  of 
mental  and  physical  retardation  and  those  from 
markedly  toxic  mothers  become  gradually  worse 
as  they  grow  older. 

I do  not  wish  to  leave  the  impression  that  this 
method  of  treatment  is  a cure  for  Little’s  disease. 
It  has  greatly  improved  several  children  and  re- 
lieved others  of  distressing  symptoms.  This 
treatment  is  based  on  practical  scientific  facts. 
Repeated  puncture  has  been  frequently  perform- 
ed to  relieve  hydrocephalus.  Sufficient  encour- 
agement is  obtained  by  the  relief  of  symptoms 
and  general  improvement  over  a period  of  months 
to  warrant  continuation  of  these  efforts  on  a 
larger  group,  over  a long  period  of  time.  The 
fact  that  no  encouragement  other  than  physical 
therapy  has  been  available,  makes  this  type  of 
treatment  worth  a trial.  Newer  knowledge  of  the 
physiology  of  brain  function  opens  a field  for  re- 
search in  the  most  neglected  phase  in  medicine, 
the  infant  with  pathologic  sequelae  as  a result  of 
the  processes  of  labor. 

SUMMARY 

By  repeated  cisternal  drainage,  improved  men- 
tal and  physical  development  occurs  in  certain 
selected  cases  of  Little’s  disease.  So-called  hope- 
less cases  can  be  given  relief  from  distressing 
symptoms. 

<S08  h'ast  Roy  ,St. 
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IV.  Energy  or  Caloric  Value.  There  is  an 
optimal  level  of  caloric  intake,  definite  for  eac’n 
individual,  below  which  the  symptoms  of  the  dis- 
ease tend  to  decrease  and  above  which  they  are 
aggravated  and  become  persistent.  The  level  of 
the  caloric  intake  must  be  adjusted  to  meet  the 
needs  of  the  patient. 

In  arranging  the  general  balance  of  the  diet, 
carbodydrates  are  restricted,  and  fats,  within  the 
caloric  limit,  are  allowed  to  make  up  the  balance 
of  the  energy  requirement.  Fats  should  be  given 
largely  as  cream  and  butter.  Evans  and  Lep- 
kovsky^*  point  out  that  fats  have  vitamin  B 
sparing  qualities. 

It  has  been  observed  that  some  patients,  who 
come  to  operation  for  some  intercurrent  path- 
ology, are  definitely  relieved  of  their  arthritic 
symptoms  during  their  postoperative  convales- 
cence, with  its  restrictions  of  food  intake.  This 
improvement  is  often  mistakenly  credited  to  the 
operation  rather  than  to  enforced  starvation  and 
bed  rest. 

The  drastic  reduction  in  caloric  intake  in  aver- 
age uncomplicated  cases  of  arthritis  is  perfectly 
safe,  provided  and  only  provided  that  the  course 
of  the  patient’s  progress  and  weight  are  carefully 
supervised.  Additions  to  the  dietary  can  and 
should  be  made  as  rapidly  as  the  condition  of  the 
individual  patient  warrants.  In  this  manner  it  is 
possible  to  bring  the  diet  up  to  the  optimum  level 
at  which  the  patient’s  metabolism  operates,  and 
at  which  he  is  best  able  to  carry  on  with  a mini- 
mum of  discomfort  on  the  one  hand,  and  the 
maximal  permissible  energy  on  the  other  hand. 
In  both  forms  of  arthritis,  where  it  is  advi.sable 
that  a reduction  in  weight  occur,  care  must  be  ex- 
ercised to  avoid  excessive  ketosis. 

General  rules  for  reducing  zveiglit.  The  gen- 
eral dietetic  treatment  of  those  who  arc  over- 
weight should  be  as  follows ; 

1.  Reduction  should  be  brought  about  gradu- 

18.  lOviins  :iii(I  Lei)kov.sky.  .‘Sparing-  .Vetion  of  Kat 
on  llii-  .\ntinciiiitic  Vitamin.  Ci8;2!>8.  1M2S. 
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ally,  in  order  that  fat  tissue  may  be  lost  instead 
of  muscle  tissue. 

2.  Avoid  foods  high  in  energy  or  caloric  value ; 
therefore,  limit  carbohydrates  and  fats.  Butter 
and  cream  are  the  best  types  of  fat  to  use,  but 
they  must  not  be  taken  in  too  large  amounts. 

3.  Provide  sufficient  protein  of  the  right  kind 
and  amount.  If  there  are  no  contraindications, 
liberal  amounts  are  desirable  for  a short  period 
of  time.  A protein  rich  diet  actually  results  in 
an  increased  consumption  of  fuel  in  the  body, 
and,  therefore,  has  a stimulating  effect  on  basal 
metabolism^®.  Animal  proteins  are  to  be  pre- 
ferred. Meat,  fish,  fowl,  eggs  and  milk  are  good 
sources. 

4.  If  the  condition  of  the  patient  warrants,  a 
closely  restricted  diet  should  be  used,  but  only 
under  a physician’s  supervision.  The  omission 
of  breakfast  is  a poor  practice.  Three  meals  that 
are  balanced,  but  smaller  in  quantity,  are  far 
better. 

5.  Eat  daily  such  foods  as : 

a.  Whole  cereal,  or  whole  wheat  or  rye  bread, 
not  over  one  or  two  slices. 

b.  Green  vegetables,  two  servings ; potatoes  in 
moderation,  if  at  all. 

c.  Juicy  fruits  without  sugar. 

d.  Butter  or  some  other  fat,  two  tablespoons. 
Use  salad  dressings  very  sparingly ; mineral  oil 
mayonnaise  is  permissible. 

e.  Lean  meat,  fish  or  poultry,  one  serving. 

f.  Milk,  one  pint. 

The  bacterial  flora  of  the  colon  and  protein 
putrefaction  or  starch  indigestion  may  be  partial- 
ly controlled  by  such  limitations. 

Underweight.  Pronounced  underweight  is  an 
unfavorable  condition,  as  it  is  often  associated 
with  a lack  of  resistance  to  infection.  When  un- 
derweight is  associated  with  a condition  of  de- 
bility, anemia  or  general  undernutrition,  it  is  an 
unfavorable  symptom.  Under  these  conditions  a 
diet  should  be  planned  toward  improving  nutri- 
tion and  inducing  a gain  in  weight.  A diet  should 
be  directed  toward  one  of  high  caloric  value,  com- 
plete proteins,  and  adequate  in  minerals  and  vita- 
mins. 

The  wasted  individual,  often  of  the  rheumatoid 
group,  needs  to  gain  in  weight ; the  obese,  more 
often  of  the  osteoarthritic  group,  should  reduce. 
In  others  the  nutrition  may  be  at  a normal  level. 

V.  Protein.  A proper  proportion  of  protein 
in  the  diet  is  also  essential  in  the  treatment  of 

19.  Bog-ert.  L.  J. ; Nutrition  and  Physical  Fitness. 
W.  B.  Saunders  Company,  Philadelphia,  1931. 


arthritis.  There  is  much  variation  in  protein 
tolerance  in  individual  patients,  especially  when 
putrefaction  is  present.  Meat  and  fish  are  the 
chief  offenders.  In  such  patients  a short  course 
of  dieting  with  milk  alone  may  be  carried  out. 
However,  if  the  arthritic  patient  shows  anemia, 
then  a prolonged  restriction  of  protein  is  inadvisa- 
ble. Red  meats,  such  as  beef  and  liver,  are  ad- 
visable for  those  cases  showing  secondary  anemia, 
since  this  type  of  food  possesses  excellent  proper- 
ties for  blood  regeneration.  Milk,  eggs  and  cot- 
tage cheese  are  good  forms  of  protein.  Meat, 
fish  and  fowl  may  be  used  once  a day.  A mini- 
mum daily  allowance  is  0.75  to  I.O  gram  per  kilo- 
gram of  body  weight,  or  approximately  50  to  60 
grams.  Too  little  protein  may  increase  the  sus- 
ceptibility to  infection.  With  fever  the  protein 
requirement  is  greater,  and  with  the  obese  a re- 
duction of  weight  is  accomplished  more  rapidly 
when  the  quota  of  protein  is  somewhat  above  that 
of  the  normal  diet. 

Low  Purin.  Gout  has  often  been  thought  of 
erroneously  as  a form  of  rheumatism.  Since 
red  meats  are  eliminated  from  the  diet  of  the 
gouty,  it  has  been  a common  belief  that  they  are 
also  detrimental  in  the  diet  of  the  arthritic.  It 
has  been  frequently  demonstrated  that  the  feed- 
ing of  large  amounts  of  protein  has  been  fol- 
lowed by  an  attack  of  gout.  Snyder  and  Traeger 
report  that  in  all  types  of  arthritis  (metabolic, 
infectious  and  mixed)  an  increase  in  blood  uric 
acid  levels  was  found  in  more  than  50  per  cent 
of  their  cases.  The  majority  of  these  patients 
had  been  on  restricted  diets,  particularly  with 
reference  to  meats.  They  considered  the  blood 
uric  acid  values  a guide  in  the  patient’s  progress. 
The  contention  is  not  made  that  this  increase  in 
the  blood  uric  acid  (or  sugar)  causes  arthritis, 
but  at  least  such  an  increase  indicates  a dis- 
ordered metabolism. 

The  following  foods  are  high  in  nucleopro- 
teins  and  increase  the  metabolic  burden  found 
in  some  cases : liver,  pancreas,  kidneys,  ancho- 
vies, sardines,  herring,  carp  and  squab.  Minot 
reports  that  many  of  his  cases  of  pernicious  ane- 
mia, treated  successfully  on  a liver  diet,  have  de- 
veloped osteoarthritis.  Beans,  peas,  lentils,  be- 
cause of  their  high  purin  content,  should  be  taken 
of  sparingly.  Potatoes,  turnips,  rice  and  pars- 
nips are  purin-free,  but  are  discarded  from  the 
diet  of  the  overweight  arthritic  because  of  their 
high  carbohydrate  content.  Cabbage,  cauliflow- 
er, Brussel’s  sprouts  and  broccoli  are  almost  pur- 
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in-free,  and  meet  with  nearly  all  requirements, 
but  some  patients  can  not  take  them  because 
they  disturb  digestion  and  elimination. 

It  is,  therefore,  advisable  to  select  carefully 
the  vegetables  to  be  placed  on  a dietary  for  ar- 
thritis. Fresh  fruits  are  essential.  They  are 
most  valuable  when  confined  in  the  caloric  and 
carbohydrate  limit  because  they  contain  no 
purins,  are  easily  digested,  lend  bulk,  and  fur- 
nish valuable  vitamins  and  minerals.  While  some 
of  the  foods  mentioned  contain  nucleoproteins 
and  increase  purin  metabolism,  yet  it  is  advisable 
to  include  in  the  diet  for  the  anemic  arthritic 
some  of  them,  especially  the  red  meats. 

VI.  Carbohydrates.  Pemberton  has  shown 
that,  through  the  proper  curtailment  of  the  car- 
bohydrate intake,  the  course  of  arthritis  may  be 
favorably  modified.  Fletcher  reports  that  excess 
carbohydrates  aggravate  latent  vitamin  defi- 
ciency, and  to  this  state  of  malnutrition  is  due 
the  susceptibility  to  bacterial  or  toxic  invasion. 
He  recommends  limiting  the  carbohydrates  to 
50  to  75  grams  per  day,  and  taken  largely  in 
vegetables  and  fruits. 

Snyder  and  Traeger  reported  that  in  about  one- 
third  of  their  arthritic  patients  the  blood  sugar 
values  ranged  above  120  mg.,  which  was  con- 
sidered the  upper  limit  of  normal,  and  none  of 
these  patients  were  diabetic.  The  blood  sugar 
values  in  their  cases  on  low  carbohydrate  diets 
tended  to  approach  normal  and  the  symptoms 
cleared  up.  A deviation  from  dietary  regula- 
tion was  attended  by  a return  of  blood  sugar 
above  normal  and  a recurrence  of  symptoms. 
Just  what  is  responsible  for  this  delayed  sugar 
removal  in  arthritis  is  not  well  understood.  Pos- 
sibly a diminished  utilization  of  carbohydrates 
results  from  muscle  atrophy  and  inactivity.  There 
are  other  nondiabetic  diseases,  in  which  there  is 
a delayed  sugar  removal  from  the  circulating 
blood.  An  amylaceous  dyspepsia  has  often  been 
encountered  in  treating  patients  with  osteoarthri- 
tis, and  it  is  a common  experience  of  a number 
of  workers  that  this  type  of  patient  reaps  the 
greatest  benefit  by  a restriction  of  carbohydrate 
intake.  A more  liberal  use  of  carbohydrates  is 
permitted  in  those  who  are  undernourished  than 
in  those  suffering  from  starch  indigestion. 

VII.  Inorganic  Salts.  Mineral  metabolism 
is  an  important  part  of  general  metabolism  and 
certainly  should  be  considered  in  the  treatment 
of  a disease  where  bony  changes  are  taking  place, 
as  in  arthritis. 

Calcium  is  one  of  the  most  important  inorganic 


elements  to  be  considered.  This  element  makes 
up  about  2 per  cent  of  the  body  weight,  but  it  is 
very  unevenly  distributed,  as  over  99  per  cent  of 
the  total  amount  is  located  in  the  bones. 

Ullmann^o  states  that  calcium  plays  an  impor- 
tant part  in  inflammatory  processes,  like  sinus- 
itis. Since  in  rheumatoid  arthritis  we  find  in- 
flammation and  a subnormal  calcium  content  of 
the  bones,  it  is  well  to  note  methods  employed 
for  its  conservation.  Ullmann  makes  it  clear 
that,  in  order  to  increase  calcium  utilization,  the 
diet  must  be  poor  in  sodium  chloride,  alkaline  in 
reaction,  and  contain  adequate  vitamins. 

Much  interest  is  attached  to  an  intensive  study 
made  by  Copp^^  on  calcium  metabolism  in  arth- 
ritis. In  this  study  the  absorption,  utilization 
and  excretion  of  calcium  were  made  on  two  cases 
of  arthritis,  one  of  the  rheumatod  (atrophic) 
type  and  the  other  the  osteoarthritic  (hypertroph- 
ic, “osteoarthrosis”)  type.  In  the  first  case  by 
means  of  a diet  low  in  calcium,  the  use  of  phos- 
phoric and  hydrochloric  acids  and  certain  drugs, 
the  “calcium  equilibrium  was  changed  from  a 
positive  to  a negative  balance.”  In  the  osteo- 
arthritic case,  on  a diet  high  in  calcium  and  the 
use  of  the  same  acids  and  drugs,  the  calcium 
balance  was  markedly  positive.  All  acids  used 
in  these  two  cases  increased  the  proportionate 
amount  of  calcium  excreted  in  the  urine.  At 
the  same  time  phosphoric  acid  caused  a retention 
or  a better  utilization  of  the  calcium.  The  above 
was  further  confirmed  by  roentgenograms  which 
showed  that  in  the  rheumatoid  type  a negative 
balance  was  present,  while  in  the  osteoarthritic 
a retention  of  calcium  existed.  From  this  study 
it  would  seem  that  in  arthritis  the  calcium  balance 
may  be  altered  by  the  diet.  Similar  studies  on 
a larger  number  of  cases  are  desirable. 

Investigations  of  calcium  balance  have  shown 
the  necessity  of  this  element  in  the  body  func- 
tions ; therefore,  the  regulation  of  calcium  intake 
should  be  carefully  supervised.  Milk  is  one  of 
our  richest  food  sources;  cheese,  cauliflower, 
broccoli,  dried  beans  and  egg  yolks  are  other 
good  sources. 

Phosphorus  is  essential  to  every  living  cell. 
The  bones  possess  a predominant  share  of  the 
body  phosphorus,  although  the  muscles,  brain  and 
nerves  come  in  for  their  portion.  These  may 
be  supplied  by  such  foods  as  whole  cereals,  dried 
beans,  cheese,  eggs,  fish,  oysters  and  lean  meat. 

20.  Ullrnann,  E.  V.:  Diet  in  Sinus  Infections  and 
Colds.  The  Macmillan  Company.  New  York.  103.2. 

21.  Copp,  E.  F.  F. ; Calcium  Metabolism  in  Arthri- 
tis. Arch.  Ind.  Med.  45:136-146,  Jan.,  1930. 
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Sherman  points  out  that,  although  acids  are  be- 
ing constantly  produced  in  metabolism,  the  phos- 
phates which  are  present  in  the  blood  possess  the 
power  to  produce  a practically  neutral  buffer 
mixture.  On  the  other  hand,  acid  phosphates 
predominate  in  the  urine,  because  the  kidneys 
normally  remove  from  the  blood  a larger  pro- 
portion of  primary  than  secondary  phosphates. 
Thus,  by  virtue  of  the  ability  of  the  kidney  to 
secrete  an  acid  urine  from  a neutral  blood,  a 
considerable  part  of  the  excess  acid  produced 
m metabolism  is  readily  disposed  of. 

Acid-base  balance.  There  is  an  idea  prevalent 
among  the  laity  that  “acid  foods”  are  bad  for 
“rheumatism”.  This  is  without  foundation.  Wy- 
att^2  gayg  tPat  for  rheumatoid  arthritis  alkaline- 
ash  foods  should  predominate,  while  in  osteo- 
arthritis an  acid-residue  diet  is  commonly  indi- 
cated. A diet  rich  in  alkaline-ash  foods  is 
thought  by  some  investigators  to  produce  cal- 
cium retention,  and  a diet  rich  in  acid-base 
foods  perhaps  increase  the  loss  of  calcium. 
Fruits  of  all  kinds  (with  the  exception  of  cran- 
berries, prunes  and  plums),  vegetables  (includ- 
ing dried  beans)  are  alkaline  forming,  while 
bread,  cereals  of  all  kinds,  meat,  fish,  fowl,  and 
eggs  are  acid  forming. 

Iron.  While  the  amount  of  iron  contained  in 
the  human  body  is  small,  rather  less  than  three 
grams,  or  .004  per  cent,  yet  its  functions  are  of 
the  highest  importance.  It  stands  in  the  closest 
possible  relation  to  the  fundamental  processes  of 
nutrition,  being  an  essential  element  of  the  hemo- 
globin and  the  chromatin  substance  of  the  cells. 

Since  the  body  does  not  possess  any  large  re- 
serve store  of  iron,  it  is  very  important  that  the 
food  supply  contain  sufficient  amounts,  as  well 
as  other  elements  and  substances  which  may  be 
needed  to  assimilate  the  iron  and  transform  it 
into  hemoglobin.  Copper  has  lately  been  found 
to  be  such  a substance,  and  it  is  held  by  some 
investigators  that  manganese  may  also  in  some 
way  act  to  facilitate  the  process  of  hemoglobin 
formation.  If  the  intake  of  iron  fails  to  equal 
the  output,  there  must  soon  result  some  loss  of 
hemoglobin,  and  if  allowed  to  continue,  must 
lead  to  a greater  or  lesser  degree  of  anemia. 

The  problem  of  restoring  the  hemoglobin  has 
been  shown  by  Whipple^^  to  be  markedly  influ- 

22.  Wyatt,  B.  L. ; Treatment  of  Chronic  Arthritis. 
Med.  J.  & Rec.  133:369-374,  April  15,  1931. 

23.  Whipple,  G.  H.:  Pigment  Metabolism  and  Re- 
generation of  Hemoglobin  in  Body.  Arch.  Int.  Med. 
29:711-731,  June,  1922. 


enced  by  the  diet.  Effective  in  the  treatment  of 
anemia  are  liver,  kidneys,  pancreas,  brain,  oys- 
ters, apricots  and  peaches. 

Considering  the  differences  in  the  mineral 
metabolism  of  these  two  forms  of  arthritis,  it 
would  appear  that  variations  in  mineral  content 
of  the  diet  are  indicated. 

VIII.  Vitamins.  It  is  well  to  consider  the 
possible  relationship  between  an  adequate  and  an 
inadequate  vitamin  content  of  the  diet  in  ar- 
thritis. 

Vitamin  A (antiophthalmic).  The  most  com- 
mon criterion  of  the  absence  of  vitamin  A from 
the  diet  is  cessation  of  growth,  but  a dietary  poor 
in  this  vitamin  also  causes  increased  susceptibility 
to  infectious  disease.  When  the  food  supply  is 
low  in  vitamin  A,  the  appetite,  digestion,  lungs, 
bladder,  sinuses  and  the  ears  show  the  ill  effects. 

Cramer^^  has  shown  that  in  rats  fed  on  diets 
partially  deficient  in  this  vitamin  there  were 
“atrophic  and  destructive  changes  in  the  intes- 
tinal mucous  membrane,  leading  to  the  invasion 
of  microorganisms.”  It  is  particularly  important 
in  rheumatoid  arthritis  that  vitamin  A is  at  all 
times  liberally  supplied.  The  body’s  unusual 
ability  to  store  it  in  the  tissues,  makes  it  a safe- 
guard against  insidious  forms  of  bacterial  dis- 
ease. The  constant  use  of  foods  rich  in  this 
vitamin  should  be  regarded  as  a wise  form  of 
health  insurance.  Good  sources  are  whole  milk, 
cream,  butter,  egg  yolks,  liver,  spinach,  carrots 
and  a number  of  other  foods. 

Vitamin  B (antineuritic).  There  is  a loss  of 
appetite  on  diets  poor  in  this  vitamin,  and  this 
is  undoubtedly  related  to  disturbances  in  the 
stomach  and  intestines,  which  interfere  with  the 
digestion  and  absorption  of  food. 

McCarrison  made  extensive  studies  on  the  ef- 
fect of  vitamin  B deficiency  in  monkeys  and 
found  impaired  production  of  the  digestive  juices, 
congestion  of  the  lining  membranes,  resulting  in 
chronic  gastrointestinal  catarrh  and  marked  im- 
pairment of  the  neuromuscular  control  of  the 
intestines,  among  the  many  conditions  detrimen- 
tal to  nutrition  which  develop  when  vitamin  B 
is  fed  in  insufficient  quantities.  He  produced 
lesions  of  the  colon  by  deficient  and  unbalanced 
diets,  and  he  attributed  these  changes  especially 
to  vitamin  B deprivation.  He  says  that  the  motor 
disturbances  of  the  bowel  are  associated  espe- 
cially with  vitamin  B deficiency. 

24.  Cramer,  W. : On  Mode  of  Action  of  Vitamins. 
Lancet  1:1046,  1932. 
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Also  Rose  states  that  a diet  containing  too 
little  vitamin  B makes  the  intestine  less  capable 
of  protecting  itself  against  bacterial  infection  and 
causes  a derangement  of  the  functions  of  diges- 
tion and  assimilation,  and  degenerative  changes 
in  various  organs,  such  as  heart,  liver,  kidney 
and  such  glands  as  the  pancreas,  thyroid  and  es- 
pecially the  adrenals. 

This  vitamin  is  found  in  such  foods  as  beans, 
spinach,  tomatoes,  glandular  organs,  yeast  and 
wheat  germ.  Wheat  germ  is  “one  of  the  richest 
known  natural  sources  of  vitamin  B,  a rich 
source  of  vitamin  E,  and  a good  source  of  vitamin 
A and  G.”  Wheat  germ  is  found  to  be  espec- 
ially effective  with  those  suffering  from  consti- 
pation. However,  patients  with  latent  colitis  can 
not  use  it.  In  these  cases  wheat  germ  extract 
may  be  given.  Another  potent  source  of  vitamin 
B is  fresh  or  dried  brewer’s  yeast**  and  should 
be  given  up  to  one  ounce  a day  in  the  fresh  and 
one-half  an  ounce  a day  in  the  dried  form. 
Baker’s  yeast  is  much  less  active  and  prone  to 
produce  gas.  Sometimes  yeast  extracts  are  used 
effectively  and  obviate  the  formation  of  gas 
which  frequently  accompanies  the  administration 
of  yeast  itself.  Such  a product,  known  commer- 
cially as  “Harris’  yeast,”  is  described  by  Wake- 
man  and  Osborn^®.  Six  to  nine  tablets  taken 
daily  is  a recommended  dose. 

Vitamin  C (antiscorbutic).  Findley^'^  has  def- 
intely  shown  that  long  continued  low  intake  of 
vitamin  C increases  the  susceptibility  to  infec- 
tious diseases,  and  conversely  that  the  resisting 
power  of  the  body  is  increased  by  a diet  contain- 
ing ample  supplies  of  vitamin  C. 

Werkman,  Nelson,  and  Fulmer^^  found  that 
resistance  of  guinea-pigs  to  infection  was  dimin- 
ished on  diets  deficient  in  vitamin  C.  They  con- 
sider the  accompanying  reduction  in  body  tem- 
perature of  primary  significance  in  accounting 
for  the  reduced  resistance. 

Sherman  says,  “thus  it  is  gradually  becoming 
clear  that  vitamin  C not  only  protects  from 
scurvy  but  has  important  functions  also  in  nor- 

25.  Rose.  M.  S. : Foundation.s  of  Nutrition.  The  Mac- 
millan Company,  New  York,  1927. 

26.  Wakman,  A.  J.:  Extraction  and  Concentra- 

tion of  Water-Soluble  Vitamin  from  Brewer’s  Yeast. 
J.  Biol.  Chem.  40:383,  Dec.,  1919. 

27.  Findlay,  G.  M. ; Relation  of  Vitamin  C to  Bac- 
terial Infection.  J.  Path.  & Bacteriol.  26:1-18,  Jan., 
1923. 

28.  Werkman.  V.  0..  Nelson,  V.  7.  and  Fulmer,  E. 
L.:  Influence  of  Lack  of  Vitamin  C on  Resistance 
of  the  Guinea-Pig  to  Bacterial  Infection.  J.  Infect. 
Dis.  34:  447-453,  May,  1924. 

••These  products  have  the  approval  and  have  been 
accepted  by  the  American  Medical  Association  Com- 
mittee on  Foods.  •"Embo”  a product  of  General 
Mills,  Inc,  Minneapolis,  Minn.  ••Mead’s  Brewer’s 
Yeast  Tablets,  Mead,  Johnson  & Co.,  Evansville,  Ind. 


mal  nutrition  and  in  the  maintenance  of  the 
body’s  defences  against  the  attacks  of  infectious 
disease.”  Raw  cabbage,  lettuce,  lemons,  oranges, 
tomatoes  (both  raw  and  canned)  are  excellent 
sources  of  this  vitamin. 

Vitamin  D (antirachitic).  We  have  referred 
previously  to  a calcium  deficiency  of  the  bones 
in  rheumatoid  arthritis  as  shown  by  Copp.  How- 
ever, the  studies  of  calcium  metabolism  in  arth- 
ritis are  too  meager  to  warrant  any  accurate  cor- 
relation between  arthritis  and  rickets.  A sub- 
normal phosphorus  or  calcium  content  in  the 
blood  is  not  always  due  to  an  insufficient  amount 
in  the  food,  but  the  utilization  of  the  phosphorus 
or  calcium  in  the  body  may  be  perverted^®.  The 
deficiency  in  the  blood  has  been  traced  in  some 
cases  to  excessive  losses  in  the  digestive  tract. 
The  antirachitic  vitamin  found  in  cod-liver  oil 
and  ultraviolet  rays  brings  about  a better  mobili- 
zation of  the  calcium  and  phosphorus  supply.  It 
seems  to  us  that  these  principles  should  be  ap- 
plied in  the  treatment  of  arthritis,  particularly 
of  the  rheumatoid  form.  Good  sources  of  this 
vitamin  are  ergosterol,  butter,  cod-liver  oil,  egg 
yolk  and  liver. 

Adequate  amounts  of  vitamin  A,  B,  C and  D 
should  be  prescribed  for  all  diets  in  arthritis. 
Where  infection  is  present  vitamins  A and  C 
must  be  furnished.  In  cases  of  poor  appetite 
liberal  amounts  of  vitamin  B are  important,  and 
there  may  be  a relationship  between  vitamin  D 
and  the  bone  condition. 

The  following  is  a day’s  food  plan  upon  which 
may  be  built  a good  foundation  diet ; 

BREAKFAST 

A choice  of  one  of  the  following : 

1 orange,  one-half  grape  fruit,  3 heaping  tablespoons 

of  berries,  no  sugar. 

2 eggs,  not  fried. 

1 thin  slice  of  toasted  bread. 

1 pat  of  butter,  about  one-half  oz. 

1 glass  of  whole  milk,  or  1 cup  of  coffee  with  1 table- 
spoon of  cream  and  1 cube  of  sugar. 

LUNCH 

Choice  of  any  two  cooked  vegetables;  3 tablespoons 
beets,  carrots,  onions,  string  beans,  spinach,  cauli- 
flower. 

Raw  vegetables,  any  two : Lettuce,  celery,  tomatoes, 
endive,  watercress. 

1 egg  or  1 serving  of  cheese. 

2 saltines  or  crackers,  or  1 slice  of  bread. 

1 pat  of  butter. 

1 glass  of  whole  milk. 

DINNER  OR  SUPPER 

1 cup  of  vegetable  soup. 

1 serving  of  oysters,  meat,  fish,  fowl,  or  beef  .(sirloin) 
well  done,  or  1 lamb  chop,  or  fish  (perch,  sole,  trout, 
bass,  halibut)  not  fried,  1 slice,  or  chicken  roasted, 
1 slice. 

Cooked  vegetables,  same  as  lunch. 


29.  Sherman,  H.  C. : Chemistry  of  Food  and  Nutri- 
tion, 4th  Ed.  The  Macmillan  Companv,  New  York, 
1932. 
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Fresh  fruit  salad  (no  sugar  or  dressing),  three-fourths 
cup. 

1 slice  of  bread,  no  butter. 

1 glass  of  whole  milk. 

It  will  be  noted  that  the  above  diet  of  low 
calorie,  high  vitamin  and  limited  amounts  of  pro- 
tein, is  offered  merely  as  a foundation  diet,  and 
is  not  one  that  can  be  prescribed  for  all  cases. 
The  character  of  the  diet  must  at  all  times  be 
altered  to  meet  the  needs  of  the  individual  pa- 
tient. For  example,  a patient  vrith  rheumatoid 
arthritis  may  be  poorly  nourished,  have  anemia 
and  colitis.  Another  individual  with  osteoar- 
thritis may  be  markedly  overweight,  have  no 
anemia,  and  may  be  suffering  from  constipation. 
For  the  underweight  the  diet  should  be  so  modi- 
fied as  to  increase  the  caloric  value,  especially 
the  fats,  since  they  possess  high  energy  value. 
For  the  overweight  patient,  obviously  the  quan- 
tity of  food  should  be  altered;  especially  should 
a restriction  of  carbohydrates  and  fats  be  made. 
The  amount  of  laxative  foods  would  be  depend- 
ent upon  the  degree  of  bowel  irritability.  In 
rheumatoid  arthritis  perhaps  the  calcium  content 
of  the  diet  should  be  increased.  In  an  arthritic 
subject  with  anemia,  an  increase  in  the  use  of 
foods  that  are  good  for  blood  regeneration,  like 
red  meats,  is  beneficial. 

At  the  present  time  there  are  various  food 
fads  being  used  in  the  treatment  of  this  disease, 
some  of  which  have  as  their  foundation  largely 
a starvation  diet.  Some  of  these  procedures  may 
be  followed  by  improvement,  particularly  when 
taken  by  the  overweight. 

Pierce^®  has  shown  that  patients  who  have 
failed  to  improve  on  other  measures  will  often 
be  benefited  if  confined  to  bed  and  fed  on  a 
greatly  reduced  ration  such  as  the  following : 

First  day:  Juice  of  one  orange,  three  times  a day. 
Ample  water  and  soda  bicarbonate,  one-half  teaspoon- 
ful three  times  a day. 

Second  day:  Same,  plus  one  cup  of  coffee,  plus  one 
teaspoonful  sugar. 

Third  and  fourth  days : Same  as  second  day,  plus 

eight  ounces  of  strained  vegetable  soup. 

Fifth  day:  Same,  plus  two  crackers. 

A generous  green  diet  should  follow  this  for  one 
week  longer.  No  treatments  of  a taxing  nature  should 
be  added.  During  such  a period  of  comparative  fast, 
the  bowels  should  be  kept  open  by  a daily  enema  if 
necessary. 

The  chief  principle  involved  in  the  above  diet 
is  one  of  low  caloric  intake. 

Fletcher  arranges  a general  balance  of  his  diet 
as  follows : 


30.  Pierce,  E.  G. ; Medical  Treatment  of  Arthritis. 
Am.  Med.  36:631-641.  Oct..  1930. 


For  underweight  For  overweight 


Carbohydrates 

Fat 

Protein 


50  to  75  gms. 
150  to  200  gms. 
50  to  75  gms. 


50  to  75  gms. 
50  to  75  gms. 
50  to  75  gms. 


Total  calories  1750  to  2400  gms  850  to  1275  gms. 

He  believes  that  it  is  a wrong  practice  to 
restrict  protein  too  much  and  to  omit  meat  en- 
tirely, unless  putrefaction  be  present.  Individual- 
ization is  necessary.  The  diet  alone  will  not 
completely  alleviate  arthritic  symptoms,  but  care- 
ful consideration  is  important  in  the  successful 
treatment  of  the  disease. 

While  our  discussion  has  been  confined  to  the 
dietary  treatment  of  the  disease,  we  recognize 
that  there  are  other  measures  that  should  be  con- 
sidered. Rest,  freedom  from  worry  and  nervous 
strain,  physical  therapy  (massage,  electrical  ther- 
apy and  heat)  have  their  place  in  the  treatment 
of  arthritis.  Treatment  of  focal  infection  and 
vaccine  therapy  have  been  shown  to  be  beneficial. 
Colonic  irrigation,  if  of  any  value,  aids  by 
cleaning  out  the  bowel.  There  is  no  specific 
medication  in  the  treatment  of  the  arthritis. 
jMany  of  the  remedies  at  present  employed  only 
serve  to  relieve  pain. 

SUMMARY  AND  CONCLUSIONS 

1.  Chronic  arthritis  should  be  treated  by  many 
measures,  directed  to  combat  as  far  as  possible 
all  known  predisposing  or  exciting  factors. 

2.  No  absolute  rule  can  be  laid  down  regard- 
ing diet  in  either  type  of  arthritis.  Simplicity 
and  moderation  are  of  the  utmost  importance. 

3.  The  fundmental  knowledge  of  energy  me- 
tabolism, carbohydrate,  fat,  protein  and  mineral 
metabolism,  as  well  as  vitamins,  should  be  ap- 
plied in  arthritis. 

4.  Underweight  patients  should  bring  their 
weight  up  to  normal  as  rapidly  as  possible. 

5.  Overweight  patients  should  reduce  and 
thus  increase  the  effectiveness  of  the  diet  regi- 
men. 

6.  Patients  with  colonic  disturbances  should 
have  diet  planned  to  meet  the  needs  of  the  indi- 
vidual. Constipation  should  be  avoided,  or  if 
present,  treated  through  proper  dietary  means. 

7.  Treatment  must  be  carried  out  over  many 
months  or  years. 
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EDITORIAL 


CONTRACT  PRACTICE  IN  OREGON 

At  the  recent  meeting  of  the  Oregon  State 
Medical  Society  at  Portland,  one,  entire  day 
was  devoted  to  a general  session  on  medical 
economics.  Six  papers  were  read,  each  deal- 
ing in  some  way  with  the  insurance  principle 
in  the  practice  of  medicine,  and  the  relation- 
ship of  the  physician  to  such  organizations. 
Notable  in  the  participation  of  the  program 
were  the  State  Industrial  Accident  Commis- 
sion, the  superintendents  of  four  of  the  state’s 
leading  hospitals.  Dr.  Leland  from  the  Ameri- 
can Medical  Association  and  Dr.  Poley  rep- 
resenting a prominent  indemnity  insurance 
company.  Both  morning  and  afternoon  ses- 
sions were  conspicuous  for  the  large  attend- 
ance and  the  number  of  free  and  frank  discus- 
sions by  the  variety  of  interests  represented. 
The  inense  interest  shown  in  the  subject  at 
this  time  is  of  no  small  significance. 

This  is  a period  of  transition.  Old  ideas 
and  principles  are  being  discarded.  New  ideas 
and  principles  are  being  born  to  replace  them. 
The  movement  is  world-wide.  All  nations 
have  felt  its  impress.  It  has  permeated  all 
social  strata.  Governments,  industry,  labor, 
agriculture,  the  arts  and  the  professions  have 
been  compelled  to  adjust  themselves  to  the 
changing  times  or  to  be  thrown  into  discard, 
misfits  under  the  New  Deal. 

To  the  medical  profession,  which  in  final 
analysis  is  but  a large  group  of  crass  indi- 
vidualists bound  together  all  too  loosely  by 
the  fragile  ties  of  a common  interest  in  the 
advancement  of  scientific  medicine,  the  pres- 
ent economic  emergency  may  be  a blessing  in 
disguise.  The  depression  has  been  a very 
real  and  unpleasant  experience  to  the  pro- 
fession in  general.  Somehow  or  other,  most 
of  us  have  been  able  to  muddle  through  to 
date.  But  it  is  inconceivable  that  as  a group 
we  can  go  through  this  period  of  chaos,  revo- 
lution and  evolution  without  change. 


There  is,  for  example,  the  subject  of  con- 
tract practice.  Until  recently  we  have  look- 
ed askance  at  all  its  forms.  We  have  dis- 
missed the  subject  by  the  simple  expedient 
of  passing  resolutions  declaring  such  prac- 
tices to  be  unethical.  The  topic  has  been 
discussed  pro  and  con,  but  only  as  an  acade- 
mic theory.  That  we  were  facing  an  accom- 
plished fact  and  not  a mere  theory  was  forc- 
ibly brought  to  our  attention  only  after  we 
began  to  feel  the  pinch  of  the  depression. 
Prior  to  this,  we  went  calmly  on  our  way, 
pawns  in  a game  in  which  the  players  were 
commercial  hospital  associations,  health  as- 
sociations, lodges  with  sick  benefits,  public 
and  quasipublic  welfare  bureaus,  etc. 

Then  there  is  the  fact  that  governmental 
agencies,  such  as  the  Veteran’s  Bureau,  In- 
dustrial Accident  Commissions,  prenatal 
and  postnatal  clinics,  visiting  nurses  associa- 
tions, school  nurses  associations,  tuberculosis 
clinics,  free  city  and  county  clinics,  each  large- 
ly in  control  and  under  the  direction  of  lay 
persons  (or  worse  yet  under  the  control  of 
politicians),  are  rapidly  creating  a growing 
sentiment  in  the  public  mind  in  favor  of  state 
medicine.  This  is  most  important  in  its  ef- 
fect upon  the  future  of  our  profession.  Fin- 
ally, the  publication  of  the  majority  report 
of  the  Committee  on  the  Costs  of  Medical 
Care  jolted  us  out  of  our  complacency  and 
put  us  distinctly  on  the  defensive. 

“The  best  defense  is  a powerful  offensive.’’ 
That  the  precept  from  this  sound  axiom  from 
the  pages  of  military  tactics  has  been  adopted 
by  the  medical  profession  is  indicated  by  the 
new  activity  of  the  Bureau  of  Medical  Eco- 
nomics of  the  American  Medical  Association. 
From  this  source  interest  in  the  subject  has 
rapidly  spread  to  local  societies  and  from 
them  to  the  state  associations.  Healthful 
signs  of  a determination  to  solve  at  least  a 
portion  of  our  troubles  are  in  evidence.  The 
most  significant  of  these  is  the  organization 
of  professionally  controlled  health  associa- 
tions. At  this  time  Oregon  and  Washing- 
ton have  such  organizations  under  successful 
operation.  Through  them,  it  is  hoped,  the 
vexing  problem  of  medical  contracts  will  be 
solved.  Trial  and  error  in  the  accumulated 
experience  of  a large  number  of  like  associa- 
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tions  should  eventually  produce  some  work- 
able plan.  From  any  view-point  this  under- 
taking must  still  be  looked  upon  as  an  expe- 
riment, the  success  of  which  depends  on  the 
degree  of  support  which  it  receives. 

HOSPITAL  INSURANCE  VERSUS 
MEDICAL  BUREAU  AND  HEALTH 
ASSOCIATION  SERVICE 

The  main  purpose  of  the  investigations  of  the 
Committee  on  the  Costs  of  Medical  Care  was 
to  determine  upon  some  method  of  caring  for 
sickness  of  the  low  wage  earners  who  have  been 
notoriously  the  most  neglected  in  case  of  illness. 
Their  solution  of  the  probem  was  a modification 
of  hospital  insurance.  Recently  Dr.  C.  R.  Rorem, 
assistant  director  of  the  medical  service  of  Jules 
Rosenwald  Foundation,  has  appeared  before 
medical  societies  of  the  Pacific  Northwest  for  the 
purpose  of  elaborating  this  hospital  insurance 
plan  and  explaining  its  proposed  administration 
in  accordance  with  the  purposes  of  the  Commit- 
tee. In  brief,  this  plan  centers  in  a hospital  which 
makes  contracts  with  the  employers  or  the  people 
themselves  for  the  hospitalization  of  their  sick 
and  disabled  employees,  provides  drugs  and  all 
necessary  equipment  and  care  of  the  patients. 
Medical  services  are  rendered  by  physicians  apart 
from  the  hospital  contracts.  Ostensibly  the  pa- 
tients have  free  choice  of  physicians.  This  selec- 
tion, however,  would  rapidly  become  confined  to 
the  group  of  medical  attendants  aligned  with  the 
particular  hospital. 

The  chief  criticism  of  this  plan  is  that  the  set- 
up is  controlled  by  laymen.  With  few  excep- 
tions hospitals  are  governed  by  boards  entirely 
or  largely  composed  of  laymen,  sometimes  sup- 
plemented by  a few  physicians.  Hence  the  situ- 
ation may  readily  develop  that  supervision  of 
the  patients  will  not  be  assuredly  under  the  care 
of  the  medical  attendants.  Nor  can  there  be  a 
certainty  of  the  really  free  choice  of  physicians 
by  the  patients.  One  can  readily  visualize  a 
situation  where  the  lay  management  may  favor 
certain  ones  of  the  medical  group  over  others, 
thus  vitiating  the  alleged  free  choice. 

In  contrast  to  this  plan,  that  adopted  by  the 
profession  in  Washington  and  Oregon  deserves 
careful  consideration,  the  medical  service  bureau 
in  the  former  and  health  association  in  the  latter. 
The  basic  principles  adopted  and  already  in  prac- 
tice in  the  two  states  are  the  same,  though  the 
details  differ  in  some  respects.  Illustrating  the 
advantages  of  this  plan  over  that  of  hospital  in- 


surance, attention  is  directed  to  its  execution  now 
being  carried  on  in  Washington,  while  a similar 
illustration  can  be  presented  from  Oregon.  This 
displays  a procedure  to  care  for  the  employees 
with  small  incomes  which  in  all  its  aspects  is  en- 
tirely under  the  control  of  the  medical  profession. 
In  a given  county  the  whole  setup  is  under  su- 
pervision of  the  medical  society,  the  physicians 
caring  for  the  patients  coming  only  from  its 
members.  The  laymen  who  carry  out  the  details 
relative  to  making  the  contracts  with  employers, 
collecting  fees  and  paying  bills  are  in  the  employ 
of  the  medical  bureau  of  the  given  medical  so- 
ciety and  the  permanence  of  their  employment  is 
at  the  discretion  of  the  physicians  who  engage 
them.  The  selection  of  hospitals  for  the  care  of  the 
patients,  the  purchase  of  drugs,  the  employment 
of  specialists  and  special  lines  of  treatment  are  all 
under  the  control  of  the  physicians  themselves. 

Details  for  carrying  out  the  necessary  measures 
have  been  determined  through  very  careful  study 
and  with  attention  to  all  available  information. 
As  time  goes  on  errors  which  may  arise  will  be 
corrected  with  a purpose  of  giving  careful  and 
satisfactory  attention  to  the  sick  who  are  under 
treatment.  The  essential  feature  of  free  choice  of 
physicians  is  offered  the  patients  in  a manner 
which  is  more  liberal  than  that  of  the  hospital 
plan  with  a group  attached  to  each  hospital.  He 
has  a selection  from  any  member  who  belongs 
to  the  bureau  under  no  restrictions  from  outside 
influences.  Recognizing  that  all  physicians  have 
not  equal  qualifications,  the  bureau  has  a medical 
director  with  power  of  selection,  who  may  super- 
vise questionable  treatment  and  the  choice  of 
attendants.  Since  the  success  of  this  plan  depends 
upon  its  careful  management  by  the  physicians 
themselves,  it  is  believed  that  its  actions  will  be 
administered  with  much  more  detailed  supervi- 
sion than  could  be  possible  under  a plan  such  as 
that  presented  by  the  Committee,  where  its  suc- 
cess depends  upon  a hospital  under  the  direction 
of  laymen  who  are  not  personally  and  directly 
connected  with  the  care  of  the  patients.  Under 
the  Committee  plan  the  hospital  is  made  the  basic 
factor  or  predominant  phase  of  the  several  in- 
tegral parts  which  go  to  make  up  “medical  care.” 
Under  the  bureau  plan  the  physician  is  the  pre- 
dominating factor  and  the  medical  profession  be- 
lieves this  is  preferable.  The  differences  between 
these  two  plans  are  so  vital,  so  far  as  the  medical 
profession  is  concerned,  that  the  contrasting  fea- 
tures are  well  worthy  of  careful  study. 
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ROBERT  CALVIN  COFFEY,  M.D. 

The  tragic  death  of  Dr.  Robert  Calvin  Coffey 
of  Portland,  November  9,  was  an  overwhelming 
shock,  not  only  to  the  many  friends  and  admirers 
in  his  home  city  but  tt)  the  whole  profession. 
The  loss  of  such  a medical  leader  cannot  be  re- 
placed. When  Patterson  Vance  Coffey  advised 
his  son,  Robert  Calvin,  to  study  medicine  instead 
of  law  and  pictured  to  him  the  greater  opportun- 
ity medicine  offered  for  personal  service  to  hu- 
manity, he  kindled  in  that  youthful  mind  an 
enthusiasm  which  never  abated.  The  father  lived 
to  see  his  judgment  justified.  Robert  brought 
to  the  study  of  medicine  mental  and  physical 
qualifications  that  peculiarly  fitted  him  to  be  a 
surgeon.  The  son  of  pioneer  parents,  he  had  the 
courage  and  daring  to  strike  out  of  the  beaten 
paths  into  the  unknown.  He  was  a trail  blazer 
in  surgery.  Of  an  artistic  temperament,  with 
the  constructive  mind  of  an  architect  and  the 
insight  of  a scientist,  he  could  determine  the  seat 
of  trouble  and  almost  as  quickly  see  how  to  cor- 
rect or  circumvent  it.  He  could  clearly  visualize 
the  steps  of  an  operation  and  the  appearance  and 
consequences  of  that  operation  when  completed. 

Starting  without  financial  backing,  with  no 
facilities  for  experimental  research  except  those 
he  developed,  often  encouraged  only  by  his  cap- 
able and  devoted  wife,  he  rose  to  be  considered 
one  of  the  world’s  greatest  surgeons.  He  was 


honored  by  the  profession  at  home  and  abroad 
and  beloved  by  hundreds  of  patients,  whose  lives 
he  had  brightened  and  whose  sufferings  he  had 
relieved.  He  had  a strong  human  interest  and 
generously  shared  with  the  profession  the  know- 
ledge acquired  by  his  own  investigations.  He 
attended  medical  meetings  to  increase  that  knowl- 
edge, to  repay  an  obligation  he  considered  he 
owed  for  the  inspiration  he  had  received  from 
his  earliest  medical  contacts,  and  because  it  gave 
him  an  opportunity  of  meeting  and  enjoying  the 
society  of  his  friends  in  the  profession. 

His  contributions  to  medical  literature  consti- 
tute a history  of  his  development  in  surgery. 
Many  of  his  operations  are  already  written  in 
the  standard  text-books  and  his  name  will  long 
be  preserved  as  one  of  the  great  names  in  the 
science  of  surgery.  He  will  probably  be  best 
remembered  by  the  profession  for  his  method  of 
treating  cancer  of  the  rectum  and  his  technic  of 
ureteral  transplantation.  He  himself  considered 
his  greatest  contribution  to  surgery  to  be  the 
application  of  the  quarantine  drain  in  abdominal 
surgery.  In  a recent  letter  found  in  his  files  he 
says : “I  am  certain  this  is  the  most  important 
contribution  that  I have  made  to  surgery,  if 
indeed  I have  made  any  worthy  of  mention.” 
Thus  spoke  the  man,  always  his  own  severest 
critic.  He  evaluated  his  operations  not  in  terms 
of  their  artistic  appearance  or  of  their  finished 
technic  but  in  terms  of  their  usefulness  in  saving 
life  and  in  relief  of  suffering.  He  was  deeply 
conscious  of  the  dignity  of  his  profession.  His 
courtesy  and  hospitality  to  physicians  visiting 
the  clinic  were  generous  and  genuine.  He  was 
never  too  busy  to  discuss  surgery  with  anyone 
who  had  a sincere  interest  in  it. 

Dr.  Coffey  was  not  only  a great  surgeon,  he 
was  also  a good  citizen.  He  was  a patron  of 
art,  music  and  drama  and  a generous  contributor 
to  his  church,  the  Y.M.C.A.,  Boy  Scouts  and 
other  character  building  organizations.  He  vigor- 
ously opposed  all  agencies  having  a tendency  to 
destroy  character  or  create  misery  anti  unhappi- 
ness. In  his  own  life  he  consistently  lived  his 
beliefs.  Aviation  was  to  him  just  another  contri- 
bution of  science  aiding  him  to  conserve  his  time 
and  accomplish  more  work.  He  loved  to  fly.  It 
suited  his  spirit,  yet  he  rarely  flew  except  on 
business.  He  pas.sed  on  as  he  had  expressed  the 
desire  that  he  might  go,  quickly,  in  the  line  of 
duty,  at  the  zenith  of  his  career,  in  full  mental 
and  bodily  vigor  while  still  master  of  his  destiny. 
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MEDICAL  NOTES 


OREGON 

Healers’  Constitutional  Amendment.  An  initiative 
petition  for  a “healing  arts”  amendment  to  the  con- 
stitution has  been  filed  with  the  secretary  of  state.  If 
26,666  signatures  are  filed  by  July  5,  1934,  this  initiative 
petition  will  go  on  the  next  general  ballot.  Practitioners 
of  the  healing  arts  will  be  classified  in  three  divisions; 
(1)  medical  physicians  and  surgeons,  (2)  drugless 
physicians  including  chiropractors  and  naturopaths,  (3) 
faith  healers  and  practitioners  of  religious  organiza- 
tions. All  except  those  in  class  three  will  be  required 
to  pass  examination  in  anatomy,  physiology,  pathology, 
chemistry,  hygiene  and  bacteriology.  Any  patients  under 
the  workmen’s  compensation  law  could  take  their  choice 
among  any  of  these  healers. 

Industrial  Accident  Practice  for  the  General  Pro- 
fession. The  physicians  of  Klamath  County  are  greatly 
satisfied  over  the  recent  decision  of  the  Industrial  Ac- 
cident Commission  which  revokes  the  plan  which  has 
operated  for  sometime,  by  which  all  its  work  was 
handled  by  only  five  physicians.  Hereafter  all  work- 
men not  under  contract  with  larger  operators  may  have 
the  services  of  their  own  physicians  if  they  so  desire. 
This  plan  represents  the  new  policy  of  the  Commission. 

Criminal  Insane  Ward.  It  is  proposed  to  build  a 
new  criminal  insane  ward  in  connection  with  the  peniten- 
tiary at  Salem  at  an  estimated  cost  of  $85,000.  Attorney 
General  \’an  Winkle  has  handed  down  an  opinion  that 
this  must  be  conducted  as  a part  of  the  state  hospital  and 
not  of  the  penitentiary.  If  it  were  a part  of  the  peniten- 
tiary, the  board  of  control  could  not  transfer  patients 
there,  since  they  had  not  been  committed  to  it. 

Central  Willamette  District  Medical  Society. 
This  society  includes  Benton,  Linn,  Lane  and  Lincoln 
counties.  Benton  and  Lane  have  county  societies  which 
are  organized  for  business  purposes  only.  All  unite  in 
making  the  district  society  a full  grown  scientific  or- 
ganization. Meetings  are  held  monthly,  beginning  with 
a dinner  and  followed  by  a business  and  scientific 
program. 

Plans  for  New  Buildings.  Architects  have  prepared 
plans  and  sketches  for  the  new  buildings  whose  con- 
struction is  contemplated  in  connection  with  the  Uni- 
versity of  Oregon  Medical  School.  The  psychopathic 
hospital  and  tuberculosis  hospital  will  cost  about  $300,- 
000,  each. 

H.  A.  Hartman,  who  formerly  practiced  in  Astoria, 
but  during  recent  years  has  been  located  at  Aberdeen, 
Wash , has  returned  to  his  former  residence.  Hereafter 
he  will  practice  in  Astoria. 

L.  A.  Bollman,  who  for  sometime  has  had  an  office 
in  Salem,  has  given  that  up  and  hereafter  will  devote 
his  time  to  practice  in  Dallas. 


WASHINGTON 

Hospital  Addition  Rejected.  Snohomish  County 
Commissioners  have  rejected  the  proposal  of  construct- 
ing an  addition  to  Aldercrest  Tuberculosis  Sanatorium 
to  cost  $25,000.  They  claim  that  when  the  project  was 
proposed  it  was  understood  that  federal  money  would 


cover  the  cost  of  construction.  It  is  now  found  that 
at  least  seventy  per  cent  would  have  to  be  paid  by  the 
county. 

New  Office  Building.  One  of  the  large  corner 
buildings  of  Seattle,  known  as  the  Liggett  Building,^  is 
being  partly  reconstructed  to  be  used  exclusively  by 
physicians  and  dentists.  The  seventh,  eighth  and  ninth 
floors  are  being  transformed  for  this  purpose.  Suites 
will  be  installed  in  accordance  with  the  desires  of  the 
tenants.  The  name  has  been  changed  and  it  will  here- 
after be  known  as  the  Fourth  and  Pike  Building. 

Cushman  Hospital  to  be  Retained.  Plans  are  be- 
ing made  for  the  purchase  by  the  United  States  Gov- 
ernment of  the  property  occupied  by  the  Cushman  In- 
dian Hospital  of  Tacoma.  At  present  it  belongs  to 
the  Puyallup  Indian  tribe  and  is  under  lease  to  the  gov- 
ernment. This  is  said  to  be  the  largest  Indian  hospital 
in  the  country  and  is  ideally  located  for  future  develop- 
ment. It  is  anticipated  that  the  property  will  be  perma- 
nently retained  for  this  purpose. 

Registration  of  Nurses.  The  Nurses  Practice  Act 
goes  into  effect  January  1,  making  registration  obliga- 
tory for  every  one  desiring  to  practice  as  a graduate 
nurse  in  Washington.  Nurses  may  be  registered  by  ex- 
amination or  reciprocity,  the  examinations  being  held 
twice  a year. 

Research  in  Medical  Care.  The  Foundation  for 
Social  Research  in  Medical  Care  has  been  recently  in- 
corporated in  Olympia.  H.  J.  Whitacre  and  H.  G.  Wil- 
lard of  Tacoma  with  Rev.  Carl  H.  Veazie  are  the  of- 
ficers of  this  noncommercial  corporation.  An  investi- 
gation into  the  cost  of  medical  care  will  be  conducted 
by  this  Foundation.  * 

Pioneer  Physicians  Honored.  Lewis  County  Medi- 
cal Society,  at  a banquet  in  Chehalis  November  13, 
honored  their  pioneer  physicians.  J.  T.  Coleman  ar- 
rived in  1888,  William  Botzer  in  1905,  J.  M.  Sleicher 
in  1907  and  E.  P.  Sherman  in  1914.  Dr.  Coleman  gave 
the  principal  address,  mentioning  developments  in  medi- 
cine and  personal  experiences  in  his  early  years  of 
practice. 

Elected  Officers  of  Club.  Harry  J.  Friedman,  of 
Seattle  has  been  elected  president  of  the  intercity  alumni 
club  of  Phi  Delta  Epsilon,  national  medical  fraternity. 
Leon  Goldsmith  of  Portland  was  elected  secretary. 

A.  N.  Wilson,  recently  of  Seattle,  has  located  for 
practice  at  Ketchikan,  Alaska.  After  graduating  at 
Rush  and  serving  as  interne  at  Cook  County  Hospital 
he  was  in  the  employee  of  Kennecott  Copper  Corpora- 
tion. He  takes  the  place  of  J.  B.  Beeson  who  will 
locate  for  practice  at  Wooster,  Ohio. 

E.  A.  Johnson,  who  formerly  practiced  for  a period 
of  years  in  Helena,  Mont.,  has  located  in  Seattle.  He 
has  been  out  of  practice  for  a number  of  years,  but 
will  resume  at  his  new  location. 

C.  P.  Michael,  who  has  recently  completed  service  as 
interne  at  Tacoma  General  Hospital,  has  located  at 
Almira,  where  he  will  have  charge  of  the  employees 
working  on  the  Columbia  River  dam  project. 

A.  C.  Taylor,  who  formerly  resided  at  Spokane,  has 
recently  been  on  the  resident  staff  of  the  Princess  Eliza- 
beth of  York  Hospital  for  Children  in  London.  He  has 
recently  located  for  practice  at  Spokane. 
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M.  B.  Snyder,  formerly  of  Chewelah,  has  been  en- 
gaged in  postgraduate  work  at  Los  Angeles  General 
Hospital  during  the  past  year.  He  has  again  located  for 
practice  at  Chewelah. 

C.  W.  Lane,  who  has  practiced  for  several  years  at 
Castle  Rock,  has  located  an  office  in  Kelso.  He  will 
divide  his  time  between  the  two. 

Chester  M.  Nelson,  who  has  practiced  for  several 
years  in  Seattle,  has  moved  to  Holdrege,  Neb.,  where 
he  will  be  connected  with  Brewster  Hospital. 

D.  L.  Stokesbary,  formerly  of  San  Diego,  Calif.,  has 
located  for  practice  at  Ferndale,  occupying  the  offices 
-of  the  late  G.  R.  Bice. 

J.  F.  Beattie,  who  has  practiced  for  sometime  in  Seat- 
tle, being  located  at  Columbia,  has  opened  offices  in 
Renton  where  he  will  practice  in  the  future. 

W.  M.  Whitehead  of  Seattle  has  located  for  prac- 
tice at  South  Park  in  that  city,  taking  the  practice  of 
Chester  Nelson  who  has  recently  moved  to  Nebraska. 

Wedding.  Souren  Tashian  of  Seattle  and  Miss  Mar- 
garet Cahalan  of  Yakima  were  married  in  the  latter 
city  November  4. 

OBITUARIES 

Dr.  Robert  C.  Coffey  of  Portland,  Ore.,  was  killed  in 
an  airplane  accident  in  that  city  November  10,  aged  64 
years.  Starting  for  Medford  to  perform  a surgical  op- 
eration, the  dense  fog  resulted  in  the  arplane  colliding 
with  a tree  and  plunging  into  a hill  causing  the  death  of 
a pilot  and  three  passengers.  He  was  born  in  Caldwell 
County,  N.  C.,  October  20,  1869.  He  received  his  pre- 
paratory education  at  Globe  Academy  in  his  native  state. 
He  obtained  the  degree  of  M.  D.  from  Kentucky  School 
of  Medicine  at  Louisville  in  1892.  He  located  for  prac- 
tice at  Moscow,  Ida.  In  1910  he  moved  to  Portland, 
where  he  has  been  continually  engaged  in  practice.  He 
has  been  an  outstanding  surgeon  of  the  Pacific  Coast 
and  of  this  country  for  many  years.  By  devising  and 
perfecting  original  surgical  procedures  he  has  been 
known  to  surgeons  throughout  the  L'nited  States  and 
Europe.  He  was  a member  of  many  scientific  and  medi- 
cal bodies.  Within  recent  years  he  appeared  as  a guest 
speaker  before  medical  organizations  in  several  Euro- 
pean cities,  where  he  was  recognized  as  one  of  the  lead- 
ing surgeons  of  the  world.  His  death  is  a deeply  felt 
loss  by  the  medical  profession  and  the  people  of  Oregon. 
He  was  one  of  the  original  promoters  of  a tristate  jour- 
nal in  1908  which  established  Northwest  Medicine  to 
represent  the  three  Pacific  northwestern  states.  For  the 
past  eight  years  he  has  been  an  Oregon  trustee. 

Dr.  John  S.  McBride  of  Seattle,  Wash.,  died  suddenly 
on  the  train  November  15,  at  Oakridge,  Ore.,  while  on 
a journey  to  Arizona,  aged  59  years.  He  was  born  near 
London,  Ontario,  July  25,  1874.  He  obtained  his  medi- 
cal degree  at  Detroit  College  of  Medicine  in  1897. 
After  practicing  in  Milwaukee,  Wis.,  until  1903,  he 
located  in  Seattle.  He  w’as  commissioner  of  health  for 
that  city  from  1914  to  1919  under  Mayors  Gill  and 
Hanson.  At  the  time  of  his  death  he  was  again  serving 
as  commissioner  of  health,  having  been  in  private  prac- 
tice since  his  previous  term  of  office.  He  was  an  effi- 
cient and  active  public  official,  helping  materially  to 
promote  the  good  health  of  Seattle  and  perfecting  the 
details  of  the  department.  During  the  period  of  depres- 


sion he  was  particularly  helpful  in  establishing  prin- 
ciples of  economy  while  effectively  conducting  the 
work  of  the  department  of  health.  Regardless  of  per- 
sonal popularity  and  having  in  mind  only  the  welfare 
of  the  public,  he  was  an  ideal  official  in  executing  the 
public  health  work.  His  death  is  a notable  loss  to  the 
medical  profession  of  the  state  as  well  as  the  depart- 
ment of  public  health. 

Dr.  Louis  A.  S.alade  of  Medford,  Ore.,  died  Novem- 
ber 14,  aged  69  years,  as  a result  of  complications  fol- 
lowing appendectomy  performed  ten  days  previously. 
He  was  born  at  West  Penn,  Pa.,  in  1864.  He  was  edu- 
cated at  Franklin  and  Marshall  College,  where  he  re- 
ceived the  degrees  of  A.  B.  and  A.  M.  He  received  his 
medical  degree  at  University  of  Pa,  in  1888.  He  lo- 
cated for  practice  at  Birmingham,  Ala.,  where  he  was 
surgeon  of  a coal  and  iron  company.  In  1890  he  en- 
gaged in  general  practice  at  Catasauqua,  Pa.  In  1870 
he  moved  to  Philadelphia  where  he  practiced  as  a spe- 
cialist in  obstetrics  and  gynecology.  In  1912  he  moved 
to  Seven  Oaks,  near  Medford,  Ore.,  where  he  engaged 
in  the  fruit  business.  He  was  an  ardent  sportsman  and 
devoted  to  various  athletic  interests.  During  the  World 
War  he  was  a member  of  United  States  Medical  Re- 
serve Corps. 

Dr.  Andrew  J.  Giesy  of  Portland,  Ore.,  died  No- 
vember 19,  as  a result  of  disease  of  the  heart,  aged 
80  years.  He  was  born  at  Fort  Steilacoom,  Wash.,  in 
1853.  He  lived  on  a farm  in  the  Willapa  country  during 
his  youth.  He  graduated  from  the  Willamette  Uni- 
versity Medical  School  in  1876  and  located  for  practice 
at  Aurora,  later  moving  to  Salem.  For  two  years  he 
w'as  assistant  physician  at  the  Oregon  State  Hospital. 
Most  of  his  years  of  medical  practice  were  in  Portland. 
He  was  long  connected  with  Good  Samaritan  Hospital 
and  was  active  in  its  development.  At  one  time  he  was 
a member  of  the  city  board  of  health.  He  was  a mem- 
ber of  many  medical  organizations. 

Dr.  James  H.  McSloy  of  Portland,  Ore.  died  Novem- 
ber 16  after  an  illness  of  several  weeks,  aged  69  years. 
He  was  born  in  1864  and  graduated  from  Rush  Medical 
School  in  1886.  He  practiced  in  South  Dakota  for 
twenty  years,  moving  to  Oregon  in  1906.  He  practiced 
in  Portland  since  1908. 


Present  Status  of  Idiopathic  Ulcerative  Colitis, 
WITH  Especial  Reference  to  Etiology.  Moses  Paulson, 
Baltimore  {Journal  A.  M.  A.,  Nov.  25,  1933),  points 
out  that  avitaminosis  as  a cause  of  ulcerative  colitis  is 
not  supported  by  clinical  experience,  although  the  experi- 
mental evidence  is  striking.  Vagotonia,  as  well  as  dis- 
turbances of  calcium  metabolism,  has  been  thought  to 
play  a part  in  the  etiology.  There  is  neither  satisfactory 
direct  evidence  nor  properly  controlled  confirmatory 
studies  establishing  a specific  or  primary  etiologic  asso- 
ciation between  any  liactcrium  and  chronic  ulcerative 
colitis.  The  definite  connection  between  foci  of  infec- 
tion and  the  etiology  of  this  condition  remains  to  he 
proved  both  experimentally  and  clinically.  Experimental 
data  indicate  the  nonspecificity  of  bacterial  influences 
in  this  disorder.  Recent  work  suggests  that  the  greater 
and  more  prolonged  the  bleeding,  regardless  of  the 
cause,  the  greater  will  be  the  diminution  of  the  flora 
and  the  more  marked  the  relative  increase  in  cocci. 
These  cocci,  and  to  a lesser  extent  the  other  surviving 
intestinal  organisms,  normally  present,  probably  arc 
responsible  for  a secondary  infection.  Recurrences  at 
present  are  certain  to  occur  in  all  but  the  exceptional 
cases,  riie  possihilty  of  permanent  cure  is  remote. 
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OREGON  STATE  MEDICAL  SOCIETY 
MINUTES  OF  THE  FIFTY-NINTH  ANNUAL 
MEETING  OF  OREGON  STATE  MEDICAL 

SOCIETY  HELD  AT  PORTLAND,  OREGON, 
OCTOBER  26-28,  1933 
HOUSE  OF  DELEGATES 

First  Session 
Thursday,  October  26 

The  opening  session  of  the  House  of  Delegates  was 
called  to  order  by  President  A.  E.  Mackay  at  7 ;00  a.  m. 
in  the  Oak  Dining  Room  of  the  Hotel  Benson. 

On  roll-call,  the  following  members  of  the  Council 
were  present : A.  E.  Mackay,  president ; E.  L.  Zimmer- 
man, past-president;  W.  T.  Johnson,  president-elect;  G. 
A.  Massey,  first  vice-president ; F.  E.  Butler,  second 
vice-president ; A.  W.  Holman,  secretary ; Councilors  J. 
H.  Fitzgibbon,  T.  Tharaldsen,  and  A.  M.  Webster;  J. 
A.  Petitt,  Trustee  of  the  American  Medical  Associa- 
tion ; R.  A.  Fenton,  Delegate  to  the  American  Medical 
Association. 

The  following  delegates  were  present : J.  C.  Booth  of 
Lebanon,  L.  S.  Kent  of  Eugene,  and  F.  M.  Hellwarth 
of  Toledo,  Central  Willamette  Medical  Society;  R.  J. 
Pilkington  of  Astoria,  Clatsop  County  Medical  Society; 
J.  J.  D.  Haun  of  LaGrande,  Eastern  Oregon  District 
Medical  Society;  J.  O.  VanWinkle  of  Jefferson  and  W. 
W.  Baum  of  Salem,  Polk-Yamhill-Marion  Medical  So- 
ciety; M.  L.  Bridgeman,  B.  R.  Brooke,  D.  C.  Burkes, 
Helen  A.  Cary,  R.  F.  Davis,  L.  P.  Gambee,  H.  R.  Lucas, 
C.  R.  McQure,  G.  W.  Millett,  K.  P.  Moran,  E.  P. 
Owen,  W.  F.  Patrick,  C.  E.  Sears,  F.  Floyd  South,  B. 
A^Van  Loan,  and  C.  P.  Wilson  of  Portland,  Portland 
City  and  County  Medical  Society ; David  Robinson  of 
Tillamook,  Tillamook  County  Medical  Society. 

C.  A.  Smith  of  Seattle,  Editor  of  “Northwest  Medi- 
cine,” and  the  executive  secretary  were  also  present. 

F.  F.  South,  chairman  of  the  Committee  on  Creden- 
tials reported  that  in  the  absence  of  the  regularly  elected 
delegates  from  certain  component  societies,  several  mem- 
bers were  present  and  eligible  to  be  seated.  Upon  mo- 
tion duly  made  and  seconded,  C.  T.  Sweeney  of  Med- 
ford, Jackson  County  Medical  Society;  A.  A.  Soule  of 
Klamath  Falls,  Klamath  and  Lake  Medical  Society;  W. 
H.  Bueermann  of  Portland,  Portland  City  and  County 
Medical  Society ; were  seated  by  vote  of  the  House. 

Upon  motion  duly  made  and  seconded,  it  was  voted  to 
dispense  with  the  reading  of  the  minutes  of  the  last  ses- 
sion, the  same  having  been  printed  in  the  December 
1932  issue  of  Northwest  Medicine. 

President  Mackay  announced  the  appointment  of  the 
following  committees : 

Committee  on  New  Business,  W.  F.  Patrick,  Chair- 
man ; J.  H.  Fitzgibbon,  F.  R.  Hellwarth ; Committee  on 
Resolutions,  T.  Tharaldsen,  Chairman ; G.  W.  Millett,  R. 
J.  Pilkington;  Committee  on  Unfinished  Business,  L.  S. 
Kent,  Chairman;  W.  W.  Baum,  W.  H.  Bueermann; 
Committee  on  Credentials,  F.  Floyd  South,  Chairman; 
E.  P.  Owen,  C.  T.  Sweeney. 

Appointment  of  Committee  on  Nominations 

President  Mackay  called  attention  to  the  fact  that  the 
By-Laws  of  the  Society  provide  that  the  Committee  on 
Nominations  shall  be  appointed  by  the  House  of  Dele- 
gates itself,  although  the  President  had  frequently  ap- 
pointed this  committee  in  the  past.  Dr.  Mackay  stated 
that  he  would  suggest  the  following  committee  for  the 
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consideration  of  the  House : L.  P.  Gambee,  Chairman, 
C.  P.  Wilson,  David  Robinson. 

Upon  motion  duly  made  and  seconded,  it  was  unani- 
mously voted  that  the  Committee  on  Nominations  con- 
sist of  the  above  named  delegates. 

Communications 

1.  A telegram  from  the  Corvallis  Chamber  of  Com- 
merce inviting  the  Society  to  hold  the  1934  annual  ses- 
sion in  Corvallis  was  read.  The  telegram  was  referred 
to  the  Committee  on  New  Business. 

2.  A communication  from  the  Oregon  Medical  Hy- 
giene Society  requesting  the  consideration  and  endorse- 
ment of  a proposed  psychiatric  hospital  at  Portland  was 
sion  in  Corvallis  was  read.  The  telegram  was  referred 
to  the  Committee  on  New  Business. 

3.  An  analysis  of  the  project  calling  for  the  erection 
of  infirmaries  at  the  University  of  Oregon  and  Oregon 
State  College  prepared  by  the  Oregon  Council  of  Hos- 
pitals was  submitted  for  the  consideration  of  the  House. 
This  analysis  was  referred  to  the  Committee  on  New 
Business. 

4.  At  the  request  of  R.  A.  Fenton,  the  majority  re- 
port of  Governor  Meier's  Committee  on  Liquor  Control 
was  submitted  for  the  consideration  of  the  House.  This 
report  was  referred  to  the  Committee  on  New  Business. 
Proposed  Amendments  to  the  Constitution  and  By-Laws 

Secretary  Holman  called  attention  to  the  following 
amendments  to  the  Constitution  and  By-Laws  proposed 
at  the  1932  annual  session  and  now  pending  for  final 
action : 

To  amend  Article  V of  the  Constitution  so  as  to  read 
as  follows : Section  1.  The  officers  of  the  Society 

shall  be  a President,  a President-Elect,  three  Vice-Presi- 
dents, a Secretary,  a Treasurer  and  ten  Councilors. 
Section  2.  The  officers  except  the  President  and  the 
Councilors,  shall  be  elected  annually;  the  terms  of  the 
Councilors  shall  be  for  three  years ; one-third,  or  as 
nearly  as  may  be,  to  be  elected  each  year.  All  these  of- 
ficers shall  serve  until  their  successors  are  elected  and 
take  office,  provided  that  the  President-Elect  shall  suc- 
ceed to  the  Presidency  at  the  close  of  the  next  annual 
session  after  his  election. 

To  amend  Article  VII  of  the  Constitution  so  as  to 
read  as  follows : The  Council  shall  consist  of  ten 

councilors,  the  officers  of  the  Society,  and  any  officer 
or  delegate  of  the  American  Medical  Association  re- 
siding in  this  state.  The  Council  shall  have  full  author- 
ity and  power  of  the  House  of  Delegates  between  an- 
nual sessions,  unless  the  House  of  Delegates  shall  be 
called  into  session  as  provided  in  the  Constitution  and 
By-Laws.  Five  of  its  members  shall  constitute  a 
quorum. 

To  amend  Section  5 of  Chapter  V of  the  By-Laws  by 
adding  a new  subsection  as  follows : E.  There  shall 

be  one  councilor  at-large,  who  shall  be  a duly  licensed 
woman  physician  in  active  practice. 

Secretary  Holman  reported  that  the  following  amend- 
ments to  the  By-Laws  proposed  by  I.  R.  Fox  of  Eu- 
gene had  been  approved  by  the  Council  for  submission 
to  the  House  of  Delegates : 

To  amend  Section  3 of  Qiapter  IX  so  as  to  read  as 
follows : 

Section  3.  If  a majority  of  the  member  of  any  county 
or  district  society  fail  to  pay  their  assessments  or  make 
the  reports  required  on  or  before  the  date  above  stated, 
such  society  shall  be  held  as  suspended,  and  none  of  its 
members  or  delegates  shall  be  permitted  to  participate 
in  any  of  the  business,  proceedings,  or  privileges  of  the 
Society,  or  of  the  House  of  Delegates,  unless  by  special 
vote  of  the  House  of  Delegates. 
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No  component  society  shall  carry  on  its  membership 
rolls  as  a member  in  good  standing,  any  member  who 
fails  to  pay  his  state  society  dues  on  or  before  the  date 
above  stated.  If  such  is  done,  the  local  society  shall  be 
held  responsible  for  the  state  society  dues  for  any  and 
all  such  members. 

Secretary  Holman  further  reported  that  the  follow- 
ing amendments  to  the  By-Laws  had  been  submitted  by 
R.  A.  Fenton  for  the  purpose  of  removing  all  reference 
to  the  Oregon  Public  Health  League : 

To  amend  Section  3 of  Chapter  VHI  so  as  to  read  as 
follows : 

Section  3.  The  Committee  on  Public  Policy  shall 
consist  of  five  members,  each  of  whom  shall  serve  for 
a period  of  three  years;  provided  that  immediately  fol- 
lowing the  adoption  of  this  amendment,  one  member  shall 
be  appointed  for  one  year,  two  for  two  years,  and  two 
for  three  years.  The  President  and  President-Elect 
shall  be  ex-officio  members  of  this  committee.  This 
Committee,  subject  to  instructions  from  the  Council, 
shall  represent  the  Society  in  obtaining  and  enforcing 
legislation  in  the  interest  of  public  health  and  scientific 
medicine. 

To  amend  Section  5 of  Chapter  VII  so  as  to  read  as 
follows : 

Section  5.  The  Council  shall  each  year,  in  advance  of 
the  annual  meeting,  employ  a certified  public  accountant 
to  audit  the  books  of  the  Oregon  State  Medical  Society. 
The  report  of  such  accountant  and  the  Treasurer’s  re- 
port shall  be  presented  to  the  House  of  Delegates  on  the 
first  day  of  each  meeting. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
to  refer  these  various  proposed  amendments  to  the  Con- 
stitution and  By-Laws  to  the  Committee  on  Unfinished 
Business. 

President  Mackay  announced  that  almost  all  of  the 
reports  of  officers  and  committees  had  been  mimeo- 
graphed and  would  be  submitted  in  this  form  in  order 
to  save  time. 

Report  of  the  Secretary 

The  following  report  of  A.  W.  Holman,  Secretary, 
was  submitted  to  the  House  in  mimeographed  form : 

Your  secretary  submits  the  following  report  of  the 
major  activities  of  the  Society  during  the  past  year  as 
well  as  a brief  review  of  the  principal  actions  of  the 
Council. 

We  have  just  passed  through  another  difficult  year  in 
the  long  history  of  our  Society.  The  acute  financial 
conditions  faced  by  the  people  generally  have  had  their 
natural  effects  upon  the  medical  profession  and  upon 
medical  organization.  Your  officers  and  councilors 
have  felt  their  responsibilities  keenly  and  have  striven 
to  the  utmost  to  make  the  necessary  adjustments  to  the 
end  that  the  organization  which  has  been  built  up  be  not 
seriously  impaired  by  the  prevailing  economic  crisis. 
Fortunately,  brighter  days  appear  to  1^  looming  for  the 
entire  country  and  particularly  for  our  Pacific  North- 
west, where  important  public  works  developments  are 
impending.  These  developments,  together  with  the 
apparent  trend  toward  the  return  of  normal  times,  will 
of  course  have  a beneficial  effect  upon  the  well-being  of 
our  profession. 

In  an  attempt  to  adjust  the  affairs  of  our  Societv  to 
the  prolonged  economic  stringency,  the  Council,  after 
careful  study  by  its  Executive  Committee,  voted  to  re- 
duce the  dues  of  active  members  for  the  present  year 
to  $15.00.  This  action  was  taken  in  the  form  of  an 
authorization  to  make  a rebate  of  $5.00  for  the  reason 
that  annual  dues  are  fixed  by  the  Constitution  and  By- 
Laws  and  the  Council  does  not  have  power  to  vote  a 
direct  reduction  in  dues. 

This  action  had  the  effect  of  reducing  our  current  in- 
come by  25  per  cent  and  in  order  to  maintain  our  or- 
ganization on  this  greatly  reduced  amount  drastic  re- 
ductions in  operating  expense  were  made,  including 
rent,  salaries  of  office  .staff  and  other  items  of  over- 


head. We  take  pleasure  in  reporting  that  we  have  been 
able  to  maintain  all  essential  organization  services  on 
this  reduced  budget  basis  without  substantial  impair- 
ment and  without  using  a single  dollar  of  our  invested 
funds.  The  report  of  the  Treasurer  will  cover  these 
matters  in  detail. 

The  membership  situation  at  the  present  time  is  as 


follows : 

Number  carried  on  Membership  Rolls 693 

Number  Paid  for  1932  560 

Number  Paid  for  1933  465 

(in  whole  or  in  part) 


Of  the  693  members  carried  on  our  rolls  now,  127  who 
were  affiliated  in  1932  have  not  completed  payment  of 
their  dues  for  that  period.  A considerable  number  of 
these  are  making  installment  payments  and  practically 
all  desire  to  be  carried  as  members.  This  group  of  de- 
linquents have,  however,  been  dropped  from  the  list  of 
members  who  receive  Northwest  Medicine,  in  order 
that  the  Society  may  be  under  no  expense  in  carrying 
them  in  case  they  fail  to  complete  payment  of  their  dues. 

The  Council  and  its  Executive  Committee,  as  well  as 
the  various  standing  and  special  committees,  have  given 
unstintingly  of  their  time  in  the  interests  of  the  Society 
and  the  medical  profession.  Special  commendation  is 
due  the  Committee  on  Public  Policy  and  Legislation  for 
the  passage  of  the  Basic  Science  Act  and  the  defeat  of 
numerous  measures  inimical  to  the  interests  of  the  pub- 
lic health  and  the  medical  profession,  and  the  Committee 
on  Clinic  and  Institutional  Medical  Care  for  the  pains- 
taking study  and  well-conceived  plans  developed  to  gov- 
ern the  relations  of  the  medical  profession  to  agencies 
rendering  free  medical  care. 

For  some  time  the  Council  has  felt  that  closer  rela- 
tions should  be  developed  between  the  Society  and  its 
component  societies  throughout  the  state.  Notwith- 
standing the  fact  that  the  councilor-district  plan  is  pre- 
sumed to  provide  the  necessary  liaison  between  the 
Council  and  the  local  societies,  there  has  been  a lack 
of  coordination  between  state  and  local  society  action. 
This  has  been  largely  due  to  the  fact  that  the  officers 
of  component  societies  have  been  in  touch  with  the 
Councilor  from  their  district  and  were  not  well-inform- 
ed as  to  the  policies  and  actions  of  the  Council.  In  or- 
der to  correct  this  condition,  three  steps  have  been 
taken.  One  is  the  holding  of  occasional  Council  meet- 
ings in  various  parts  of  the  state;  the  second,  the  mail- 
ing to  the  secretaries  of  a mimeographed  digest  of  the 
Council  meetings  for  discussion  in  local  society  meet- 
ings ; and  the  third,  the  recommendation  that  each  local 
secretary  invite  the  district  councilor  to  attend  at  least 
one  meeting  of  the  local  medical  society  each  year.  We 
believe  that  the  carrying  out  of  these  suggestions  will 
greatly  improve  the  relations  between  the  local  and 
state  societies.  At  the  close  of  this  meeting,  also,  each 
delegate  should  render  to  his  society  a report  of  the 
proceedings  of  the  annual  session. 

For  your  information,  I append  the  following  sum- 
mary of  the  principal  actions  of  the  Council  during  the 
past  year. 

ACTIONS  OF  THE  COUNCIL 

1.  Voted  to  permit  the  reinstatement  of  delinquent 
members  during  the  last  quarter  of  1932  by  the  payment 
of  $5.00  plus  1933  dues,  such  payment  to  keep  the  mem- 
ber in  good  standing  until  the  close  of  1933. 

2.  Adopted  an  annual  budget  cutting  operating  ex- 
penses 25  per  cent. 

3.  Authorized  the  President  to  appoint  a Medical  Ad- 
visory Committee  to  assist  the  State  Industrial  Acci- 
dent Commission  in  reviewing  bills  and  services  ren- 
dered by  physicians. 

4.  Referred  to  the  Executive  Committee  the  matter  of 
cooperation  by  the  Society  with  certain  physicians  in 
the  Coos  Bay  district  in  instituting  legal  action  against 
the  State  Industrial  Accident  Commission  to  test  out 
the  legality  of  designating  physicians  and  hospitals  for 
the  care  of  industrial  workers. 

5.  Authorized  the  drafting  of  legislation  to  ensure 
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workers  under  the  Workmen’s  Compensation  Act  the 
right  of  free  choice  of  physicians. 

6.  V oted  to  commend  the  physician-members  of  the 
legislature  and  the  Woman’s  Auxiliary  for  assistance 
given  the  Committee  on  Public  Policy  and  Legislation 
in  promoting  the  success  of  the  legislative  program  of 
the  Society. 

7.  Voted  to  hold  the  May  meeting  of  the  Council  at 
Eugene. 

8.  Voted  that  a summary  of  the  important  actions  of 
the  Council  be  sent  to  each  councilor  following  each 
meeting  and  that  the  respective  councilors  assume  the 
responsibility  of  keeping  the  component  societies  in  their 
respective  districts  informed  concerning  the  plans  and 
activities  of  the  Society. 

9.  Voted  that  the  recommendation  made  to  members 
by  the  House  of  Delegates  at  the  1932  annual  session 
that  they  accept  a discount  of  25  per  cent  on  all  bills  for 
services  rendered  to  injured  workmen  under  the  pro- 
tection of  the  Workmen’s  Compensation  Act  be  extend- 
ed for  an  additional  six  months,  or  to  and  including  Oc- 
tober 31,  1933. 

10.  Authorized  an  appropriation  of  $100  for  the  print- 
ing of  explanatory  material  concerning  the  Basic  Science 
Law,  to  be  used  in  case  the  referendum  was  invoked. 

11.  Voted  that  the  annual  session  be  held  on  Octo- 
ber 26-28. 

12.  Referred  to  the  Executive  Committee  the  ques- 
tion as  to  whether  it  is  compulsory  to  admit  all  members 
of  a component  medical  society  to  membership  in  an 
existing  or  proposed  mutual  association  for  the  group 
care  of  industrial  workers. 

13.  Approved  the  action  of  the  President  in  request- 
ing the  State  Industrial  Accident  Commission  to  join 
with  a committee  of  the  Society  in  studying  the  existing 
fee  schedule  with  a view  to  recommending  a suitable  re- 
vised schedule  for  the  consideration  of  the  Commission 
in  October,  at  which  time  the  special  arrangement  be- 
tween the  Commission  and  the  Society  terminates. 

14.  Approved  the  suggestion  of  the  Committee  on 
State  Industrial  Affairs  that  a representative  of  the  State 
Industrial  Accident  Commission  be  invited  to  present 
a paper  at  the  annual  session  on  “The  Medical  Phases 
of  Workmen’s  Compensation  from  the  Viewpoint  of  the 
State  Industrial  Accident  Commission.” 

15.  Authorized  the  President  to  appoint  a Medical  Ad- 
visory Committee  to  represent  the  Society  before  the 
State  Relief  Committee  in  developing  plans  and  estab- 
lishing policies  for  the  administration  of  medical  relief 
under  the  Federal  Emergency  Relief  Act. 

In  conclusion,  your  secretary  wishes  to  announce  his 
firm  conviction  that  the  growth  and  welfare  of  organi- 
zations generally,  and  particularly  of  state  medical  so- 
cieties, is  best  promoted  by  encouraging  as  large  a num- 
ber of  members  as  possible  to  participate  in  its  activi- 
ties as  officers  and  committee  members.  For  this  rea- 
son, having  served  two  years,  your  secretary  wishes  to 
announce  his  desire  to  retire  from  active  service  and  to 
return  to  the  ranks,  leaving  the  way  open  for  the  appli- 
cation of  the  rotating  principle. 

I wish  to  express  my  appreciation  for  the  splendid 
cooperation  received  during  my  term  of  office  from  offi- 
cers, councilors,  and  the  membership  generally-  It  has 
been  a genuine  pleasure  to  serve  you. 

Respectfully  submitted, 

Albert  W.  Holman. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  the  report  of  the  Secretary  be  accepted  and  placed 
on  file. 

Report  of  the  Executive  Secretary 

The  following  report  of  Clyde  C.  Foley,  Executive 
Secretary,  was  submitted  to  the  House  in  mimeographed 
form : 

During  the  past  year,  your  headquarters  office  has 
strived  to  continue  its  functions  at  normal  pace  in  spite 
of  the  curtailment  of  budget  made  necessary  by  the  pro- 
longed economic  stress.  In  fact,  increased  effort  has 
constantly  been  made  to  retain  for  the  Society  the  con- 
tinued loyal  support  of  the  medical  profession  by  earn- 


est attention  to  its  many  pressing  problems.  We  have 
been  passing  through  strenuous  times  and  event  after 
event  has  presented  itself  demanding  action  in  order  that 
the  Society’s  interests  be  conserved  and  the  policies  of 
organized  medicine  sustained. 

ECONOMIC  STUDIES 

In  conformity  to  the  action  of  the  House  of  Dele- 
gates at  its  last  meeting  directing  that  increased  atten- 
tion be  given  to  the  economic  problems  confronting  the 
profession,  your  headquarters  staff  devoted  as  much 
time  as  available  from  other  duties  to  research  on 
pressing  economic  problems. 

FREE  MEDICAL  CARE 

Intensive  study  was  made  of  various  plans  in  effect 
in  different  sections  of  the  country  to  correct  the  grow- 
ing evil  of  uncontrolled  free  medical  care.  The  results 
of  this  research  are  to  be  found  in  the  “Essentials  of 
An  Approved  Clinic,”  and  the  plans  for  bringing  all  free 
medical  care  under  the  direction  of  organized  medicine 
developed  by  your  Committee  on  Clinic  and  Institu- 
tional Medical  Care. 

ANALYSIS  OF  PROPOSED  INFIRMARIES  AT  THE  UNIVERSITY 
OF  OREGON  and  OREGON  STATE  COLLEGE 

A second  piece  of  research  completed  was  a detailed 
study  of  the  proposal  of  the  State  Board  of  Higher 
Education  to  construct  two  infirmaries  at  a cost  of 
$100,000  each  on  the  campuses  of  the  University  of  Ore- 
gon and  Oregon  State  College.  This  analysis  was  pre- 
sented to  the  State  Board  of  Higher  Education,  the 
members  of  the  Oregon  Public  Works  Advisory  Board 
and  the  National  Public  Works  Administration  Board 
for  Oregon.  For  reasons  of  diplomacy  it  was  felt  that 
it  would  be  unwise  for  the  organized  medical  profes- 
sion to  oppose  this  proposal.  The  analysis  was,  there- 
fore, presented  in  the  name  of  the  Oregon  Council  of 
Hospitals,  the  statewide  organization  of  private  hos- 
pitals. 

The  building  of  infirmaries,  if  carried  out  on  the  large 
scale  proposed,  would  not  only  seriously  affect  the  medi- 
cal profession  and  hospitals  in  Eugene  and  Corvallis,  but 
might  lead  to  the  establishment  of  a dangerous  system 
of  state  medicine  throughout  the  Oregon  State  System 
of  Higher  Learning,  under  which  unlimited  hospitaliza- 
tion and  medical  care  might  ultimately  be  provided  for 
the  student  bodies  of  the  normal  schools  as  well  as  the 
state  university  and  college.  It  is  conceivable,  also,  that 
the  establishment  of  hospital  and  medical  facilities  on 
the  scale  possibly  in  contemplation  might  suggest  the  ex- 
tention  of  medical  care  to  the  faculties  of  all  these  in- 
stitutions as  well.  Such  a situation  might  in  turn  lead 
to  a further  and  more  harmful  expansion  of  state  medi- 
cine to  include  other  state  employees.  For  these  rea- 
son’s, it  was  felt  that  this  subject  was  of  more  than 
superficial  importance  to  physicians  throughout  the  state. 
The  recommendations  contained  in  this  analysis  will 
doubtless  be  brought  before  the  House  of  Delegates  for 
appropriate  action. 

LEGAL  CONTROL  OVER  PROFESSIONAL  ADVERTISING 

As  another  phase  of  research  activity,  a carefully  plan- 
ned statement  of  the  justification  for  the  legal  control 
over  advertising  by  professional  men,  was  prepared. 
This  statement  formed  the  basis  of  the  brief  submitted 
by  the  attorneys  engaged  in  defending  the  constitution- 
ality of  the  recently  enacted  dental  advertising  law.  It 
was  felt  that  this  subject  was  of  the  utmost  importance 
to  the  medical  profession,  inasmuch  as  similar  state 
legislation  is  needed  to  control  advertising  by  practi- 
tioners of  the  healing  art  generally.  It  is  apparent  that 
legislation  directed  to  this  end  will  have  a much  better 
chance  of  enactment,  if  the  dental  advertising  law  is 
held  constitutional  and  the  validity  of  such  legislation 
thus  established.  Two  circuit  court  judges  have  already 
held  the  law  valid  and  the  matter  is  now  cn  appeal  to 
the  State  Supreme  Court. 

centralization  of  professional  licensure 

A study  is  now  being  made  to  determine  the  princi- 
ples which  must  be  followed  to  safeguard  the  interests 
of  the  medical  profession  in  case  Irgi.slation  is  pro- 
posed to  establish  centralized  administration  of  all  pro- 
fessional examining  boards.  This  subject  is  new  under 
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consideration  by  the  Governor’s  Interim  Commission  on 
Health  and  Welfare  which  will  shortly  make  its  report 
with  recommendations  as  to  changes  in  the  organiza- 
tion of  state  boards  in  this  broad  field. 

LEGISLATIVE  ACTIVITY  AND  PASSAGE  OF 
BASIC  SCIENCE  ACT 

The  noteworthy  success  of  the  legislative  program  of 
the  Oregon  State  Federation  of  Professional  Societies 
and  the  passage  of  the  Basic  Science  Act  were  features 
of  the  activity  of  the  past  year.  This  success  was  in 
large  part  due  to  intensive  preelection  activity  resulting 
in  the  election  of  a group  of  professional  men  and  other 
high-type  candidates  to  the  legislature.  The  burden  of 
this  concentrated  effort  was  largely  borne  by  your  head- 
quarters office  as  only  a few  of  the  other  federated  pro- 
fessional societies  have  the  machinery  for  such  purposes. 

SERVICE  TO  THE  COUNCIL  AND  COMMITTEES 

Along  with  these  major  economic  and  legislative  ac- 
tivities, your  headquarters  staff  has  served  in  a secre- 
tarial capacity,  the  Council  and  its  Executive  Commit- 
tee, the  seven  standing  and  fourteen  special  committees 
of  the  Society,  and  to  some  extent  the  officers  of  the 
Woman’s  Auxiliary.  As  previously  indicated,  similar 
work  was  done  for  the  Oregon  State  Federation  of  Pro- 
fessional Societies  in  connection  with  its  successful  leg- 
islative program. 

CONTACTS  WITH  OTHER  MEDICAL  ORGANIZATIONS 

In  addition  to  caring  for  the  mass  of  detail  involved 
in  this  work  which  increases  steadily  year  by  year,  your 
office  maintained  an  active  correspondence  with  indi- 
vidual members,  officers  of  component  societies,  the 
various  bureaus  of  the  American  Medical  Association, 
and  the  officers  of  numerous  local  and  state  medical  so- 
cieties throughout  the  country. 

CONTACTS  WITH  LAY  ORGANIZATIONS 

The  lay  contacts  of  your  headquarters  office  also  con- 
tinue to  increase  with  a legion  of  civic  organizations,  in- 
cluding service  clubs,  newspapers,  chambers  of  com- 
merce, labor  and  employers  organizations,  character- 
building agencies,  health  and  welfare  organizations  and 
parent -teachers’  groups;  in  fact,  during  the  course  of 
the  year,  your  headquarters  office  now  represents  or- 
ganized medicine  through  conference,  correspondence, 
personal  contact  or  otherwise,  before  every  major  or- 
ganization in  the  state. 

We  are  confident  that  your  headquarters  office  has 
come  to  be  what  it  should  be,  a clearing-house  supplying 
daily  representation  for  organized  medicine  before  both 
medical  profession  and  the  lay  world  outside. 

IN  APPRECIATION 

As  in  previous  years,  your  executive  secretary  has  re- 
ceived the  most  kindly  consideration  and  helpful  co- 
operation from  the  officers  of  the  Society,  from  officers 
of  the  component  societies,  from  members  of  the  various 
committees,  as  well  as  from  many  individual  members  of 
the  Society.  To  all  of  these,  your  executive  secretary 
hereby  extends  his  most  sincere  appreciation. 

Respectfully  submitted, 

Clyde  C.  Foley. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  the  report  of  the  "Executive  Secretary  be  accepted 
and  placed  on  file. 

Report  of  the  Treasurer 

The  following  report  of  Karl  H.  Martzloff,  Treasurer, 
•was  submitted  to  the  House  in  mimeographed  form ; 

(Abstracted  from  complete  report  for  purposes 
of  brevity.) 

Herewith  is  submitted  your  treasurer’s  report  for  the 
first  six  months  of  the  year  1933,  accompanied  by  an 
audit  report  prepared  by  a certified  public  accountant. 

In  view  of  the  detailed  analysis  of  our  financial  status 
by  the  auditor,  my  remarks  will  concern  themselves  only 
with  a general  statement  of  our  situation  and  some  per- 
tinent inferences  that  might  otherwise  escape  your  at- 
tention. 

The  old  practice  of  turning  over  half  of  the  Society's 
income  to  the  Public  Health  League,  where  it  was  no 
longer  under  the  Society’s  direct  control,  was  discon- 


tinued by  action  of  this  house  in  1931.  Since  then 
all  moneys  received  and  expended  by  our  Society  have 
been  received  and  expended  directly  by  your  treasurer. 
The  change  has  resulted  in  an  approximate  saving  of 
$1,000  to  us  during  this  legislative  year  as  compared 
with  the  year  1931,  and  has  not  hampered  the  activities 
of  the  league  as  is  reflected  in  the  recent  passage  of 
the  basic  science  act. 

The  Society’s  moneys,  as  you  know,  are  segregated 
into  two  funds,  i.e.,  the  defense  fund  which  receives 
three  dollars  per  year  from  the  dues  of  each  member 
and  the  general  fund  which  receives  the  remainder  of 
the  dues  for  general  operating  expenses,  ajgainst  which 
$2.00  per  year  per  member  for  Northwest  Medicine  is 
a fixed  charge. 

During  the  current  year  the  action  of  the  Council,  our 
dues  have  been  temporarily  reduced  to  fifteen  dollars 
from  the  previous  $20.00  level  and  the  three  dollars  per 
member  which  ordinarily  goes  to  the  defense  fund  has 
been  applied  to  the  general  fund  as  an  emergency  mea- 
sure due  to  lessened  income.  As  will  be  shown  later  this 
has  not  so  far  adversely  affected  the  defense  fund,  but 
our  experience  here  has  not  been  long  enough  to  be  of 
value. 

The  condition  of  the  general  fund  is  well  reflected  in 
the  following  tabulation  from  “Exhibit  E”  of  the  Aud- 
itor’s report:  (deleted  for  purposes  of  brevity). 

The  foregoing  exhibit  shows  a cash  balance  of  $429.84 
on  June  30,  1933.  The  balance,  however,  is  not  real  in 
view  of  the  fact  that  bills  due  and  payable  on  that  date 
amount  to  $1,180.60,  so  that  actually  on  July  1,  1933, 
there  was  a deficit  of  $750.76.  It  will  be  seen,  from  ex- 
hibit B that  the  major  portion  of  this  deficit  is  caused 
by  a sum  of  $576  due  to  Northwest  Medicine  for  the 
preceding  six  months  which  is  at  the  rate  of  $2.00  per 
member  per  year.  This  is  a fixed  charge  which  will  have 
to  be  met  again  at  the  end  of  this  year. 

A comparison  of  our  income  for  the  first  six  months 
of  1932  with  the  same  period  1933  reveals  that  our  in- 
come this  year  is  approSximately  $3000  less.  On  the  other 
hand,  our  expenditures  for  the  same  period  have  been 
lessened  by  approximately  $2,360.  A large  part  in  this 
saving  to  the  general  fund  is  due  to  reduction  in  rental, 
elimination  of  attorney  fees  and  its  retention  of  moneys 
that  normally  go  into  the  defense  fund.  Were  it  not  for 
a legislative  expense  of  $600  this  year,  our  decreased  ex- 
penditures would  have  about  equaled  our  decreased  in- 
come. 

For  the  coming  six  months  we  anticipate  decreasing 
our  expenditures  approximately  $1,310  as  compared  with 
the  first  six  months  of  this  year.  This  will  occur  through 
the  elimination  of  several  items  that  appear  in  exhibit 
E,  viz.;  legislative  expense,  bulletin  printing,  traveling 
expenses  of  the  executive  secretary  because  of  legislative 
activity,  decrease  in  telephone  and  telegraph  expenses, 
decrease  in  salaries  and  ceasing  to  advance  funds  to  the 
Doctors  Telephone  Exchange  of  Portland  to  pay  for 
their  supervisory  service.  In  fact  the  savings  will  be 
greater. 

The  crux  of  the  situation  lies,  of  course,  in  the  de- 
creased income  of  our  members  and  consequent  inability 
of  many  to  keep  up  their  dues  in  spite  of  a 25  per  cent 
reduction. 

The  delinquency  of  1932  dues  alone  as  of  June  30, 
1933,  involved  144  members,  which  is  25  per  cent  of  our 
membership.  Since  June  30th  17  members  have  paid  up 
their  1932  dues  in  full  which  reduces  the  number  of 
1932  delinquents  to  127.  Of  this  latter  number,  10  are 
paying  1932  dues  on  an  installment  basis. 

In  so  far  as  the  investments  of  the  general  fund  are 
concerned,  they  have  a par  value  of  $4,500  and  a market 
value  of  $3,830.  This  represents  a neglible  shrinkage  of 
about  $100  as  compared  with  the  same  period  last  year. 

The  present  condition  of  the  defense  fund  is  highly 
satisfactory.  Its  income  for  this  year  has  come  from 
its  pro  rata  share  of  $3.00  per  member  on  dues  unpaid 
prior  to  1933.  which  amounted  to  $232.50  and  to  earned 
interest  ($354.66)  making  a total  of  $587.16.  This  with 
cash  on  hand  ($437.38)  gives  this  fund  a cash  balance  of 
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$1,024.54.  As  previously  Koted  this  fund  is  receiving  no 
part  of  the  1933  dues. 

This  fund’s  investment  in  bonds  has  a par  value  of 
$17,000  and  a market  value  of  $14,076.05  (see  Schedule 

1.),  whereas  these  securities  for  the  same  period  in  1932 
possessed  a market  value  of  $13,148.55  which  represents 
an  appreciation  of  $927.50  during  the  past  twelve  months. 

The  defense  fund  on  June  30,  1932,  showed  for  the 
preceding  six  months  an  actual  cash  deficit  of  $53.02. 
This  figure  assumes  greater  significance  when  it  is  re- 
alized that  during  this  six-months  period  the  income 
amouted  to  $1,332.43  and  the  expenditures  for  attorney 
fees  and  court  costs  totaled  $1,385.45.  This  is  a stagger- 
ing figure  and  one  which  would  wipe  out  the  defense 
fund  in  short  order,  if  it  were  to  recur  often,  especially 
at  a time  such  as  this,  when  additions  to  the  fund  come 
mainly  from  interest  on  the  invested  capital.  The  pres- 
ent excellent  position  of  this  fund  is  due  to  an  absence 
of  major  expenditures  during  the  past  twelve  months. 
Furthermore,  since  it  is  obligatory  on  the  treasurer  to 
limit  his  investment  of  society  funds  to  U.  S.  govern- 
ment bonds,  defaulting  will  cease  and  fluctuations  in 
market  value  of  our  securities  will  be  minimal. 

Judging  from  the  experience  of  the  defense  fund  in 
past  years  your  treasurer  is  of  the  opinion  that  this  fund 
has  now  reached  a position  where  it  could  and  should 
automatically  maintain  itself  through  its  interest  earn- 
ings which  amount  to  approximately  $700  per  year.  This 
would  be  practicable  only  if  every  society  member  car- 
ried malpractice  insurance.  Then  the  only  expense  to 
which  the  fund  would  be  subjected  would  be  the  supply- 
ing of  consultation  legal  counsel  in  case  of  appeal  or 
other  special  instances.  As  the  matter  now  stands,  the 
majority  of  our  members  carry  malpractice  insurance 
while  a small  number  carry  none.  In  case  of  suit  for 
malpractice,  this  small  group  obtains  the  cost  of  its  legal 
defense  entirely  from  the  defense  fund,  which  in  one 
case  last  year  amounted  to  $1,4(X).  This  is  obviously 
unfair  to  the  majority  of  our  members  who  carry  mal- 
practice insurance  and  have  in  addition  been  contribut- 
ing to  this  fund. 

It  is  earnestly  recommended  that  proper  action  be 
taken  by  this  assemblage  making  It  obligatory  on  every 
member  of  the  state  society  to  carry  malpractice  insur- 
ance, if  he  desires  to  derive  any  benefits  from  the  de- 
fense fund.  This  will  permit  a reduction  in  dues  and 
will  also  keep  the  fund  from  becoming  much  larger. 
From  my  brief  experience  as  your  treasurer,  I have  be- 
come very  skeptical  as  to  the  advisability  of  an  organiza- 
tion such  as  ours  accumulating  reserve  funds  larger  than 
actually  needed.  They  are  a constant  lure  to  some  indi- 
viduals to  indiscriminate  raids  on  the  treasury  and  to  an 
extravagant  expansion  of  the  society’s  activities,  the  ex- 
pense of  which  ultimately  has  to  be  paid  by  the  mem- 
bership. .A.lso  in  an  organization  where  administrative 
personnel  is  constantly  changing,  unwise  stewardship 
may  result  in  swift  and  large  losses  as  evidenced  a few 
years  ago  by  an  outright  cash  loan  of  $6,(XX),  and  the  ac- 
quisition of  an  additional  $2,000  worth  of  South  Ameri- 
can bonds,  now  in  default,  which  have  absolutely  no 
place  in  the  investment  portfolio  of  any  reserve  fund. 

Considering  the  stringency  of  the  times  our  financial 
position  has  been  remarkably  well  maintained.  For  this 
the  Society  is  indebted  to  the  wise  stewardship  of  the 
Council  and  the  executive  committee  of  the  State  Med- 
ical Society  and  the  helpful  cooperation  of  our  executive 
secretary,  Mr.  Foley. 

Respectfully  sulmiitted, 

Karl  H.  M.'tRTZLOFF. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  the  report  of  the  Treasurer  be  accepted  and  referred 
to  the  Committee  on  New  Business  for  the  consideration 
of  the  recommendations  contained  therein. 

Report  of  the  Delegate  to  the  American 
Medical  Association 

The  following  report  of  Ralph  A.  Fenton,  Delegate  to 
the  American  Medical  Association,  was  submitted  to  the 
House  in  mimeographed  form: 


You  have  all  seen  the  record  of  the  transactions  of  the 
House  of  Delegates  in  the  Journal  of  the  A.  M.  A.;  a 
brief  analysis  will  therefore  be  presented  here.  The 
House  of  Delegates  convened  in  Milwaukee,  June  12, 
1933.  Much  regret  was  expressed  at  the  passing  of  Drs. 
F.  Billings  and  A.  E.  Bulson,  long  prominent  in  the  di- 
rection of  the  Association.  The  addresses  of  President 
Cary  and  President-Elect  Lewis  disclosed  an  accurate 
understanding  of  the  economic  hardships  and  social  and 
political  problems  of  the  profession,  and  their  recom- 
mendations if  carried  out  will  go  far  toward  the  restora- 
tion of  the  prestige  of  the  individual  practitioner  and 
towards  curbing  any  present  attempt  toward  state  medi- 
cine. 

Dr.  Cary,  reviewing  the  year’s  accomplishments,  called 
attention  to  the  successes  attained:  (1)  the  right  of  the 
physician  to  use  his  judgment  in  prescribing  alcoholic 
liquors;  (2)  the  defeat  of  Sheppard-Townerism,  substi- 
tuting state  and  local  agencies  for  federal  bureaucracy; 
(3)  furtherance  of  narcotic  control  by  uniform  state  leg- 
islation; (4)  assistance  in  securing  executive  orders 
prohibiting  hospitalization  of  veterans  with  nonservice 
connected  disabilities;  (5)  endorsing  the  minority  re- 
port of  the  Costs  of  Medical  Care  Committee;  (6)  se- 
curing united  action  among  state  and  local  societies  as 
a necessary  corollary  is  successful  action  by  the  A.  M. 
A.  Dr.  Lewis  truly  said  that  “judging  by  the  per- 
formance of  the  business  world  during  the  past  two 
years,  the  medical  profession  has  shown  more  ability  to 
take  care  of  its  business  than  any  other  profession.” 

The  following  votes  of  general  interest  were  taken  by 
the  House  of  Delegates : 

1.  Recommendation  that  a section  on  Stomatology  be 
not  established. 

2.  Recommending  the  continuance  of  a permanent 
representative  in  Washington  and  the  appearance  before 
representative  bodies  of  members  of  the  staff  of  the 
Bureau  of  Legal  Medicine  and  Legislation  and  of  the 
Committee  on  Legislative  Activities. 

3.  Recommends  active  efforts  to  terminate  mislead- 
ing broadcasting  of  a medical  nature. 

4.  Recommends  cooperation  with  the  Division  of 
Vital  Statistics  of  the  Federal  Census  Bureau. 

5.  Disapproved  the  suggestion  that  the  presidents  of 
the  state  medical  societies  shall  be  ex-officio  members 
of  the  House  of  Delegates,  already  a rather  large  body. 

6.  Tabled  a suggestion  that  hospitals  must  be  ap- 
proved by  the  local  medical  societies  in  addition  to  re- 
ceiving the  approval  of  the  A.  M.  A.  Council  on  Medical 
Education  and  Hospitals. 

7.  Requested  the  Board  of  Trustees  to  send  repre- 
sentatives into  all  states  to  assist  in  bringing  state  as- 
sociations into  closer  touch  with  the  A.  M.  A. 

8.  -Applauded  the  excellent  administration  of  the 
funds  of  the  A.  M.  -A.  now  amounting  to  $1,895,831.38  in 
bonds,  only  two  issues  of  which  have  defaulted  in  inter- 
est, tbe  total  depreciation  amounting  to  less  than  6 per 
cent. 

9.  Recommend  tlie  continuance  of  the  Journal  at  its 
present  price  and  general  policy  regarding  unpaid  sub- 
scriptions. 

10.  Recommend  raising  the  price  on  special  journals 
now  published  at  a loss. 

11.  Approved  issuance  of  a new  directory. 

12.  Recommend  publicity  concerning  the  dangers  of 
physical  therapy  apparatus  in  the  hands  of  untrained 
persons,  and  the  control  of  dangerous  advertising  and 
high-powered  salesmanship  of  such  apparatus. 

13.  Approved  a request  to  the  President  and  Con- 
gress for  immediate  construction  of  a new  Army  Medi- 
cal Library  and  Museum  building. 

14.  Requested  that  Delegates  to  the  A.  M.  A.  be 
elected  far  enough  in  advance  so  that  their  names  may 
be  listed  in  official  publications. 

15.  Endorsed  resolution  presented  by  the  Pennsyl- 
vania and  Wisconsin  societies  declaring  that  all  public 
expressions  on  general,  social,  legislative  and  economic 
relationships  of  medical  practice  shall  be  made  only 
through  approved  channels  of  the  .A.  M.  A. 
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16.  Authorized  the  Couneil  on  Medical  Education  to 
assist  the  various  specialties  in  medicine,  including  radi- 
ology and  pathology,  and  those  now  issuing  certificates 
by  Board  examination,  (namely,  ophthalmology,  oto- 
laryngology, obstetrics  and  gynecology,  and  dermatology 
and  syphilology)  and  urging  the  Council  to  designate 
such  approved  and  certified  specialists  in  the  A.  M.  A. 
directory,  and  to  set  up  standards  in  other  specialties. 

17.  Commend  the  restrictions  set  up  by  the  Federa- 
tion of  State  Medical  Boards  upon  admission  of  Ameri- 
can graduates  of  European  schools  to  examination  in 
this  country. 

18.  Requested  the  Council  on  Medical  Education  and 
Hospitals  to  submit  a plan  to  restrict  the  amount  of 
clinical  material  used  in  medical  schools  to  the  amount 
needed  for  teaching  and  research,  and  to  restrict  com- 
petitive practice  by  schools  of  medicine. 

19.  Approved  in  principle  the  ideal  that  physicians  on 
the  staffs  of  hospitals  approved  for  interne  training 
ought  to  be  members  of  their  local  county  medical  so- 
cieties. 

20.  Disapproved  the  substitution  of  a year  of  pre- 
ceptorship  with  a general  practitioner  for  the  present 
required  interne  hospital  year. 

21.  Defined  “contract  practice”  as  the  carrying  out  of 
an  agreement  between  a physician  or  a group  of  physi- 
cians as  principals  or  agents  and  a corporation,  organiz- 
ation or  individual,  to  furnish  partial  or  full  medical 
services  to  a group  or  class  of  individuals  for  a definite 
sum  or  for  a fixed  rate  per  capita. 

Contract  practice  per  se  is  not  unethical.  However, 
certain  features  or  conditions  if  present  make  a contract 
unethical,  among  which  are: 

1.  When  there  is  a solicitation  of  patients,  directly  or 
indirectly. 

2.  When  there  is  underbidding  to  secure  the  contract. 

3.  When  the  compensation  is  inadequate  to  assure 
good  medical  service. 

4.  When  there  is  interference  with  reasonable  com- 
petition in  a community. 

6.  When  the  conditions  of  his  employment  make  it 
impossible  to  render  adequate  service  to  his  patients. 

7.  When  the  contract  because  of  any  of  its  provisions 
or  practical  results  is  contrary  to  sound  public  policy. 

Each  contract  should  be  considered  on  its  own  merits 
and  in  the  light  of  surrounding  conditions.  Judgments 
should  not  be  obscured  by  immediate,  temporary  or  local 
results.  The  decision  as  to  its  ethical  or  unethical  na- 
ture must  be  based  on  the  ultimate  effect,  for  good  or 
ill,  on  the  people  as  a whole. 

22.  Criticised  most  forms  of  group  hospitalization, 
recommending  further  study,  and  pointed  out  dangers  of 
creating  privileged  classes. 

23.  Approved  the  Report  of  the  Bureau  of  Medical 
Economics  as  a basis  for  all  discussion  in  the  Industrial 
Accident  Commission  on  Workmen’s  Compensation. 

24.  Recommended  that  competent  instructors  give 
adequate  classes  in  medical  economics  in  all  medical 
schools. 

25.  Approved  the  new  short  form  health  and  accident 
claim  proof  blanks. 

26.  Disapproved  any  form  of  group  treatment  or 
hospitalization  depending  on  voluntary  or  compulsory  in- 
surance or  taxation. 

27.  Approved  and  requested  publicity  for  the  minor- 
ity report  of  the  Committee  on  the  Costs  of  Medical 
Care. 

28.  Recommended  that  wherever  possible  veterans 
with  service  connected  disabilities  be  hospitalized  in 
existing  Army,  Navy  and  Public  Health  Service  insti- 
tutions. 

29.  Requests  con^ituent  associations  to  find  out  ex- 
tent, if  any,  to  which  veterans  now  excluded  from  care 
are  unable  to  secure  such  care  from  local  and  hospital 
services  in  their  own  communities. 

30.  Urged  action  against  the  practice  of  medicine  by 
corporations,  already  declared  illegal  by  numerous  state 
supreme  court  decisions. 

M.  Urged  enactment  of  uniform  narcotic  legislation. 

32.  Urged  enactment  of  a unifiorm  medical  lien  law. 


33.  Condemned  the  persecution  of  any  individual  on 
account  of  race  or  religion  by  any  state  or  under  any 
flag. 

34.  Condemned  the  persecution  of  any  individual  on 
account  of  race  or  religion  by  any  state  or  under  any 
flag. 

35.  Tabled  a resolution  calling  for  a study  of  con- 
traceptive methods  and  birth  control. 

36.  Recommended  to  constituent  associations  a joint 
annual  meeting  with  local  bar  associations  for  the  con- 
sideration of  psychiatric  service  in  the  administrattion 
of  criminal  pustice. 

37.  Recommended  systematic  blood  exam.ination  of 
pregnant  mothers  for  detection  of  parental  syphilis. 

The  following  officers  were  elected  on  June  16,  1933; 

President,  Walter  S.  Bierring,  DesMoines. 

Vice-President,  John  H.  Musser,  New  Orleans. 

Secretary,  Olin  West,  Chicago. 

Treasurer,  Herman  Kretschmer,  Chicago. 

Speaker,  F.  C.  Warnshuis,  Grand  Rapids. 

Vice-Speaker,  N.  B.  Van  Etten,  New  York. 

Trustees,  A.  A.  Hayden,  Chicago;  C.  B.  Wright. 

Minneapolis. 

Dr.  J.  H.  Shea,  Spokane,  was  named  for  the  Judicial 
Council. 

The  city  of  Cleveland  was  elected  for  the  1934  session 
which  will  probably  be  about  June  15. 

Special  commendation  was  voiced  by  numerous  dele- 
gates on  the  passage  of  the  basic  science  bill  and  the 
activities  of  the  Auxiliary,  and  much  curiosity  was  ap- 
parent respecting  the  various  forms  of  society  contracts 
with  employed  groups  which  have  been  functioning  in 
Oregon. 

Your  delegate  desires  to  express  deep  appreciation  of 
the  cooperation  of  Dr.  J.  A.  Pettit,  long  a trustee  of  the 
A.  M.  A.  and  also  of  the  President,  Council,  and  Exe- 
cutive Secretary  in  all  matters  connected  with  the  work 
of  the  Society  and  its  relations  with  the  A.  M.  A. 

Respectfully  submitted, 

Ralph  A.  Fentox. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  the  report  of  the  Delegate  to  the  American  Medical 
Association  be  accepted  and  referred  to  the  Committee 
on  Resolutions. 

Report  of  the  Committee  on  Scientific  Work 

Albert  W.  Holman,  Chairman,  made  a brief  verbal 
report  for  the  Committee,  offering  the  printed  program 
of  the  session  as  the  report  of  the  Committee.  Upon 
motion  duly  made  and  seconded,  it  was  voted  that  the 
report  be  accepted. 

Invitation  to  Hold  1934  Session  in  Astoria 

R.  J.  Pilkington,  in  behalf  of  the  Clatsop  County 
Medical  Society,  invited  the  Society  to  hold  the  1934  an- 
nual session  in  Astoria.  This  invitation  was  referred  to 
the  Committee  on  New  Business. 

Adjournment 

At  9 :00  a.  m.,  upon  motion  duly  made  and  seconded, 
it  was  voted  to  adjourn  until  7 ;00  a.  m.,  on  Friday, 
October  27. 


Second  Session 
Friday,  October  27. 

The  House  of  Delegates  was  called  to  order  by  Presi- 
dent Mackay  at  7 ;00  a.  m.  in  the  Oak  Dining  Room  of 
the  Hotel  Benson. 

On  roll-call  the  names  were  recorded  of  those  present 
as  members  of  the  Council,  Delegates  and  visitors. 

Communication 

A letter  from  the  Corvallis  Chamber  of  Commerce 
following  up  the  telegram  of  the  previous  day  and  in- 
viting the  Society  to  hold  'the  1934  annual  session  in 
Corvallis  was  read.  This  letter  was  referred  to  the 
Committee  on  New  Business. 

A telegram  from  Karl  H.  Martzloff,  Treasurer,  sent 
from  Long  Beach,  Calif.,  expressing  best  wishes  to  the 
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Society  and  regret  that  he  was  unavoidably  detained  on 
a trip  and  so  unable  to  attend  the  session,  was  read. 

Report  of  the  Committee  on  Public  Education 

The  following  report  of  the  Committee  on  Public 
Education  was  submitted  to  the  House  in  mimeographed 
form : 

Your  committee  has  no  apology  to  make  for  its  lack 
of  activity  in  the  matter  of  publicizing  health  matters  or 
of  glorifying  the  medical  profession  in  the  eyes  of  the 
public.  It  does  not  feel  that  it  has  a unified  medical 
mind  back  of  any  health  publicity  program.  We  feel 
there  is  still  too  diversified  an  opinion  among  the  mem- 
bers of  the  Medical  Society  as  to  how  far  it  should  go 
in  the  matter  of  Public  Health  Education. 

Methods  suggested  have  been  articles  in  the  lay  press, 
talks  broadcast  over  the  radio,  and  talks  before  lay  or- 
ganizations. There  is  always  controversy  over  the  ques- 
tions as  to  who  shall  write  the  articles,  who  shall  give 
the  talks  and  what  authority  shall  censor  them.  The 
element  of  professional  jealousy  sometimes  colors  argu- 
ments against  these  methods  of  lay  health  education,  but 
mainly  we  believe  it  is  criticism  activated  from  the  mo- 
tives of  keeping  the  medical  profession  on  its  age-old 
high  plane  of  dignity  and  an  unwillingness  to  enter  into 
the  fields  of  common  commercial  competition.  Until 
this  fundamental  question  has  been  firmly  settled  by  the 
State  Medical  Society  and  the  committee  knows  that  the 
whole  Society  is  back  of  it,  no  committee  can  function 
properly. 

The  people  of  the  State  have  not  been  without  public 
health  education  in  spite  of  the  nonactivity  of  your  com- 
mittee. The  State  Board  of  Health  and  their  Public 
Health  Nurses  have  given  invaluable  service,  especially 
in  rural  communities.  The  personal  contact  of  these 
nurses  with  the  people  we  believe  to  be  the  most  benefi- 
cial type  of  health  education.  The  distribution  of  “Hy- 
geia”  throughout  the  State  by  the  Woman’s  Auxiliary 
of  the  Medical  Society  is  another  most  valuable  health 
education  effort. 

Can  health  education  be  overdone?  Shall  we  compete 
with  lay  organizations?  Take  for  example  the  amount 
of  health  information  available  to  the  public  in  one  day, 
October  24th,  1933 : 

The  Oregon  Journal.  “Your  Body’’  by  James  W.  Bar- 
ton. A short  article  interestingly  written  on  “Allergy 
a New  Cause  for  Ailments.” 

The  Morning  Oregonian.  “Oil  or  Tonic  Need  in  Treat- 
ing Scalp  to  Beautify  Hair”  by  Elsie  Pierce. 

K.G.W.,  Radio  broadcast — 8;45  to  9:00  p.  m.  “Adven- 
tures in  Health”  by  Dr.  Herman  Bundesen,  Chicago 
Health  Commissioner.  Program  sponsored  by  The  Hor- 
lick’s  Malted  Milk  Co.  A very  interesting  talk  on 
“Rheumatism”  recommending  medical  examination  and 
professional  advice  for  all  so  afflicted. 

Should  we  as  a Society  get  into  this  “racket”?  If  we 
should,  it  will  take  plenty  of  money  and  a great  deal  of 
time  and  thought  to  make  it  even  as  interesting  and 
attractive  as  these  commercial  agencies. 

Finally,  we  recommend  that  our  support  should  go  to 
the  State  Board  of  Health,  which  we  believe  to  be  the 
logical  medical  authority  for  such  propaganda.  If  we 
help  to  increase  its  personnel  (especially  the  County 
Nurses)  and  its  means  for  publicity,  we  will  have  done 
the  greatest  amount  of  good  and  in  the  most  effective 

manner.  , 

Respectfully  submitted, 

L Howard  Smith,  Chairman. 
M’.  K.  Livingston. 

F.  A.  Kiehle. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  the  report  of  the  Committee  on  Public  Education  be 
accepted  and  placed  on  file. 

Report  of  the  Committee  on  State  Industrial  Affairs 

The  following  report  of  the  Committee  on  State  In- 
dustrial .\ffairs  was  submitted  to  the  House  in  mimeo- 
graphed form.  A.  M.  Webster,  Chairman  of  the  Com- 
mittee, read  the  report  and  commented  upon  it  at  various 
points. 


At  the  annual  session  last  year  at  Klamath  Falls,  this 
committee  was  changed  from  a special  to  a standing 
committee,  making  the  term  of  membership  three  years. 
Under  that  arrangement,  the  following  were  appointed 
as  members  of  this  committee : E.  W.  St.  Pierre  (one 
year),  W.  H.  Bueermann  (two  years),  T.  Tharaldsen 
.<two  years),  L.  P.  Gambee  (three  years),  A.  M.  Web- 
ster (three  years). 

During  the  past  year  the  chief  activities  of  this  com- 
mittee were  centered  on  the  Legislature  and  an  effort 
was  made  to  have  certain  matters  incorporated  in  the 
Workmen’s  Compensation  Law  which  we  felt  necessary 
and  proper.  As  you  all  know,  we  encountered  bitter  op- 
position from  the  State  Industrial  Accident  Commission, 
from  officials  of  the  Oregon  State  Federation  of  Labor 
and  from  a certain  number  of  manufacturers.  Much  of 
this  opposition  doubtless  arose  from  a misapprehension 
concerning  our  proposals.  While  we  did  not  succeed  in 
having  House  Bill  No.  361  passed,  nevertheless  we  did 
succeed  in  preventing  some  legislation  which  would  have 
made  our  situation  worse  than  before.  In  all  probability 
we  would  have  succeeded  if  we  had  had  the  united  sup- 
port of  the  members  of  our  Society.  It  is  one  of  th^ 
great  weaknesses  of  medical  organization  that  doctors 
allow  their  personal  opinions  to  prevent  them  from  co- 
operating with  the  majority.  In  the  course  of  this  cam- 
paign this  Committee  madt  a report  on  March  1,  1933, 
from  which  we  quote  as  follows : 

"what  we  are  fighting  for” 

1.  “Primarily  we  seek  to  limit  the  power  of  the  Ac- 
cident Commission  to  make  Blanket  Contracts. 

2.  We  seek  to  eliminate  competitive  bidding  on  Medi- 
cal Service  by  requiring  the  Commission  to  establish  uni- 
form rates  graduated  according  to  the  hazards  of  the 
various  classes  of  industry. 

3.  We  do  not  oppose  Blanket  Contracts  “covering 
any  hazardous  occupation  in  which  the  State  or  any 
county,  municipal  corporation  or  other  taxing  district 
may  engage.” 

'This  is  a concise  and  simple  statement  of  what  we 
were  attempting  to  accomplish  and  although  we  did  not 
get  it  into  the  law,  no  more  Blanket  Contracts  have  been 
put  into  effect  since  that  time.  It  is  a matter  of  great 
regret  to  your  committee  that  such  a simple  and  fair- 
minded  proposition  as  we  put  up  to  the  Legislature 
should  have  been  so  bitterly  fought  by  the  Accident 
Commission  and  their  supporters.  Throughout  all  this 
contest,  we  have  steadfastly  adhered  to  the  proposition 
that  so  far  as  it  is  possible  to  do  so,  the  worker  should 
be  protected  in  his  constitutional  right  to  choose  his  own 
physician.  W’e  have  also  done  everything  in  our  power 
to  secure  for  ourselves  protection  against  arbitrary  ac- 
tion. No  social  group  should  be  made  the  victim  of  the 
selfishness  of  other  groups.  The  doctor  should  not  be 
placed  in  such  a position  that  he  feels  that  he  is  com- 
pelled to  do  charity  work  for  the  State. 

MEDICAL  advisory  COMMITTEE 

For  several  years  our  committee  has  advocated  the 
formation  of  a Medical  Advisory  Committee,  whose  ob- 
ject should  be  to  iron  out  the  difficulties  between  doc- 
tors and  the  Commission  and  act  in  general  in  an  advis- 
ory capacity.  During  the  past  year,  the  State  Industrial 
Accident  Commission  agreed  with  us  concerning  such  a 
committee  and  this  committee  was  appointed.  Its  work 
has  been  exceptionally  successful  and  satisfactory  to  all 
concerned  and  we  believe  that  a continuation  of  this  ar- 
rangement is  extremely  desirable. 

FEE  BILL 

A year  ago  an  agreement  was  entered  into  between 
our  Society  and  the  State  Industrial  .\ccident  Cornmis- 
sion  to  the  effect  that  the  doctors  would  accept  a 25  per 
cent  discount  below  the  stated  Fee  Bill  on  industrial  ac- 
cident cases.  This  agreement  has  continued  up  to  the 
present  time  and  it  will  be  necessary  to  make  a new 
agreement  in  the  near  future.  Our  committee  recom- 
mends that  the  House  of  Delegates  authorize  a com- 
mittee to  take  up  this  matter  and  enter  into  an  agree- 
ment with  the  State  Industrial  .\ccident  Commission  on 
a fee  basis. 

case  has  been  cited  by  the  State  Industrial  Acci- 


December,  1933 


society  meetings 


529 


dent  Commission  which  indicates  that  a deputy  coroner, 
a layman,  signed  the  death  certificate,  giving  hernia  and 
overwork  as  a cause  of  death,  and  the  statement  has 
been  made  that  the  Commission  will  always  desire  an 
autopsy  where  there  is  a question  as  to  cause  of  death, 
when  there  is  a suggestion  that  a claim  will  be  filed  with 
the  Commission.  In  this  connection  we  would  suggest 
that  the  law  be  changed  so  that  it  would  be  necessary 
to  have  a death  certificate  signed  by  a physician,  and 
we  would  recommend  that  the  Commission  insist  on  an 
autopsy  in  such  cases  as  the  ones  cited.  Regarding  the 
making  of  reports,  we  would  suggest  that  there  be  a 
clause  for  the  workmen  to  sign,  saying  that  the  above  is 
a complete  statement  of  the  injuries  received.  Referring 
also  to  the  difficulties  that  the  Commission  encounters 
in  major  injuries,  we  would  suggest  that,  where  serious 
injuries  occur,  a skilled  consultant  approved  by  the 
Commission  should  be  called  on  that  case  at  once  and 
we  believe  that  by  this  procedure  a great  deal  of  unsat- 
isfactory surgery  and  treatment  could  be  avoided. 

Respectfully  submitted, 

A.  M.  Webster,  Chairman. 

L.  P.  Gam  BEE. 

W.  H.  Bueermann. 

T.  Tharaldsen. 

E.  W.  St.  Pierre. 

Following  the  reading  of  this  report,  numerous  dele- 
gates expressed  appreciation  of  Dr.  Webster’s  tireless 
efforts  in  behalf  of  the  medical  profession  in  dealing 
with  medical  problems  under  Workmen’s  Compensation. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  the  report  of  the  Committee  on  State  Industrial 
Affairs  be  accepted  and  placed  on  file. 

Report  of  the  Committee  on  Veterans  Affairs 

The  following  report  of  the  Committee  on  Veterans 
Affairs  was  submitted  to  the  House  in  mimeographed 
form : 

This  marks  the  conclusion  of  two  years  of  service  as 
chairman  of  the  Committee  on  Veterans  Affairs,  during 
which  time  many  changes  have  been  enacted  by  the  pres- 
ent administration  and  I am  constrained  to  believe  that 
they  have  been  more  drastic  than  were  ever  anticipated 
by  those  members  comprising  the  committee  of  the 
American  Medical  Association,  and  its  Advisory  Council 
v;ith  the  National  Rehabilitation  Committee  of  the  Amer- 
ican Legion. 

At  present  there  is  only  the  most  cordial  relationship 
existing  between  these  components,  and  the  American 
Medical  Association  is  still  ready  at  all  times  to  act  in 
an  advisory  capacity.  Many  misunderstandings  have 
been  ironed  out  and  the  relationship  has  been  most  con- 
ciliatory. 

It  has  always  been  the  expressed  desire  of  the  Ameri- 
can Medical  Association  to  give  of  its  best  to  the  serv- 
ice-connected man  or  woman  or  to  that  man  or  woman 
who  has  suffered  a disability  which  has  arisen  out  of 
the  ravages  of  war.  Many  cases  of  doubtful  origin  or 
those  cases  presumed  to  be  of  service  origin  are  now  in 
process  of  review  to  ascertain  their  true  status.  This 
process  has  by  virtue  of  close  scrutiny  eliminated  many 
cases  which  have  been  a charge  to  the  government. 

The  act  of  March  20,  1933,  known  as  Public  No.  2,  has 
almost  completely  wiped  out  the  privilege  of  hospitaliza- 
tion and  treatment  which  had  been  available  to  the 
veteran  since  June  7,  1924.  At  the  present  time  veterans 
of  the  World  War  holding  an  honorable  discharge  from 
the  service  may  be  admitted  for  hospitalization  and  treat- 
ment of  disabilities  recognized  as  due  to  or  aggravated 
by  the  service.  Veterans  can  also  be  admitted  for  hos- 
pitalization, treatment  and  domiciliary  care,  provided 
they  have  an  honorable  discharge,  had  service  of  90  days 
commencing  or  extending  into  the  period  of  the  World 
War,  and  have  need  for  such  care  or  treatment  de- 
termined to  be  75  per  cent  or  more  disabled  from  con- 
stitutional disease  as  shown  by  physical  examination. 
The  “needs  clause’’  is  injected  into  the  requirements  in 
that  the  applicant  must  have  no  adequate  means  of  sup- 
port, or,  in  other  words,  be  unable  to  pay  for  the  treat- 


ment. This  rule  applies  to  nonservice  disabilities. 

The  requirements  of  permanency  at  the  present  time 
preclude  admission  for  appendicitis,  gastric  ulcers,  hernia 
operations,  from  which  there  would  be  complete  re- 
covery, injury  due  to  accidents  in  which  there  would  be 
complete  recovery,  and  accidents  in  which  the  recovery 
would  leave  the  veteran  less  than  75  per  cent  disabled. 
It  will  also  be  noted  that  the  regulations  do  not  permit 
the  payment  of  transportation  to  and  from  a hospital  of 
other  than  service-connected  cases. 

1 have  attempted  to  give  you  in  brief  the  salient  points 
of  the  latest  changes  in  veteran’s  legislation  and  their 
relation  to  the  medical  profession.  In  closing  this  re- 
port, it  would  not  be  amiss  to  again  charge  this  great 
fraternity  that  liberalization  of  ideas  with  fairness  and 
justice  be  accorded  the  veteran  at  all  times;  further,  that 
in  your  examination  it  would  be  far  better  to  have  never 
made  an  examination  at  all  than  to  make  a careless  one, 
or  one  so  superficial  that  its  determinations  might  be 
construed  against  some  deserving  case,  or  one  so  made 
that  a veteran  less  deserving  might  be  rewarded  to  the 
detriment  of  many  veterans  deserving  but  less  fortunate 
due  to  lack  of  sufficient  evidence. 

I wish  to  thank  the  many  members  of  our  Society  who 
have  given  aid  in  carrying  on  the  duties  of  this  commit- 
tee and  especially  to  commend  our  executive  secretary 
for  his  many  expressions  of  kindly  endeavor  and  thought- 
ful advice. 

Respectfully  submitted, 

Archie  C.  Van  Cleve,  Qiairman. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  the  report  of  the  Committee  on  Veterans  Affairs  be 
accepted  and  placed  on  file. 

Report  of  the  Committee  on  Cancer  Control 

The  following  report  of  the  Committee  on  Cancer 
Control  was  submitted  to  the  House  in  mimeographed 
form ; 

Your  Committee  on  Cancer  Control  begs  leave  to  re- 
port as  follows.  We  have  developed  the  organization 
and  plans  as  outlined  in  our  previous  report.  We  have 
provided  for  financing  the  educational  work  so  that 
there  will  be  no  expense  to  the  State  Medical  Society 
and  it  is  in  no  way  indebted  for  any  expenditures  made. 

The  organization  is  purely  educational  in  its  nature 
and  is  governed  by  a board  consisting  of  your  Commit- 
tee on  Cancer  Control,  the  presidents  of  the  State  Medi- 
cal Society  and  its  component  societies,  the  President  of 
the  Woman’s  Auxiliary  and  its  component  societies,  the 
Chairman  for  Oregon  of  the  American  Society  for  the 
Control  of  Cancer,  and  nine  elected  delegates,  a part 
of  which  are  laymen.  The  educational  work  is  under 
a board  of  managers,  of  which  the  chairman  is  a phy- 
sician. As  the  greatest  benefit  is  for  the  people  gen- 
erally and  the  work  is  to  be  done  by  the  physicians, 
we  have  provided  for  a budget  which  includes  expenses 
of  physicians  in  traveling  to  give  addresses  on  cancer. 
We  have  a part-time  executive  secretary.  The  president 
and  vice-president  are  laymen  in  order  to  secure  the 
financial  support  of  the  laymen.  The  financial  cam- 
paign, to  raise  funds  for  the  coming  year,  is  already 
under  way. 

No  work  will  be  sanctioned  by  the  organization  in 
any  county  without  both  the  approval  and  cooperation 
of  the  local  medical  society.  We  would  respectfully  re- 
quest that  each  local  society  give  a liberal  portion  of 
time  on  its  program  each  year  to  cancer  and  that  an  at- 
tempt be  made  to  have  a speaker  on  cancer  control  be- 
fore every  women’s  clubs  and  luncheon  clubs  where  pos- 
sible. The  central  theme  of  these  talks  should  be  the 
need  of  consulting  the  family  physician  upon  the  ap- 
pearance of  anything  suspicious  and  to  have  at  least  one 
physical  examination  each  year. 

There  has  been  great  improvement  in  the  prevention 
and  treatment  of  certain  cancers.  Research  workers 
are  making  important  studies.  The  results  of  these 
studies  should  he  reported  from  time  to  time  before 
every  medical  organization. 

At  this  meeting  we  have  provided  for  a special  meet- 
ing on  cancer  education  and  prevention  on  Saturday 


530 


society  meetings 


Vol.  XXXII,  No.  12 


noon  at  the  Benson  Hotel,  at  which  time  the  program 
as  worked  out  will  be  gone  into  more  detail.  Through 
members  of  your  committee  local  cancer  control  com- 
mittees have  been  organized  in  some  localities.  By 
next  year  there  should  be  such  a comittee  in  every  local- 
ity. The  results  of  such  activity  are  shown  by  the  re- 
ports received  since  we  put  on  the  exhibit  at  the  State 
Fair.  Thousands  of  people  visited  the  booth  where  we 
had  an  attendant  on  duty  all  the  time  and  a physician 
present  for  a portion  of  each  day.  Physicians  were 
changed  each  day  so  that  it  was  neither  burdensome  for 
the  physician  nor  gave  undue  prominence  to  any  one 
physician.  Many  patients  have  consulted  their  physicians 
as  the  result  of  this  exhibit. 

On  Thursday  evening  there  will  be  a public  meeting 
on  cancer  control  at  the  Central  Public  Library.  We 
would  respectfully  request  that  as  many  members  attend 
as  possible  and  that  every  member  of  this  society  call 
the  attention  of  his  wife,  if  present,  so  that  she  may 
spread  the  information  among  the  members  of  the  clubs 
to  which  she  belongs. 

As  this  program  is  one  that  extends  over  a period  of 
years,  we  would  respectfully  request  that  the  policy  of 
continuing  the  committee  as  is  being  done  in  other  states 
be  followed  by  our  society. 

Respectfully  submitted; 

J.  Earl  Else,  Chairman 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  the  report  of  the  Committee  on  Cancer  Control  be 
accepted  and  placed  on  file. 

Report  of  the  Committee  on  the  Study  of  the  Use  of 
Narcotics  and  Barbituric  Acid  Derivatives 

The  following  report  of  the  Committee  on  the  Study 
of  the  Use  of  Narcotics  and  Barbituric  Acid  Derivatives 
was  submitted  to  the  house  in  mimeographed  form; 

I wish  to  report  that  our  committee  has  obtained 
copies  of  bills  and  laws  pertaining  to  this  subject  from 
the  federal  government  and  the  Bureau  of  Legal  Medi- 
cine and  Legislation  of  the  American  Medical  Associ- 
ation. 

It  is  the  intention  of  this  committee  to  study  regula- 
tions in  force  and  legislation  proposed  in  arriving  at  a 
plan  for  submission  to  the  State  Legislature  covering 
traffic  in  the  use  of  these  drugs. 

Respectfully  submitted ; 

Harold  B Myers,  Chairman 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  the  report  of  the  Committee  on  the  Study  of  the 
Use  of  Narcotics  and  Barbituric  Acid  Derivatives  be 
accepted  and  placed  on  file. 

Report  of  the  Committee  on  Military  Affairs 

TTie  following  report  of  the  Committee  on  Military 
.\f fairs  was  submitted  to  the  House  in  mimeographed 
form : 

During  the  past  year  the  classes  of  military  instruc- 
tion have  been  conducted  as  usual  for  the  members  of 
the  Medical  Officers’  Reserve  Corps  by  Major  W.  H. 
Mitchell,  M.C.,  U.  S.  Army,  assigned  by  the  War 
Department  to  this  station  for  that  purpose. 

These  classes  have  been  exceptionally  well  attended, 
due  to  the  untiring  efforts  of  Major  Mitchell  in  making 
the  work  interesting  for  the  members  of  the  class ; and 
it  is  recommended  that  a letter  of  appreciation  be  sent 
to  Major  Mitchell;  and  that  a letter  of  commendation 
of  Major  Mitchell's  work  here  as  instructor  be  sent  to 
the  Surgeon  General's  Office  for  the  file  of  Major 
Mitchell. 

Due  to  the  federal  economy  program  in  the  reduction 
of  the  Army  of  the  United  States,  Major  Mitchell  was 
ordered  in  charge  of  the  procurement  of  medical  officers 
for  the  CCC  camps  and  the  general  supervision  of  the 
same.  He  was  also  assigned  as  Bight  surgeon  to  Van- 
couver Barracks;  and  these  additional  duties  required 
much  of  his  time  formerly  given  to  instruction  work. 

Recently  Major  Mitchell  was  ordered  to  duty  else- 
where and  is  being  replaced  by  Major  F.  B.  Dwire, 


M.C.,  U.  S.  Army,  who  has  been  ordered  to  duty  at 
this  station  to  assume  the  duties  formerly  in  charge  of 
Major  Mitchell.  Since  Major  Dwire  has  not  yet  arrived 
at  this  post  we  have  no  knowledge  as  to  his  future 
activities  in  relation  to  the  Medical  Section  of  the 
Officers’  Reserve  Corps,  but  sincerely  hope  the  same  will 
be  continued  as  in  the  past. 

Respectfully  submitted : 

H.  M.  Greene,  Chairman 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  the  report  of  the  Committee  on  Military  Affairs  be 
accepted  and  placed  on  file. 

Discussion  Concerning  Proposed  Psychiatric  Hospital 

President  Mackay  announced  that  W.  F.  Patrick, 
Chairman  on  the  Committee  on  New  Business,  to  which 
was  referred  the  request  of  the  Oregon  Mental  Hygiene 
Society  that  the  Oregon  State  Medical  Society  endorse 
the  proposed  psychiatric  hospital  at  Portland,  had  re- 
quested the  privilege  of  presenting  two  well-informed 
speakers  to  present  directly  to  the  House  both  sides  of 
the  question.  President  Mackay  then  introduced  Dr. 
Patrick,  who  in  turn  successively  introduced  Mr.  Thomas 
H.  Mills  of  Portland,  President  of  the  Oregon  Mental 
Hygiene  Society,  and  Dr.  W.  D.  McNary  of  Pendleton, 
Superintendent  of  the  Eastern  Oregon  State  Hospital. 
Mr.  Mills  and  Dr.  McNary  presented  in  considerable 
detail  the  various  aspects  of  this  project. 

Following  this  presentation,  upon  motion  duly  made 
and  seconded,  it  was  voted  that  the  appreciation  of  the 
House  be  extended  to  Mr.  Mills  and  Dr.  McNary  for 
their  able  discussion  of  this  proposal. 

Adjournment 

At  9 ;00  a.m.,  upon  motion  duly  made  and  seconded, 
it  was  voted  to  adjourn  until  7 ;00  a.m.,  on  Saturday, 
October  28. 


Third  Session 
Saturday,  October  28 

The  House  of  Delegates  was  called  to  order  by 
President  Mackay  at  7 ;00  A.M.  in  the  Oak  Dining 
Room  of  the  Hotel  Benson. 

On  roll-call  the  names  were  recorded  of  those  present 
as  members  of  the  Council,  Delegates  and  visitors. 

Communications 

A telegram  from  W.  B.  Morse,  third  Vice-President, 
sent  from  Sisters,  and  expressing  best  wishes  and  stat- 
ing that  he  was  unavoidably  detained  from  attending 
the  session  was  read. 

Report  of  the  Committee  on  Publication 

The  following  report  of  the  Committee  on  Publication 
was  submitted  to  the  House  in  mimeographed  form ; 

The  Publication  Committee  has  little  to  report.  Our 
journal.  Northwest  Medicine,  has  maintained  its  high 
standing  and  excellence.  The  usual  close  supervision 
has  been  made  of  the  advertising,  and  only  the  highest 
type  of  papers  have  gained  admittance.  Northwest 
Medicine  continues  to  be  quoted  widely.  This  is  a 
compliment  not  only  to  the  members  but  to  our  most 
efficient  editor.  Dr.  Clarence  A.  Smith. 

Recently  in  the  election  by  the  Trustees,  of  the  officers 
of  the  corporation  owning  Northwest  Medicine,  the 
following  were  elected  officers  for  the  ensuing  year : 
President,  Dr.  C.  W.  Sharpies,  Seattle;  Vice-President, 
Dr.  .'\.  G.  Bettman,  Portland;  and  Secrctary-Treasurer- 
Editor,  Dr.  Clarence  A.  Smith.  Seattle. 

Respectfully  submitted  ; 

Robert  C.  Coffey,  Chairman 
Charles  E.  Hunt 
A.  G.  Bettman 
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Upon  motion  duly  made  and  seconded,  it  was  voted 
that  the  report  of  the  Committee  on  Publication  be 
accepted  and  placed  on  file. 

Report  of  the  Committee  on  Medical  Defense 
Frank  E.  Butler,  Chairman  of  the  Committee  on 
Medical  Defense,  read  the  following  report : 

Your  Committee  on  Medical  Defense  has  been  very 
active  during  the  past  year,  owing  to  the  increased 
number  of  claims  and  suits. 

The  volume  of  cases  handled  by  your  committee  is 
shown  in  the  following  tabulation  for  the  period,  Sep- 


tember 1,  1932  to  October  1,  1933. 

SUITS  IN  LOWER  COURTS 

Pending  at  beginning  of  period 15 

Filed  during  period  11 

Total  26 

Nonsuits  for  physician-defendant  1 

Jury  verdicts  for  physician-defendant  1 

Jury  verdicts  for  plaintiff  1 

(appealed) 

Settled  out  of  court  for  small  amounts 6 

Pending  at  close  of  period  17 

Total  26 

SUITS  IN  SUPREME  COURT 

Pending  at  beginning  of  period  3 

Appealed  during  period 

by  physician-defendant  1 

Total  4 

Jury  verdict  for  plaintiff  affirmed  2 

Directed  verdict  for  physician-defendant 

affirmed  1 

Pending  at  close  of  period  1 

Total  4 


In  addition  to  the  11  new  claims  listed  above,  in 
which  court  action  was  filed,  there  was  a considerable 
increase  in  the  number  of  claims  filed  which  at  the 
time  of  this  report  had  not  resulted  in  suits. 

This  increase  in  claims  and  suits  should  serve  as  a 
warning  to  us.  It  is  well-known  that  unfounded  claims 
of  personal  injury  increase  materially  in  times  of  econ- 
omic stress.  This  is  particularly  true  of  baseless  mal- 
practice suits.  For  this  reason,  physicians  must  be 
doubly  careful  at  the  present  time  to  avoid  unjustified 
criticism  of  the  work  of  their  fellow  practitioners.  Such 
criticism  is  at  the  bottom  of  most  malpractice  claims. 
While  it  is  often  unintentional,  the  result  is  certain  to 
be  a malpractice  suit  in  a considerable  number  of  cases. 

Your  committee  is  particularly  alarmed  at  the  un- 
usual number  of  claims  arid  suits  which  have  been 
brought  during  the  past  year  in  a few  of  the  smaller 
towns  of  the  state.  This  is  a situation  which  should  not 
prevail  and  indicates  the  need  of  greater  harmony 
among  the  local  medical  profession  in  some  districts. 

We  have  been  very  fortunate  during  the  past  year 
in  avoiding  the  heavy  expense  involved  in  defending 
members  without  malpractice  insurance.  For  this  reason, 
the  Medical  Defense  Fund  wall  show  a gain  over  the 
previous  year  as  indicated  in  the  report  of  the  Treasurer, 
in  spite  of  the  fact  that  the  regular  allotment  from  cur- 
rent dues  was  suspended.  Members  should  bear  in 
mind  that  our  Medical  Defense  funds  are  limited  and 
consequently  should  be  conserved  by  every  effort  on 
the  part  of  our  membership.  The  chief  function  of  our 
fund  is  to  supply  additional  legal  counsel  in  extreme 
cases,  especially  cases  lost  in  the  lower  court  and  on 
appeal  to  the  Supreme  Court. 

This  does  not  mean  that  our  medical  defense  work 
is  not  valuable.  As  a matter  of  fact,  its  most  useful 
purpose  is  the  service  rendered  the  various  insurance 
companies  by  careful  analysis  of  each  case  and  the  pre- 
paration of  the  proper  defense.  Without  this  type  of 
committee  organization,  our  members  would  be  paying 
very  much  larger  insurance  premiums. 

Respectfully  submitted : 

Frank  E.  Butler,  Chairman. 


Upon  motion  duly  made  and  seconded,  it  was  voted 
that  the  report  of  the  Committee  on  Medical  Defense 
be  accepted  and  placed  on  file. 

Following  the  acceptance  of  this  report,  there  was 
considerable  discussion  concerning  testimony  by  physi- 
cians in  behalf  of  plaintiffs  who  bring  groundless  mal- 
practice suits. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  the  matter  of  disciplining  members  who  testify  in 
behalf  of  the  plaintiff,  in  any  case  in  which  the  Commit- 
tee on  Medical  Defense  has  determined  that  there  is 
no  malpractice  and  has  approved  the  defense  of  the 
case,  be  referred  to  the  Council  with  power  to  act. 

John  H.  Fitzgibbon  expressed  the  opinion  that  an  in- 
vestigation should  be  made  to  determine  the  extent 
to  which  nonmembers  of  the  Society  are  obtaining 
liability  insurance  under  the  Society’s  group  arrange- 
ments. President  Mackay  stated  that  this  matter  could 
be  determined  in  connection  with  the  study  to  ascertain 
the  extent  to  which  members  of  component  societies  are 
also  members  of  the  Oregon  State  Medical  Society. 

Report  of  the  Committee  on  Public  Policy 

Ralph  A.  Fenton,  Chairman  of  the  Committee  on 
Public  Policy  read  the  following  report: 

Your  Committee  on  Public  Policy  is  gratified  to  be 
able  to  bring  before  this  body  its  most  favorable  report 
in  many  years. 

Due  to  intensive  organization,  our  affiliation  with  the 
ten  professional  societies,  comprising  the  Oregon  State 
Federation  of  Professional  Societies,  the  loyal  support 
of  our  W’omen’s  Auxiliary^,  and  numerous  educators, 
club-women  and  other  interested  citizens,  and  the  valiant 
efforts  of  our  three  physician-members  of  the  legis- 
lature, the  Basic  Science  Act  became  a law.  We  wTere 
also  strong  enough  to  defeat  the  numerous  cultist 
measures  with  which  we  are  confronted  at  every  session 
of  the  legislature. 

The  soundness  of  the  Federation  type  of  organization 
was  also  demonstrated  by  the  passage  of  practically  all 
the  legislation  sponsored  by  the  various  affiliated  or- 
ganizations. We  hope  to  add  to  the  strength  of  the 
Federation  before  the  next  primary  election  by  adding 
two  more  high-type  professional  groups. 

At  the  annual  meeting  of  the  Oregon  Public  Health 
League  yesterday,  it  was  voted  to  disband  that  organi- 
zation and  transfer  its  functions  to  the  Committee  on 
Public  Policy  of  this  Society.  This  committee  will, 
therefore,  carry  on  its  future  activities  in  cooperation 
with  the  Federation  of  Professional  Societies  under 
instructions  from  the  House  of  Delegates  and  the 
Council. 

(Organization  for  participation  in  the  primary  election 
to  be  held  in  May  will  soon  be  required.  We  urge 
every  county  medical  society  to  participate  in  the  im- 
portant task  of  drafting  and  electing  sound  candidates 
to  the  coming  legislature. 

Next  month  the  old  legislature  reconvenes  in  special 
s^sion.  While  we  do  not  anticipate  that  measures 
affecting  the  medical  profession  or  other  special  groups 
will  be  under  consideration,  nevertheless  we  must  be 
continuously  on  guard.  The  Knox  Liquor  Control  Plan 
will  however,  be  of  particular  interest  to  the  medical 
profession,  inasrnuch  as  it  involves  the  use  of  revenue 
derived  from  liquor  control  for  unemployment  and 
relief  purposes.  It  is  entirely  possible  that  state  funds 
for  matching  federal  funds  under  the  Federal  Emer- 
gency Relief  Act  which  provides  for  medical,  as  well 
as  material  relief,  will  be  largely  financed  by  this  means. 

In  conclusion,  your  chairman,  who  will  retire  this 
year  from  participation  in  legislative  committee  activity, 
wishes  to  express  the  appreciation  of  this  committee 
for  the  splendid  cooperation  received  from  the  officers 
and  members  of  the  Society  and  the  Women’s  Auxiliary 
during  the  year  and  in  many  previous  years,  and  par- 
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ticularly  to  the  Executive  Secretary,  whose  untiring 
labor  has  insured  our  success. 

Respectfully  submitted : 

Ralph  A.  Fenton,  Chairman. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  the  report  of  the  Committee  on  Public  Policy  be 
accepted  and  placed  on  file. 

Report  of  the  Committee  on  Clinic  and 
Institutional  Medical  Care 

S.  G.  Henricke,  Chairman  of  the  Committee  on  Clinic 
and  Institutional  Medical  Care,  stated  that  he  had  pre- 
sented the  report  of  the  committee  as  a paper  before 
the  general  session  on  medical  economics  on  Friday, 
October  27.  He  stated  that  it  was  unnecessarj'  to  read 
the  report  again  and  suggested  its  acceptance  as  read 
in  the  general  session. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  the  report  of  the  Committee  on  Clinic  and  Insti- 
tutional Medical  Care  as  embodied  in  the  paper  read 
by  Dr.  Henricke  before  the  general  session  on  medical 
economics  under  the  title,  “A  New  Deal  in  the  Relation- 
ship of  the  Physician  to  Organizations  Dispensing  Free 
or  Part- Pay  Medical  Service,”  be  accepted  and  placed 
on  file.  (This  paper  will  be  found  on  page  493  of  this 
issue) . 

Report  of  the  Medical  Relief  Advisory  Committee 

Thomas  Wynne  Watts,  Chairman  of  the  Medical 
Relief  Advisory  Committee,  read  the  following  report : 

The  following  report  of  this  newly-created  committee 
contains  an  outline  of  the  organization  and  functions 
of  the  committee  and  a statement  of  suggested  policies 
for  the  consideration  of  the  State  Relief  Committee.  If 
approved  by  the  House  of  Delegates  and  by  the  State 
Relief  Committee,  this  statement  of  policies  would  con- 
stitute the  basis  upon  which  federal  and  state  medical 
relief  to  the  unemployed  would  be  administered  in  our 
state. 

This  statement  of  medical  relief  policies  was  pre- 
pared by  your  committee  after  careful  study  of  “Rules 
and  Regulations  No.  7,”  promulgated  by  the  Federal 
Emergency  Relief  Administration,  as  well  as  an  exam- 
ination of  the  plans  in  operation  in  many  other  states 
under  which  medical  care  is  now  being  provided  to  re- 
cipients of  unemployment  relief. 

ORGANIZATION 

In  accordance  with  a resolution  adopted  by  the  Coun- 
cil of  the  Society  on  October  4,  1933,  the  President 
was  authorized  to  appoint  a committee  of  five  members 
to  be  known  as  the  Medical  Relief  Advisory  Comrnit- 
tee.  President  A.  E.  Mackay  appointed  the  following 
members  to  serve  on  this  committee : T.  W.  Watts, 
Medical  Arts  Building,  Portland,  Chairman ; A.  M. 
Webster,  Selling  Building,  Portland;  F.  E.  Fowler, 
130-12th  Street,  Astoria;  W.  T.  Johnson,  Rennie  Build- 
ing, Corvallis ; W.  B,  Morse,  Bank  of  Commerce  Build- 
ing, Salem.  In  appointing  this  committee  it  was  the 
aim  of  the  President  to  appoint  a committee  representa- 
tive lioth  of  Portland  and  the  smaller  communities  of 
the  state. 

FUNCTIONS 

1.  This  committee  shall  meet  wdth  the  designated 
officials  of  the  State  Emergency  Relief  .\dministration 
to  formulate  plans,  to  consider  jointly  problems,  ques- 
tions and  issues  involving  the  interests  of  the  medical 
profession;  to  consider  complaints;  and  to  maintain  a 
liaison  between  the  State  Emergency  Relief  Committee 
and  the  medical  profession. 

2.  This  committee  .shall  aid  in  the  interpretation  of 
the  policies  agreed  upon  to  local  medical  societies, 
physicians  and  the  public  at  large. 

3.  This  committee  shall  aid  in  the  organization  of 
County  Medical  Advisory  Committees  to  consult  with 
the  County  Directors  of  Emergency  Relief. 


SUGGESTED  MEDICAL  RELIEF  POLICIES 
RELATIONS  WITH  CLIENTS  AND  PHYSIOANS 

1.  Preservation  of  the  person  relationship  between 
the  doctor  and  patient  shall  be  held  paramount. 

2.  Medical  relief  shall  be  supplied  by  individual 
physicians,  preferably  by  the  patient’s  own  or  previous 
physician,  which  shall  insure  free  choice  of  physicians 
by  clients. 

3.  Medical  service  to  be  paid  from  state  or  Federal 
funds  shall  be  limited  to  calls  of  the  physician  in  the 
office  or  the  home  of  the  family  receiving  relief,  and 
for  actual  medicine  and  medical  supplies  for  the  family 
receiving  relief. 

4.  Where  the  local  political  subdivisions  have  regu- 
larly employed  physicians  on  a salary  or  fee  basis,  state 
or  federal  funds  shall  not  be  used  to  replace  this 
service. 

5.  Each  case  involved  must  be  entitled  to  emer- 
gency relief  based  upon  adequate  investigation,  and 
in  no  case  shall  this  service  apply  to  institutional  care 
or  the  normal  health  program  of  the  subdivision. 

6.  A uniform  procedure  for  authorization  of  medi- 
cal care  shall  be  established  for  each  county.  This  pro- 
cedure should  not  be  in  conflict  with  the  following  re- 
quirements : 

7.  All  authorizations  for  medical  care  shall  be 
issued  in  writing  on  the  regular  Relief  Order  Blanks, 
with  the  exception  that  telephone  authorizations  should 
be  immediately  followed  by  such  a written  order.  This 
order  authorizes  the  doctor  to  provide  medical  care  for 
a period  not  to  exceed  two  weeks  or  involving  not  more 
than  $20.  Medical  care  for  more  than  three  w'eeks  shall 
be  based  only  on  a written  renewal  of  the  original 
order,  such  renewal  not  to  be  issued  until  after  a re- 
investigation of  the  case  in  the  home. 

8.  Medical  care  for  prolonged  illnesses,  such  as 

arthritis  (chronic),  asthma  and  chronic  heart  disease, 
shall  be  authorized  on  an  individual  basis  and  in  gen- 
eral shall  be  limited  to  not  more  than  one  visit  per 

w’eek  over  a period  not  exceeding  three  months.  In 

those  instances  where  more  frequent  visits  seem  to  be 
indicated  for  a short  period,  additional  authorization 
for  such  service  should  be  obtained. 

9.  Authorization  for  emergency  service,  rendered 

by  a family  physician  may  be  provided,  if  the  physician 
reports  to  the  Relief  Administration  within  48  hours 
the  name  and  address  of  the  sick  indigent  persons,  and 
the  occasion  for  the  emergency  visit.  Such  cases  are  to  be 
considered  as  exceptional  and  the  approval,  if  given, 
should  be  conditioned  upon  the  acceptance  by  the  Emer- 
gency Relief  Administration  of  the  indigency  of  the 
patient  to  wdiom  such  emergency  service  is  given. 

10.  The  Emergency  Relief  Administration  may  author- 
ize payment  for  medical  care  as  a special  or  single 
phase  of  relief  to  a family  or  individual.  Authoriza- 
tion will  be  made  only  in  exceptional  cases,  where  the 
need  for  the  medical  relief  is  clearly  evident  and  the 
inability  of  the  person  to  pay  for  the  needed  medical 
care  is  plainly  shown. 

11.  The  Emergency  Relief  Administration  shall  not 
pay  physicians  for  work  in  clinics,  nor  shall  it  pay 
hospitals  or  clinics  for  admission  clinic  charges.  How- 
ever, this  Administration  may  pay  for  unusual  extra 
charges  in  connection  with  serxice  to  clinic  patients, 
such  as  Expensive  x-ray  service  or  unusually  involved 
laboratory  work,  but  only  when  essential  in  the  treat- 
ment of  emergency  patients. 

12.  If  on  the  first  or  subsequent  visit  of  the  physi- 
cian it  is  apparent  that  the  illness  or  injury  is  such  as 
to  require  hospitalization,  medical  attendance  under 
this  plan  shall  be  discontinued  as  soon  as  hospital  care 
can  be  arranged  by  the  proper  city,  township  or  county 
authorities.  This  requirement  shall  not,  however,  pre- 
clude the  compensaton  of  physicians  for  the  prenatal 
care  of  obstetric  cases,  which  are  ultimately  found  to 
require  hospitalization  because  of  some  complication. 
In  such  cases  the  attending  physician  shall  be  com- 
pensated fc'r  prenatal  care  on  a “visit”  basis. 

13.  Only  regularly  licensed  doctors  of  medicine  shall 
be  authorized  to  treat  patients.  This  clause  shall  not, 
however,  interfere  with  necessary  treatment  which  m:iy 
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be  performed  by  registered  visiting  nurses,  under  medi- 
cal direction  and  supervision.  It  shall  not  be  the  policy 
of  the  Emergency  Relief  Administration  to  substitute 
midwives  for  physicians  in  obstetrical  cases. 

REMUNERATION  PROGRAM 

1.  The  Emergency  Relief  Administration  will  pay 
for  authorised  medical  care  at  rates  in  accordance  with 
the  schedule  below. 

2.  The  Emergency  Relief  Administration  will  pay 
for  authorized  obstetric  service  in  the  home,  which  pay- 
ment shall  include  charges  for  delivery,  a minimum  of 
three  prenatal  office  visits,  and  the  necessary  postnatal 
care.  Details  of  these  services  shall  be  submitted  with 
the  bill. 

3.  The  schedule  of  payment  to  physicians  will  be 
as  follow  s : 


; s.oo 

$ 1.50 

$ 3.50 

3.50 

1.50 

2.00 

3.00 

1.00 

2.00 

2.00 

1.00 

1 00 

50.00 

25.00 

25.00 

.75 

.25 

.50 

Discount  to 

Regular  Emergency  Relief  Net 
Charge  Administration  Charge 
First  Home  Visit  $ 

(including  examination) 

Subsequent  Home  Visits 
First  Office  \Ssit 
(including  examination) 

Subsequent  Office  Visit 
Normal  Delivery 
Mileage  (one  way, 
beyond  city  or  town  limits) 

4.  The  remuneration  herein  provided  for  physicians 
is  based  upon  a general  discount  from  customary  fees. 
This  discount  is  offered  by  the  medical  profession  as 
a contribution  to  the  welfare  of  their  state  and  com- 
munity during  the  present  emergency.  The  schedule 
of  compensation,  therefore,  shall  not  be  construed  as 
representing  the  value  of  the  service  rendered  nor  as 
establishing  the  charge  for  similar  services  in  ordinary 
medical  practice.  It  is  recognized  that  the  remuneration 
provided  is  inadequate,  but  the  aim  is  to  ensure  some 
compensation  to  physicians  who  have  been  rendering 
medical  care  to  the  needy  sick  without  any  compensation. 


SUBMITTING  OF  BILLS 

1.  Monthly  bills  shall  be  rendered  to  the  County  Di- 
rector of  Emergency  Relief  from  whom  authorization 
to  provide  medical  attention  has  been  received.  Inas- 
much as  bills  are  to  be  charged  against  the  calendar 
month  in  which  the  medical  care  with  authorized,  two 
bills  are  to  be  furnished:  (a)  One  to  cover  charges 
for  care  rendered  to  patients  whose  total  course  of 
treatment  was  completed  during  one  calendar  month; 

(b)  the  other  to  cover  charges  for  care  of  patients 
whose  course  of  treatment  started  in  the  previous  calen- 
dar month  and  ended  in  the  current  month. 

Each  bill  shall  list  the  number  of  patients,  the  num- 
ber of  visits  made  to  each  of  those  patients  and  the 
total  charges.  Authorization  for  the  treatment  of  each 
of  these  shall  support  each  bill  and  these  authorizations 
shall  cover  all  charges  on  the  bill  for  which  payment 
is  sought.  Since  the  charges  for  each  patient  must  be 
accompanied  by  the  authorization  for  these  charges,  bills 
will  not  be  submitted  for  any  patient  until  the  course 
of  treatment  is  complete  or  the  extent  of  the  authoriza- 
tion, as  shown  in  paragraphs  7 and  8 of  the  “Relations 
with  Clients  and  Physician’’  is  exhausted. 

2.  Doctors  should  be  advised  that  they  must  procure 
the  signature  of  the  patient  or  the  head  of  the  patient’s 
family  on  all  authorizations,  as  auditors  will  not  pass 
bills  unless  the  signature  of  the  client  or  the  head  of  his 
family  is  so  affixed. 

DRUGS 

1.  All  prescriptions  for  necessary  drugs  and  medi- 
cine shall  be  filled  from  the  National  Formulary  of 
U.  S.  Pharmacopeia  or  from  a Hospital  Formulary. 
Payments  for  proprietary  remedies  shall  not  be  reim- 
bursed. 

2.  Physicians  should  use  the  least  expensive  drugs 
where  possible.  If  expensive  drugs  are  considered  es- 
sential a written  order  should  be  obtained. 

RELATIONS  WITH  MEDICAL  SOCIETIES 

1.  A medical  advisory  committee  shall  be  appointed 
by  the  State  Director  to  assist  in  formulating  plans  tb 
make  these  proposals  effective.  It  shall  be  the  joint 


responsibility  of  the  State  Emergency  Relief  Committee 
and  the  Oregon  State  Medical  Society  that  the  plans 
evolved  be  mutually  acceptable  to  both  sides. 

2.  The  Oregon  State  Medical  Society  enters  into 
this  plan  for  a period  of  one  year  and  shall  have  the 
power  to  designate  when  cooperation  with  the  State 
Emergency  Relief  Committee  shall  cease. 

3.  Future  changes  in  policy  shall  be  agreed  upon 
mutually. 

4.  In  each  county  the  County  Medical  Society  shall 
appoint  a Medical  Relief  Committee  to  advise  the 
County  Director  of  Emergency  Relief  concerning  medi- 
cal problems. 

5.  The  same  relationship  shall  exist  between  the 
County  Medical  Relief  Committee  and  the  County  Di- 
rector of  Emergency  Relief  Committee  as  exists  be- 
tween the  State  Medical  Advisory  Committee  and  the 
Slate  Director.  All  matters  in  dispute  shall  be  con- 
sidered jointly  by  the  County  Director  of  Emergency 
Relief  and  the  County  Medical  Relief  Committee. 

6.  This  Committee  shall  supply  to  the  County  Relief 
Administration  an  approved  list  of  duly  qualified  and 
regularly  licensed  physicians  residing  within  the  county 
who  desire  to  accept  relief  patients.  In  no  case  shall 
the  County  Director  of  Emergency  Relief  nor  any  em- 
ployee or  voluntary  worker  working  under  the  direc- 
tion of  the  County  Director  of  Emergency  Relief,  direct 
or  attempt  to  direct  recipients  of  medical  relief  to  any 
particular  physician  or  group  of  physicians.  The  patient 
or  the  head  of  his  family  is  to  be  left  entirely  free  to 
choose  his  physician  from  the  list  referred  to  above. 

7.  The  Committee  shall  have  power  to  discipline 
physicians  and  to  request  removal  from  the  approved 
list.  Appeals  from  the  decision  of  County  Medical 
Relief  Committees  may  be  taken  to  the  State  Medical 
Advisory  Committee  by  individual  physicians,  excluded 
or  removed  from  the  list  of  approved  physicians. 

RELATIONS  W'lTH  OTHER  HEALTH  AGENCIES 

The  Administration  and  its  cooperating  medical  com- 
mittees shall  be  zealous  to  provide  the  best  medical 
care  and  to  cooperate  with  other  health  organizations, 
particularly  hospitals  and  agencies  providing  nursing 
service  tp  the  indigent  sick  in  their  homes. 

The  committee  requests  the  approval  of  the  tentative 
policies  outlined  above  and  authorization  to  deal  with 
the  State  Relief  Committee  in  order  to  place  them  into 
effect. 

Respectfully  submitted : 

T.  W.  Watts,  Chairman 
A.  M.  Webster 
F.  E.  Fowler 
W.  T.  Johnson 
W.  B.  Morse 

Dr.  Leland  of  the  American  Medical  Association  dis- 
cussed briefly  the  policies  and  principles  which  should  be 
followed  in  adopting  plans  under  the  Federal  Emergency 
Relief  Act. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  the  report  of  the  Medical  Relief  Advisory  Com- 
mittee be  accepted,  and  the  committee  continued  with 
power  to  act  in  dealing  with  the  State  Relief  Committee 
on  the  basis  of  the  policies  outlined  in  their  report, 
provided  that  any  essential  changes  in  the  policies  as 
outlined  be  approved  by  those  members  of  the  Medical 
Relief  Advisory  Committee  who  are  also  members  of 
the  Executive  Committee  of  the  Council. 

Report  of  the  Committee  on  Resolutions 

The  executive  secretary  read  the  following  report  of 
the  Committee  on  Resolutions : 

Your  Committee  on  Resolutions  recommends  the 
adoption  of  the  following  resolutions : 

1.  Resolved,  that  the  Council,  through  the  Commit- 
tee on  Public  Education,  and  through  such  other  or- 
ganizations as  the  Council  may  be  able  to  enlist,  initiate 
and  pursue  activities  and  efforts  to  terminate  misleading 
and  misrepresentaing  radio  broadcasting  that  is  related 
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to  medicinal  remedies  and  preparations  for  the  con- 
servation and  protection  of  the  health  interests  of  the 
public. 

2.  Resolved,  that  the  Council,  through  the  Commit- 
tee on  Public  Education,  undertake  to  disseminate  in- 
formation concerning  the  dangers  of  physical  therapy 
apparatus  in  the  hands  of  untrained  persons,  and  the 
control  of  dangerous  advertising  and  high-pow'ered  sales- 
manship of  such  apparatus. 

3.  Resolved,  that  the  attention  of  the  Council  be 
directed  to  the  definition  and  elucidation  of  “contract 
and  practice”  as  promulgated  by  the  Judicial  Council 
of  the  American  Medical  Association  and  adopted  by 
the  House  of  Delegates  of  the  Association  at  the  1933 
annual  session. 

4.  Resolved,  that  the  Council,  through  the  Commit- 
tees on  State  Industrial  Affairs,  in  dealing  with  the 
medical  phases  of  workmen’s  compensation,  utilize  the 
recently  published  study  of  the  Bureau  of  Medical 
Economics,  entitled  “Medical  Relations  Under  Work- 
men’s Compensation.” 

5.  Resolved,  that  the  Council,  through  the  Commit- 
tee on  Medical  Education  and  Hospitals,  recommend 
to  the  Dean  of  the  University  of  Oregon  Medical 
School,  that  suitable  courses  in  medical  economics  given 
by  competent  instructors  be  provided. 

6.  Resolved,  that  the  Council,  through  the  Commit- 
tee on  Oinic  and  Institutional  Medical  Care  and  the 
Committee  on  Veterans  Affairs,  make  every  effort  to 
ascertain  the  extent,  if  any,  to  which  veterans  now  ex- 
cluded from  federal  medical  and  hospital  care  are  in 
need  of  such  care  but  unable  to  obtain  it  through  local 
medical  and  hospital  services  in  the  communities  in 
which  they  reside. 

7.  Resolved,  that  the  Council,  through  the  Committee 
on  Public  Policy,  endeavor  to  obtain  the  enactment  of 
the  uniform  state  narcotic  act  and  the  uniform  medical 
lien  law  prepared  by  the  Bureau  of  Legal  Medicine  and 
Legislation  of  the  American  Medical  Association. 

8.  Resolved,  that  the  Council  invite  the  Oregon  State 
Bar  Association  to  participate  in  a joint  discussion  of 
psychiatric  service  in  the  administration  of  criminal  jus- 
tice and  the  treatment  of  the  offender  at  the  1934 
annual  session  of  the  Society. 

9.  Resolved,  that  the  Oregon  State  Medical  Society 
express  its  sincere  appreciation  to  the  Portland  City 
and  County  Medical  Society,  its  Women’s  Auxiliary, 
the  Portland  City  Club,  the  Multnomah  Golf  Qub,  the 
press,  and  particularly  the  management  of  the  Hotel 
Benson,  for  their  generous  hospitality  during  the  ses- 
sion. 

10.  Resolved,  that  the  Oregon  State  Medical  Society 
acknowledge  its  sincere  appreciation  to  our  guest  speak- 
ers, Dr.  Stephen  B.  L.  Penrose,  Dr.  R.  G.  Leland,  Dr. 
C.  L.  Poley,  and  Mr.  R.  E.  Jackson,  for  their  stimulating 
addresses,  and  our  guest  musicians.  Miss  Helen  Mc- 
Cartney and  Mr.  Frank  Eichenlaub,  for  their  enjoyable 
and  inspiring  music. 

11.  Resolved,  that  the  Oregon  State  Medical  Society 
express  its  sincere  appreciation  of  the  efforts  of  the 
Committees  on  Scientific  Work,  State  Industrial  Af- 
fairs, and  Clinic  and  Institutional  Medical  Care  in  pro- 
viding the  splendid  program  on  scientific  medicine  and 
medical  economics. 

12.  Resolved,  that  the  Oregon  State  Medical  Society 
express  its  deep  appreciation  of  the  personal  sacrifices 
made  in  the  interest  of  the  public  health  through  service 
in  the  state  legislature  by  Dr.  F.  H.  Dammasch,  Dr.  J. 

C.  Booth,  and  Dr.  J.  A.  Best. 

13.  Resolved,  that  the  Oregon  State  Medical  Society 
acknowledge  its  debt  of  gratitude  to  Drs.  A.  E.  Mackay, 
R.  A.  Fenton,  A.  M.  Webster.  L.  P.  Gambee.  E.  P. 
Owen,  W.  T.  Johnson,  E.  L.  Zimmerman,  W.  H.  Dale, 

D.  C.  Stanard,  A.  O.  Waller,  C.  T.  Sweeney,  G.  A. 
Massey  and  many  others  for  their  efforts  in  forwarding 
public  health  legislation  before  the  recent  session  of 
the  .state  legislature. 

14.  Resolved,  that  the  Oregon  State  Medical  Society 
requests  its  various  component  societies  to  give  earnest 
attention  to  the  imperative  need  of  additional  physi- 
cians in  the  state  legislature  and  urges  as  many  com- 


ponent societies  as  possible  to  draft  one  or  more  of 
their  members  who  are  willing  to  represent  their  re- 
spective communities  as  members  of  the  legislature. 

15.  Resolved,  that  the  Oregon  State  Medical  Society 
urges  its  component  societies  to  obtain  as  members  of 
both  local  and  state  societies  every  eligible  practicing 
physician  in  their  respective  districts. 

16.  Resolved,  that  the  Oregon  State  Medical  Society 
express  its  deep  appreciation  of  the  invaluable  assistance 
of  the  Women’s  Auxiliary  and  the  local  auxiliaries  in 
forwarding  the  enactment  of  the  Basic  Science  Act  and 
other  legislation  in  the  interest  of  the  public  health,  as 
well  as  their  earnest  efforts  in  promoting  the  education 
of  the  lay  public  in  matters  of  health  through  the  plac- 
ing of  “Hygeia”  in  numerous  public  institutions,  and 
otherwise;  and  for  their  earnest  participation  in  numer- 
ous philanthropic  activities. 

17.  Resolved,  that  the  Oregon  State  Medical  Society 
acknowledge  its  gratitude  to  the  Oregon  State  Federa- 
tion of  Professional  Societies,  and  its  affiliated  organi- 
zations, including  the  Oregon  Chapter  of  the  American 
Institute  of  Architects,  the  Registered  Architects  of 
Oregon,  the  Oregon  Chapter  of  the  American  Physio- 
therapy Association,  the  Oregon  State  Society  of  Certi- 
fied Public  Accountants,  the  Oregon  State  Dental  Asso- 
ciation, the  Oregon  State  Graduate  Nurses  Association, 
the  Oregon  State  Pharmaceutical  Association,  the  Ore- 
gon State  Society  of  Radiographers,  and  the  Oregon 
State  Veterinarians  Association,  as  well  as  the  Oregon 
Tuberculosis  Association,  the  local  branch  of  the  Ameri- 
can Association  of  University  Women,  the  Portland 
Woman's  Club,  the  Council  of  Jewish  Women,  the  Arts 
and  Crafts  Guild,  the  League  of  Women  Voters,  the 
Portland  Federation  of  Women’s  Organizations,  and 
numerous  educators  and  club-women,  for  their  interest 
in  the  public  health  and  their  efforts  in  urging  the 
adoption  of  a uniform  minimum  standard  of  knowledge 
for  all  doctors  as  embodied  in  the  recently  enacted 
Basic  Science  Act. 

18.  Resolved,  that  the  Oregon  State  Medical  Society 
acknowledge  its  debt  of  gratitude* to  those  far-sighted 
leaders  of  the  medical  profession  of  the  state  who  or- 
ganized the  Oregon  Public  Health  League,  now  recently 
disbanded,  and  thereby  provided  the  first  effective 
machinery  in  our  state  for  the  cooperation  of  the  laity 
and  the  medical  profession  in  advancing  the  cause  of 
the  public  health. 

19.  Resolved,  that  the  Oregon  State  Medical  Society, 
in  annual  session  assembled,  condemns  the  persecution 
of  any  individual  on  account  of  race  or  religion  by  any 
state  or  under  any  flag. 

Respectfully  submitted : 

T.  Tharaldsen,  Chairman 
G.  W.  Millet 
R.  J.  PiLKINGTON 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  the  report  of  the  Committee  on  Resolutions  be 
accepted  and  the  resolutions  contained  therein  adopted. 

Dr.  Leland  of  the  American  Medical  Association  re- 
ferred to  the  resolution  recommending  that  the  Univer- 
sity of  Oregon  Medical  School  provide  suitable  courses 
in  medical  economics  and  stated  that  the  Bureau  of 
Medical  Economics  had  prepared  an  outline  of  such  a 
course  and  that  copies  of  this  outline  were  now  being 
sent  out  to  the  deans  of  all  medical  schools  and  the 
officers  of  all  constituent  state  medical  associations. 
Dr.  Leland  solicited  the  comments  of  the  officers  and 
members  of  the  Society  concerning  this  outline. 

Report  of  the  Committee  on  Unfinished  Business 

The  executive  secretary  read  the  following  report  of 
the  Committee  on  Unfinished  Business : 

Your  Committee  on  Unfinished  Business  recommends 
the  adoption  of  the  several  amendments  to  the  Consti- 
tution and  By-Laws  now  pending. 

The  committee  recommends,  however,  that  before  en- 
forcing the  amendment  to  the  By-Laws  which  would 
compel  the  local  societies  to  assume  responsibility  for 
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the  payment  of  the  state  medical  society  dues  of  physi- 
cians carried  as  members  who  fail  to  pay  state  dues, 
the  Council  undertake  a study  of  the  present  situation 
as  to  local  and  state  society  membership.  The  com- 
mittee recommends  that  in  making  this  study  the  Council 
ascertain  the  number  of  members  of  local  medical  soci- 
eties who  are  not  now  paying  state  dues  and  the  extent 
to  which  the  addition  of  such  members  to  the  state 
society  would  make  possible  a lower  per  capita  charge, 
without  impairing  the  income  necessary  to  carry  on 
the  present  activities  of  the  state  society. 

The  committee  recommends  that  following  this  study, 
the  Council  by  means  of  a rebate,  as  during  the  present 
year,  fix  the  net  charge  for  state  society  membership 
for  the  year  1934,  which  charge  shall  be  sufficient  to 
maintain  the  existing  activities  of  the  state  society  un- 
impaired ; the  Council  also  to  take  into  account  the 
necessity  of  a safety  factor  to  compensate  for  the  pos- 
sible nonparticipation  in  this  plan  of  some  present  mem- 
bers of  the  component  societies. 

Respectfully  submitted : 

L.  S.  Kent,  Chairman 
W.  W".  Baum 
W.  H.  Bueermann 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  the  report  of  the  Committee  on  Unfinished  Busi- 
ness be  accepted. 

Adoption  of  Amendments  to  the  Constitution 
and  By-Laws 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that,  in  accordance  with  the  recommendations  of  the 
Committee  on  Unfinished  Business,  the  following  amend- 
ments to  the  Constitution  and  By-Laws  be  adopted : 
(These  appear  on  page  523  of  this  issue). 

Report  of  the  Committee  on  New  Business 

William  F.  Patrick,  Chairman  of  the  Committee  on 
New  Business,  read  the  following  report: 

1.  The  committee  wishes  to  present  the  following  mo- 
tion : That,  in  view  of  the  discontinuance  of  further  col- 
lections for  our  Defense  Fund,  every  member  be 
strongly  urged  to  carry  adequate  liability  insurance  and 
that  it  shall  be  the  future  policy  of  the  Society  to  spend 
no  money  in  behalf  of  any  noninsured  member  except 
upon  presentation  of  facts  which  support  some  unusual 
circumstance,  and  then  only  by  the  consent  of  a majority 
of  the  members  of  the  Council.  Tliis  motion  was  sec- 
onded and  carried. 

2.  Liquor  control.  We  feel  that  the  exhaustive  in- 
vestigations by'  the  so-called  Knox  Committee  and  their 
comprehensive  report  service  serves  as  a better  guide 
for  your  vote  than  anything  we  could  offer ; and  we 
therefore  move  that  this  Society  endorse  their  recom- 
mendations. This  motion  was  seconded  and  carried. 

3.  Infirmary  (University  of  Oregon  and  Oregon 
State  College).  Finding  no  valid  excuse  for  the  erec- 
tion of  $1()0,0()0  medical  center  on  either  campus,  we 
move  your  endorsement  of  the  suggestion  conveyed  by 
the  report  of  the  Oregon  Council  of  Hospitals.  This 
motion  was  seconded  and  carried. 

4.  Psychiatric  hospital.  Realizing  the  desire  of  the 
Society  to  be  deliberate  and  conscientious  in  their  action 
on  this  matter,  and  having  listened  to  Mr.  Mills  and  Dr. 
McNary',  we  feel  inclined  to  return  the  question  of  en- 
dorsement of  this  proposal  without  any  recommendation 
for  your  collective  action. 

It  was  then  moved  and  seconded,  that  the  House  en- 
dorse the  project  providing  for  the  construction  of  a 
state  psychiatric  hospital  at  Portland.  On  a call  by 
President  Mackay  for  the  ayes  and  nays,  the  chair  was 
in  doubt.  On  a standing  vote,  the  motion  was  carried 
by  a vote  of  18  in  favor  and  13  opposed. 

5.  The  committee  moves  that  the  matter  of  selecting 
the  place  of  the  1934  annual  session  be  referred  to  the 
Council.  This  motion  was  seconded  and  carried. 

Report  of  the  Committee  on  Nominations 

Louis  P.  Gambee,  Chairman  of  the  Committee  on 


Nominations,  read  the  following  recommendations  of 
the  Committee : 

President-Elect,  Charles  E.  Sears,  Portland. 

First  Vice-President,  G.  A.  Massey,  Klamath  Falls. 

Second  Vice-President,  W.  D.  McNary,  Pendleton. 

Third  Vice-President,  A.  W.  Holman,  Portland. 

Secretary',  L.  Howard  Smith,  Portland. 

Treasurer,  Karl  H.  Martzloff,  Portland. 

Councilors  for  three-year  term  ending  in  1936: 

Second  District,  Frank  E.  Fowler,  Astoria. 

Fourth  District,  Charles  T.  Sweeney,  Medford. 

Sixth  District,  Thompson  Coberth,  The  Dalles. 

At  large,  Helen  A.  Cary,  Portland. 

For  Councilor  Third  District  for  unexpired  term  end- 
ing in  1935  to  replace  Irvin  R.  Fox,  (resigned)  A.  H. 
Ross,  Eugene. 

It  was  moved  and  seconded  that  the  report  of  the 
Committee  on  Nominations  be  rejected.  On  a call  for 
the  ayes  and  nays,  the  chair  was  in  doubt.  On  a stand- 
ing vote,  the  motion  was  lost  by  a vote  of  8 in  favor 
and  13  opopsed. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  the  report  of  the  Committee  on  Nominations  be  ac- 
cepted, that  the  nominees  recommended  for  the  offices 
of  Delegate  and  Alternate  Delegate  to  the  American 
Medical  Association  and  for  the  Committee  on  Publica- 
tion be  declared  elected,  and  the  nominations  for  officers 
and  councilors  approved  for  submission  to  the  Society. 

At  9:00  a.  m,  the  House  adjourned  sine  die. 


GENERAL  BUSINESS  SESSION  OF  THE 
SOCIETY 

Saturday,  October  28. 

The  business  session  of  the  Society  was  called  to  order 
by  President  A.  E.  Mackay  at  9 :30  a.  m.  in  the  Tyrolean 
Room  of  the  Hotel  Benson. 

Report  of  the  House  of  Delegates 

Albert  W.  Holman,  Secretary,  presented  the  following 
report  of  the  actions  of  the  House  of  Delegates : 

As  Secretary  of  the  Society,  I desire  to  present  for 
your  consideration  the  following  summary  of  the  actions 
of  the  House  of  Delegates : 

General  Actions 

1.  -Authorized  the  appointment  of  a committee  to 
negotiate  with  the  State  Industrial  Accident  Commission 
in  the  matter  of  a fee  schedule  for  physicians,  inasmuch 
as  the  agreement  to  accept  a discount  of  25  per  cent  on 
bills  for  medical  services  has  now  terminated. 

2.  Adopted  the  plans  submitted  by  the  Committee  on 
Clinic  and  Institutional  Medical  Care  for  the  dispensing 
of  free  and  part-pay  medical  care. 

3.  Adopted  the  plans  submitted  by  the  Medical  Relief 
-Advisory  Committee  for  the  medical  care  of  the  unem- 
ployed under  the  Federal  Emergency  Relief  Act. 

4.  -Adopted  the  recommendations  of  the  Committee  on 
New  Business  that  every  member  of  the  Society  be 
strongly  urged  to  carry  adequate  physicians’  liability 
insurance  and  declaring  it  the  policy  of  the  Society  here- 
after to  expend  no  money  from  the  Medical  Defense 
Fund  in  behalf  of  any  ncminsured  member,  except  in  un- 
usual circumstances,  and  then  only  upon  the  approval  of 
a majority  of  the  Council. 

5.  Adopted  the  recommendation  of  the  Committee  on 
New  Business  that  the  majority  report  of  Governor 
Meier’s  Committee  on  Liquor  Control  be  approved  and 
the  so-called  Knox  Plan  of  liquor  control  be  endorsed. 

6.  Adopted  the  recommendation  of  the  Committee  on 
New  Business  that  the  conclusions  with  regard  to  the 
proposed  infirmaries  at  the  University  of  (Oregon  and 
Oregon  .State  College  contained  in  the  analysis  made  by 
the  Oregon  Council  of  Hospitals  be  endorsed. 

7.  Endorsed  the  proposal  to  construct  a state  iisychi- 
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atric  hospital  on  the  campus  of  the  University  of  Oregon 
Medical  College  at  Portland. 

8.  Referred  to  the  Council  the  matter  of  selecting  the 
place  of  the  1934  annual  meeting. 

Eesolutions  Adopted 

Nineteen  resolutions  were  read  which  had  been  adopt- 
ed by  the  House  of  Delegates.  (These  are  published  on 
page  533  of  this  issue). 

Amendments  to  the  Constitution  and  By-Laws 

These  amendments  are  published  on  page  523  of  this 
issue. 

Elections  by  the  House  of  Delegates 

Delegate  to  the  American  Medical  Association,  Ralph 
A.  Fenton,  Portland.  Alternate  Delegate  to  the  Ameri- 
can Medical  Association,  E.  L.  Zimmerman,  Eugene. 
Member  of  Committee  on  Publication  for  three-year 
term  ending  in  1936,  G.  C.  Schauffler,  Portland. 

Respectfully  submitted, 

Albert  W.  Holman,  Secretary. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  this  report  be  accepted,  and  that  the  actions  of  the 
House  of  Delegates  embodied  therein  be  approved. 

Election  of  Officers 

Albert  W.  Holman,  Secretary,  reported  that  the  House 
of  Delegates  had  voted  to  recommend  the  following  list 
of  nominees  for  the  various  offices  of  the  Society: 

President-Elect,  Charles  E.  Sears,  Portland. 

First  Vice-President,  G.  A.  Massey,  Klamath  Falls. 

Second  Vice— Presidtnt,  W.  D.  McNary,  Pendleton. 

Third  Vice-President,  Albert  W.  Holman,  Portland. 

Secretary,  L.  Howard  Smith,  Portland. 

Treasurer,  Karl  H.  Martzloff,  Portland. 

Councilors  for  three-year  term  ending  in  1936: 

Second  District,  Frank  E.  Fowler,  Astoria. 

Fourth  District,  Charles  T.  Sweeney,  Medford. 

Sixth  District,  Thompson  Coberth,  The  Dalles. 

At  large,  Helen  A.  (!iary,  Portland. 

Councilor  for  Third  District  for  unexpired  term  end- 
ing in  1935  to  replace  Irvin  R.  Fox  , (resigned),  A.  H. 
Ross,  Eugene. 

President  Mackay  called  for  further  nominations  for 
the  office  of  President-Elect.  A.  M.  Webster  of  Port- 
land was  nominated.  The  nomination  was  seconded. 
There  being  no  further  nominations.  President  Mackay 
declared  the  nominations  closed,  and  appointed  as  tellers 
M.  M.  Woodworth  of  Albany,  and  G.  L.  Boyden,  F.  E. 
Butler,  and  C.  A.  Lewis  of  Portland.  The  members  voted 
by  individual  secret  ballot,  following  which  President 
Mackay  declared  Dr.  Webster  elected  President-Elect. 
On  motion  of  Charles  E.  Sears,  duly  seconded  and  car- 
ried, the  election  of  A.  M.  Webster  was  made  unani- 
mous. 

President  Mackay  called  for  further  nominations  for 
each  of  the  above  offices.  None  being  made,  it  was 
voted  that  the  rules  be  suspended  and  the  secretary  was 
instructed  to  cast  the  ballot  for  each  nominee  as  pre- 
sented in  his  report.  Then  each  was  declared  elected. 

Charles  E.  Sears  of  Portland,  was  nominated  for  the 
office  of  Councilor  for  the  First  District,  with  term  ex- 
piring in  1934,  to  fill  the  vacancy  created  by  the  election 
of  A.  M.  Webster  to  the  office  of  President-Elect.  The 
nomination  was  seconded.  Presidtnt  Mackay  called  for 
further  nominations.  There  being  no  further  nomina- 
tions, upon  motion  duly  made  and  seconded,  it  was  voted 
that  the  rules  be  suspended  and  the  Secretary  be  in- 
structed to  cast  the  individual  ballots  of  the  members 
for  Charles  E.  Sears.  The  Secretary,  as  instructed. 


cast  the  individual  ballots  of  the  members,  and  Dr.  Sears 
was  declared  eleceed. 

Wilson  Johnston  of  Portland  raised  the  question  as  to 
whether  or  not  any  vacancies  in  office  should  not  be 
filled  by  the  Council  rather  than  by  the  general  Society, 
referring  to  the  election  to  complete  the  unexpired  terms 
of  one  of  the  Councilors  for  the  First  District  and  the 
Councilor  for  the  Third  District.  William  Kuykendall 
of  Eugene  stated  that  the  election  of  Drs.  Sears  and 
Ross  could  be  regarded  as  an  action  by  the  general  So- 
ciety, directing  the  Council  to  fill  the  existing  vacancies 
with  the  members  named. 

Election  of  Honorary  Members 
Albert  W.  Holman,  Secretary,  reported  that  during 
the  past  year  the  Council  had  recommended  for  election 
to  honorary  membership  the  following  members  of  the 
Society:  E.  A.  Sommer  of  Portland;  Harry  R.  Cliff  of 
Portland;  Jessie  M.  McGavin  of  Portland. 

Upon  motion  duly  made  and  seconded,  Drs.  Sommer, 
Cliff,  and  McGavin  were  unanimously  elected  to  honor- 
ary membership. 

Report  of  the  Special  Committee  on  the  Ernst  A. 

Sommer  Collection  at  the  University  of  Oregon 
Medical  School  Library 

Albert  W.  Holman,  Secretary,  read  the  following  re- 
port of  the  special  committee  appointed  by  the  President 
to  express  the  gratitude  of  the  Society  to  Dr.  Ernst  A. 
Sommer  for  the  presentation  to  the  University  of 
Oregon  Medical  School  of  his  personal  library : 

The  Oregon  State  Medical  Society  desires  to  take  this 
opportunity  to  express  its  appreciation  and  gratitude  to 
one  of  its  members,  Ernst  A.  Sommer,  for  the  deep  in- 
terest in  medical  education  shown  by  the  presentation  of 
his  personal  library  amounting  to  over  3,000  volumes  to 
the  University  of  Oregon  Medical  School,  where  it  be- 
comes available  to  and  the  property  of  the  profession  of 
the  state.  By  this  magnanimous  gift  Dr.  Sommer  is  ren- 
dering a service  to  the  members  of  our  organization  and 
to  scientific  medicine  at  large. 

The  Dr.  Sommer  Collection,  consisting  of  surgical 
journals,  texts,  etc.,  has  been  housed  in  an  appropriate 
room  at  the  Medical  School,  where  it  may  be  made  use 
of  by  members  of  the  profession.  It  would  be  difficult 
to  conceive  a more  fitting  monument  to  the  memory  of 
one  who  has  rendered  so  many  years  in  the  service  of 
his  profession  and  contributed  so  much  to  this  society 
and  to  surgery  generally. 

By  his  unselfish  interest  and  foresight  Dr.  Sommer 
through  this  gift  will  continue  to  contribute  to  scientific 
medicine  long  after  most  of  us  have  been  forgotten.  He 
has  pioneered  in  a field  .that  might  well  be  reflected  upon 
those  of  us  who  have  scientific  collections  that  we  now 
cherish. 

Respectfully  submitted, 

G.  E.  Burget,  Chairman 
N.  W.  Jones. 

Karl  H.  Martzloff. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  this  report  be  adopted. 

Report  of  the  Committee  on  Necrology 
Andrew  C.  Smith,  member  of  the  Committee  on  Nec- 
rology, read  the  following  report : 

To  the  Oregon  State  Medical  Society : 

We,  your  Committee  on  Necrology,  beg  leave  to  pre- 
sent the  following  as  our  report : 

It  is  fitting  that  in  the  course  of  the  deliberations  of 
this  body  in  its  discussions  of  scientific  and  medical  eco- 
nomic problems,  time  should  be  given  for  pause  to  pay 
tribute  to  the  memory  of  those,  who  during  the  past  year 
have  reached  the  end  of  that  long,  long  road  and  disap- 
peared from  earthly  scenes  to  join  the  company  of  the 
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innumerable  throng  that  preceded  them. 

The  names  of  those  who  have  died  during  the  year 
are  as  follows : 

*James  O.  C.  Wiley,  Portland,  died  February  21,  1933. 
Walton  Hayden,  Marshfield,  died  December  15,  1932. 

*C.  J.  McCusker  of  Portland,  died  December  24,  1932. 

*Frank  Martin  Brooks,  Portland,  died  Jan,.  30,  1933. 

*James  O.  C.  Wiley,  Portland,  died  Ftbruary  21,  1933. 
James  R.  Harvey  of  Vale,  died  April  2,  1933. 
Richard  Cartwright  of  Salem,  died  May  14,  1933. 

M.  E.  Jarnagin  of  Coburg,  died  May  26,  1933. 

*Harry  Y.  Spence  of  Eugene,  died  May  28,  1933 
Amos  Avery  of  Portland,  died  May  31,  1933. 

*James  F.  Donnelly  of  Portland,  died  June  27,  1933. 
John  B.  Roth  of  Portland,  died  August  2,  1933. 

C.  R.  Mathis  of  Corvallis  died  August  2,  1933. 

*William  C.  Rebhan  of  Springfield,  died  Sept.  19,  1933. 

*B.  L.  Steeves  of  Salem,  died  October  23,  1933. 

*Henry  A.  Dedman  of  Canby,  died  October  28,  1933. 

*Member  of  Oregon  State  Medical  Society. 

In  the  death  of  these,  our  colleagues,  we  recognize 
and  hereby  record  a deep  sense  of  our  loss.  The  Society 
and  the  medical  profession  were  enriched  by  their  lives 
and  labors. 

Death  comes  to  all,  no  matter  what  the  future  has  in 
store,  those  who  have  passed  through  the  gate  are  at 
peace.  To  those  suffering  survivors  who  linger  on,  we 
can  only  say : Carry  on  bravely,  facing  your  griefs  with 
courage  until  the  night  be  past  and  “with  the  morn  those 
angel  faces  smile,  which  you  have  loved  long  since,  and 
lost  awhile.” 

We  recommend  that  a copy  of  this  memorial  be  spread 
upon  the  minutes  of  the  Society  and  a copy  sent  to  the 
family  of  each  of  our  deceased  members.  May  the 
memory  of  their  lives  and  accomplishents  be  an  inspira- 
tion to  us  to  emulate  their  good  example. 

Respectfully  submitted, 

S.  E.  Joseph  I. 
Andrew  C.  Smith. 
W.  Kuykendall. 

Upon  motion  duly  made  and  seconded,  it  was  voted 
that  the  report  of  the  Committee  on  Necrology  be 
adopted.  The  members  then  rose  and  paid  silent  tribute 
to  the  memory  of  the  physicians  who  died  during  the 
past  year. 

Induction  of  Incoming  President 

Retiring  President  A.  E.  Mackay  made  a brief  talk, 
expressing  his  appreciation  of  the  honor  of  serving  as 
president  and  thanking  the  members  for  their  splendid 
cooperation  during  his  term  of  office.  Dr.  Mackay  then 
announced  that  it  was  now  in  order  to  seat  the  new  pre- 
sident, William  T.  Johnson.  Dr.  Johnson  was  escorted 
to  the  chair  by  William  Kuykendall  and  Andrew  C. 
Smith.  Dr.  Mackay  expressed  his  best  wishes  to  Dr. 
Johnson  and  turned  over  his  duties  as  presiding  officer. 

Dr.  Johnson  made  a brief  speech  expressing  his  grat- 
itude for  the  honor  conferred  upon  him  by  the  Society 
and  pledging  himself  to  do  his  utmost  to  serve  the  mem- 
bership. 

The  business  session  of  the  Society  was  declared  ad- 
journed at  10:00  a.  m. 

CENTRAL  WILLAMETTE  SOCIETY 
Pres.,  H.  M.  Francis;  Secty.,  Henry  Garnjobst 

Central  Willamette  Medical  Society  held  its  monthly 
meeting  at  Corvallis  Nov.  2.  Members  of  Polk-Yam- 
hill-Marion  County  Society  were  guests.  The  scien- 
tific session  was  preceded  by  a dinner. 

Charles  D.  Donahue  of  Eugene  read  a paper  on 
“Renal  Pain  with  Slight  Abnormalities.”  Charles  E. 
Sears  of  Portland  read  a paper  on  “The  Modern  Con- 
ception of  Jaundice.” 


POLK-YAMHILL-MARION  COUNTIES  SOCIETY 
Pres.,  J.  W.  Van  Winkle;  Secty.,  W.  W.  Baum. 

Polk-Yamhill-Marion  Counties  Medical  Societies  held 
a meeting  in  the  Masonic  Temple,  Salem,  November  14. 
It  was  under  the  auspices  of  the  Woman’s  Auxiliary. 
Gerald  B.  Smith  of  Woodburn  was  toastmaster.  O.  W. 
Noble,  world  traveler,  described  medicine  as  it  is  prac- 
ticed in  China.  Moving  pictures  of  Oregon  were  shown 
by  Laban  A.  Steeves.  The  welcome  from  Mrs.  Carl 
W.  Emmons,  president  of  the  Auxiliary,  was  responded 
to  by  J.  O.  Van  Winkle  of  Jefferson,  president  of  the 
medical  society.  Solos  and  duets  were  presented. 

WASHINGTON 

KING  COUNTY  MEDICAL  SOCIETY 
Pres.,  C.  E.  Gray;  Secty.,  V.  W.  Spickard 

The  regular  meeting  of  King  Coimty  Medical  Society 
was  held  in  the  auditorium  of  Medical  Dental  Building, 
Seattle,  November  6,  president  Connor  Gray  presid- 
ing. Minutes  of  the  meeting  of  October  16  were  read 
and  approved. 

Thomas  Morcom  presented  a paper  on  “Proposed  Col- 
lection and  Credit  Bureau.”  Business  institutions  when 
budgeting  a debtor’s  ability  to  pay  include  all  his  obli- 
gations except  the  doctor’s  bill.  A doctor’s  credit  or- 
ganization will  force  its  recognition  in  the  business 
world.  An  explanation  was  given  of  the  working  of 
the  proposed  bureau,  the  experience  of  Pierce  County 
bureau  being  cited  as  an  example.  The  proposed  cost 
of  its  establishment  and  maintenance  was  given  with 
some  detail.  In  discussion  H.  J.  Whitacre  of  Tacoma 
gave  the  results  of  the  Pierce  County  bureau,  explain- 
ing the  cost  of  collection,  the  accounts  dealt  with  and 
the  proportion  collected. 

R.  W.  Perry  discussed  the  proposed  measure,  stating 
that  the  society  had  needed  such  a business  bureau  for 
many  years. 

On  motion  of  J.  C.  Moore  it  was  voted  that  King 
County  Medical  Society  shall  establish  a business  bu- 
reau and  a committee  shall  be  appointed  by  the  presi- 
dent to  investigate  its  formation  with  power  to  act. 

L.  W.  Zech  of  the  King  County  Dental  Society  stated 
that  Dr.  Morcom  had  been  invited  to  appear  before 
their  organization  for  the  presentation  of  the  subject 

J.  M.  Bowers  read  a paper  on  “Ulcer  in  Different 
Situations  Within  the  Stomach : A Clinical  Study.” 
The  paper  was  based  on  the  study  of  a series  of  650 
cases,  the  diagnosis  being  confirmed  surgically  in  120 
The  diagnostic,  distinguishing  characteristics  were  given 
for  duodenal  and  gastric  ulcers,  which  were  discussed 
m detail.  The  paper  was  discussed  by  A.  B.  Rivers 
of  Mayo  Clinic  who  cited  experiences  in  Rochester, 
showing  the  futility  of  placing  too  great  dependence  on 
medical  treatment.  He  concluded  by  stating  “a  gastric 
ulcer  of  the  stomach,  unless  it  can  be  watched  carefully, 
should  be  considered  a surgical  disease.” 

SNOHOMISH  COUNTY  SOCIETY 
Pres.,  C.  B.  Jones;  Secty.,  S.  E.  C.  Turvey. 

Snohomish  County  Medical  Society  held  its  monthly 
meeting  November  7 at  Medical  Dental  Building,  Ever- 
ett. C.  B.  Jones  was  elected  president  for  the  ensuing 
year.  A.  B.  Murphy  was  elected  vice-president  and  S. 
E.  C.  Turvey,  secretary  and  treasurer.  It  was  the  most 
largely  attended  of  any  meeting  for  the  year. 
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An  address  was  presented  by  A.  B.  Rivers  of  Mayo 
Clinic.  John  Nelson  of  Seattle,  chairman  of  the  tuber- 
culosis committee  of  the  State  Medical  Association,  pre- 
sented phases  of  the  tuberculosis  problem.  Other  visiting 
physicians  from  Seattle  were  G.  A.  Dowling,  J.  M. 
Blackford  and  J.  M.  Bowers. 


PIERCE  COUNTY  MEDICAL  SOCIETY 
Pres.,  W.  W.  Pascoe;  Secty.,  W.  B.  Penney 

The  regular  meeting  of  Pierce  County  Medical  So- 
ciety was  held  in  the  auditorium  in  the  Medical  Arts 
Building,  Tacoma,  October  24,  1933,  with  W.  W.  Pascoe, 
President,  in  the  chair.  Minutes  of  the  previous  meeting 
read  and  approved.  The  second  reading  of  the  change 
in  by-laws  was  given. 

A.  C.  Stewart  read  a paper  on  “Acute  Encephalitis 
Lethargica.”  He  gave  a comprehensive  review  of  symp- 
toms, especially  the  advances  in  the  regular  conception 
of  the  disease  as  demonstrated  in  the  St.  Louis  epidemic. 
Discussion  was  by  Drs.  Duerfeldt  and  W.  G.  Cameron. 

Jesse  Read  gave  a case  report  of  acute  suppurative 
pancreatitis,  with  a discussion  of  the  condition. 

A paper  on  “Acute  Osteomyelitis”  was  given  by  W.  H. 
Goering,  who  gave  a review  of  the  present  status  of 
the  disease  as  regards  diagnosis  and  treatment.  He  said 
that  he  considers  the  Orr  method  of  treatment  as  the 
best  at  present,  with  the  maggot  treatment  second.  The 
maggot  treatment  is  too  expensive  for  general  use  at  the 
present  time. 


WALLA  WALLA  VALLEY  SOCIETY 
Pres.,  G.  R.  Gowen;  Secty.,  E.  J.  Rhoades. 

Walla  Walla  \'alley  Medical  Society  held  a meeting 
at  the  Grand  Hotel,  Walla  Walla,  Nov.  9,  preceded  by 
a dinner,  about  36  being  in  attendance. 

Carroll  Smith  of  Spokane,  president  of  the  State 
Medical  Association,  discussed  organization  of  the  medi- 
cal profession  to  prevent  lowering  of  its  standards  of 
service  to  the  public.  H.  E.  Rhodehamel  discussed 
“Medical  Economics.”  Increased  unemployment  and  low- 
ered earning  capacity  have  tended  to  increase  sickness 
and  diminish  ability  to  pay  for  medical  service.  He  con- 
sidered necessary  measures  to  meet  this  situation.  D.  G. 
Corbett  of  Spokane,  presented  a paper  on  “Transurethral 
Resection  of  the  Prostate,”  describing  methods  in  vogue 
at  the  present  time.  Wives  of  attending  physicians  were 
present  at  the  dinner  to  honor  Mrs.  Carrol  Smith  and 
Mrs.  H.  E.  Rhodehamel.  They  discussed  the  work  being 
carried  on  by  the  Auxiliary. 


YAKIMA  COUNTY  MEDICAL  SOCIETY 
Pres..  J.  E.  Bittner;  Secty.,  H.  S.  Atwood 
Yakima  County  Medical  Society  held  a regular  meet- 
ing at  the  Commercial  Hotel,  Yakima,  November  13, 
preceded  by  a turkey  dinner  which  contributed  to  the 
success  of  the  evening. 

.\n  excellent  scientific  program  was  presented.  A.  T. 
Wanamaker  of  Seattle  read  a paper  on  “Lateral  Sinus 
Thrombosis  and  Septicemia.”  P.  G.  Flothow  of  Seat- 
tle discussed  “Brain  Abscess  and  Septic  Meningitis.” 
There  was  a good  attendance  of  members  who  express- 
ed their  appreciation  of  the  papers  presented  by  these 
visiting  doctors. 
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Obstetrics  and  Gynecology.  Edited  by  Arthur  Hale 
Curtis,  M.D.  Professor  and  Head  of  the  Department  of 
Obstetrics  and  Gynecology,  Northwestern  University, 
etc.  With  1664  illustrations.  Vol.  HI,  1201  pp.  $35  for 
the  set  of  three  volumes.  W.  B.  Saunders  Co.,  Phila- 
delphia and  London,  1933. 

Following  the  monographic  method  of  presentation 
in  the  first  two  volumes,  the  subject  matter  ol  this 
final  volume  is  presented  by  recognized  and  capable 
authors.  The  introductory  chapter  on  pathogenesis  of 
childbirth  injuries  is  clear,  concise  and  to  the  point. 
The  falacy  of  relegating  to  retrodisplacements  the 
majority  of  female  ills  is  proven  by  a masterly  array 
of  discussion,  diagnosis  and  drawings.  The  operative 
technic  is  exceedingly  well  written  and  illustrated.  The 
operative  procedures  for  the  correction  of  urethrocele, 
cystocele,  uterine  prolapse,  pelvic  floor  injuries,  recto- 
cele  and  enterocele  are  well  presented.  The  section  on 
disturbances  of  function  is  dealt  with  under  appro- 
priate headings  and  without  doubt  offers  the  last  word 
in  present  day  knowledge  of  the  vagaries  of  the  female 
reproductive  system. 

Because  of  the  comparatively  recent  advances  in  this 
particular  branch  of  medical  science  we  are  given,  under 
the  head  of  “Endocrines  in  Gynecology  and  Obstetrics,” 
the  most  interesting  hundred  pages  in  the  three  volumes. 
A vast  amount  of  painstaking  research  and  laboratory 
work  is  represented,  and  the  general  practitioner  and 
the  specialist  alike  have  much  to  gain  from  this  section 
alone.  The  remainder  of  the  book  is  devoted  to  “Spe- 
cial Diseases  and  Important  Symptom  Complexes.”  Here 
we  have  such  a common  symptom  as  leukorrhea  assum- 
ing the  role  of  a disease  entity,  the  variations  discussed 
and  curative  measures  suggested.  All  manner  of  malig- 
nancies, common  and  rare,  relative  to  the  reproductive 
system  are  put  forth  with  care  and  great  detail.  This 
is  true  also  of  nonmalignant  new  growths. 

“The  Gynecological  Patient  Presents  Herself”  deals 
in  an  entirely  different  and  delightful  manner  with 
routine  history  taking  and  examinations.  “Obstetrical 
and  Gynecological  Roentgenography”  captions  a chapter 
replete  with  evidence  of  advance  in  the  usefulness  of 
the  roentgen  ray  to  the  obstetrician  and  gynecologist. 
This  is  true  also  of  radiotherapy.  “Preoperative  Prob- 
lems and  Anesthesia”  offers  suggestions  and  methods 
invaluable  to  the  gynecologic  surgeon,  as  does  also  the 
chapter  on  operative  management  and  postoperative 
care.  This  volume  with  the  two  preceding  books 
comprises  a set  which  for  source  of  information  and 
reference  are  among  the  very  best  we  have  at  our 
disposal.  Rotton. 

Minor  Maladies  and  Their  Treatment.  By  Leon- 
ard Williams,  M.D.,  6th  edition.  420  pp.  $3.75.  Wm. 
Wood  and  Company,  Baltimore,  1933. 

This  volume  is  not  a textbook  but  a recital  of  the 
personal  experiences  of  an  English  physician  covering 
a long  period  of  practice.  He  states  that  in  some  re- 
spects the  book  is  heterodox  because  in  some  cases  he 
has  abandoned  orthodox  procedures  and  followed  the 
results  of  his  own  observations.  He  treats  conditions 
met  by  the  ordinary  practitioner.  The  first  chapter 
deals  with  colds,  coughs  and  sore  throats.  Other  chap- 
ters consider  indigestion,  constipation,  rheumatism  and 
other  conditions  met  in  daily  practice.  Each  subject  is 
dealt  with  in  a conversational  manner  with  descrip- 
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lions  of  procedures  which  the  author  has  found  most 
satisfactory.  In  the  chapter  on  advancing  years  it  is 
stated  that  freedom  from  care  is  a pleasing  state  to 
which  we  all  aspire  but  which  is  not  necessarily  good 
for  us  when  we  reach  it.  He  quotes  the  old  saying 
that  it  is  better  to  wear  out  than  to  rust  out  and  the 
best  way  to  avoid  rusting  out  is  to  work.  The  vigorous 
octogenarian  commonly  reaches  this  stage  by  vigorous 
exercise  of  his  mental  faculties.  The  reader  will  find 
many  interesting  and  suggestive  comments  in  this 
volume. 


C.ALiFORNi.v’s  Medic.vl  Story.  By  Henry  Harris,  M.D., 
Associate  Clinical  Profesor  of  Medicine,  University  of 
California,  etc.  With  introduction  by  Charles  Singer, 
M.D.,  D.  Litt.,  University  of  London,  England.  421  pp. 
J.  W.  Stacey  Inc.,  San  Francisco,  1932. 

The  introduction  states  that  for  the  study  of  medical 
history,  California  presents  exceptional  advantages.  The 
geographical  isolation  of  its  population,  the  careful 
preservation  of  early  records  and  its  rapid  development 
in  civilization  present  a fascinating  field  for  study.  Its 
white  civilization  covers  a period  of  one  hundred  and 
sixty  years,  during  which  it  has  been  governed  by  Spain, 
Mexico  and  United  States  with  influences  from  Russia 
and  England.  The  author  deals  with  medical  events 
( ccurring  in  different  periods.  The  Californian  Indian 
had  his  own  methods  of  caring  for  the  sick,  the  shaman 
diagnosing  and  treating  disease  by  methods  original  and 
unique.  Incantaions  and  herbs  comprised  largely  the 
armamentarium.  The  rudimentary  development  of  both 
culture  and  medicine  among  these  Indians  in  no  w'ay 
compared  with  the  Aztecs  of  Mexico.  Spanish  influence 
in  California  dated  from  the  middle  of  the  sixteenth 
century,  although  their  control  was  not  established  until 
two  hundred  years  later.  The  first  doctor  spent  a year 
in  San  Diego  Bay  in  1769  where  a hospital  was  estab- 
lished. A very  interesting  description  is  given  of  medi- 
cine under  Spanish  direction  until  its  government  ended 
in  1822  when  the  Mexican  period  began,  continuing  for 
twenty  years.  Then  the  territory  came  under  American 
control. 

Thrilling  descriptions  are  presented  of  the  adventurous 
careers  of  a number  of  medical  men  during  these  two 
decades,  one  of  the  most  attractive  being  the  history  of 
John  Marsh  of  New  England,  Harvard  graduate  who, 
although  he  never  obtained  a medical  degree,  was  wide- 
ly known  as  a physician.  Both  in  this  history  and  else- 
where one  will  rarely  find  so  fascinating  a biography 
of  any  one  connected  with  medicine.  Immediately  fol- 
lowing American  acquisition  of  this  territory  came  the 
discovery  of  gold  with  the  army  of  forty-niners  from 
all  parts  of  the  world.  The  doctors  of  the  gold  fever 
period  figured  prominently  in  the  development  of  the 
country.  During  the  sixties  and  seventies,  medical  his- 
tory was  evolved  in  this  territory.  Nowhere  can  one  find 
a more  fascinating  description  of  the  development  of 
hospitals  and  medical  schools,  together  with  the  elabora- 
tion of  health  measures  from  primitive  methods  to  the 
perfection  of  the  present  day.  Due  consideration  is 
given  to  the  medical  women  of  the  state  and  the*p:ari 
played  by  the  trained  nurse.  The  proximity  'id'  the 
orient  has  given  California  a special  opportunity  to  study 
tropical  diseases.  The  constructive  par-t  played  by  Cali- 
fornia’s physicians  is  well  described  in  this  volume.  An 


interesting  feature  are  the  biographies  of  distinguished 
physicians  of  that  state.  Every  medical  man  is  familiar 
with  the  names  of  Toland,  Cooper  and  Lane.  The  part 
which  these  and  other  physicians  played  in  the  medical 
development  of  the  Pacific  Coast  is  portrayed  in  these 
pages.  Any  physician  interested  in  the  historical  growth 
of  his  profession  will  find  this  a captivating  volume  for 
perusal. 


Pediatrics.  By  Henry  Dwight  Chapin,  M.A.,  M.D. 
Professor  Emeritus  of  Pediatrics,  New  York  Post 
Graduate  Medical  School,  Columbia  University,  etc., 
and  Lawrence  T.  Royster,  M.D.,  Professor  of  Pedi- 
atrics, University  of  Virginia.  Seventh  edition.  Revised 
and  rewritten  by  Lawrence  T.  Royster,  M.D.  775  pp. 
$7.00.  William  Wood  & Co.,  Baltimore,  1933. 

This  new  text  is  very  comprehensive  and  practical 
in  its  treatment  of  the  subject  of  pediatrics.  There  are 
no  lengthy  discussions  as  to  theories  of  etiology  and 
only  the  best  accepted  treatment  is  outlined  or  the 
reader  is  tersely  told  there  is  none  of  value.  This  suc- 
cint  style  has  long  made  this  book  a favorite  as  a text 
book  in  schools  and  the  revised  edition  will  be  a handy, 
ready  reference  for  the  physician  who  treats  infants 
and  children.  There  are  seventeen  sections,  each  with 
its  own  chapters,  concerning  care  of  the  infant  and 
diseases  of  different  organs  arising  during  various 
stages  of  childhood.  C.  L.  Smith. 


Manual  of  Urology.  By  R.  M.  LeComte,  M.D., 
F.A.C.S.,  Professor  of  Urology,  Georgetown  University 
Medical  Department,  etc.  317  pp.  $4.00.  William  Wood 
and  Company,  Baltimore,  1933. 

The  purpose  of  this  volume  is  briefly  to  present  the 
fundamentals  of  urology  in  such  a manner  that  they 
may  be  readily  grasped  by  the  student.  Generally  rec- 
ognized conclusions  are  explained  without  extended  dis- 
cussions. Special  stress  is  paid  to  etiology  and  it  is  in- 
tended to  present  the  groundwork  on  which  to  build 
later  knowledge  from  further  studies.  After  a general 
consideration  of  methods  of  examination,  symptoma- 
tology and  methods  of  treatment  are  discussed.  This 
is  followed  by  a brief  description  of  diseases  of  the 
various  parts  of  the  genitourinary  system  with  brief 
summaries  of  treatment. 


The  Surgical  Clinics  of  North  America.  (Issued 
serially,  one  number  every  other  month).  Volume  13, 
No.  5 (Chicago  Number,  October,  1933).  Octavo  of 
254  pages  with  93  illustrations.  Per  clinic  year,  Feb- 
ruary 1933  to  December  1933.  Paper,  $12.00;  Cloth, 
$16.00  net.  Philadelphia  and  London : W.  B.  Saunders 
Company,  1933. 


This  volume  contains  clinical  reports  from  twenty 
well  known  Chicago  surgeons.  More  than  half  of  it 
is  devoted  to  a symposium  on  important  surgical  op- 
erations in  children,  in  which  clinical  reports  deal  with 
intracranial  tumors,  acute  mastoiditis,  cystic  tumors  of 
the  neck,  acute  empyema,  pyloric  stenosis,  intussuscep- 
tion,. surgery  of  the  urinary  tract  and  congenital  dis- 
location of  ilie  hip.  Abundant  illustrations  amplify  the 
respective  reporis.  ,In  addition  appear  several  clinical 
reports  on  patholpgy  of  the  intestinal  tract,  kidneys  and 
-other  organs.  >, * , 
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On  account  of  long  experience 
in  the  cod  liver  oil  field,  Mead 
Johnson  & Company  happily 
is  able  to  offer  without  delay — 
now — to  the  medical  profes- 
sion,  a superior  grade  of  undU 
luted  halibut  liver  oil  contain- 


'^3 

ing  viosterol,  lo^  in  ■arcwiity*,**- 
clear  in  color,  higrr^i^gB^gj^i^vA^ 
(not  less  than  100,00(  ’ ^ 

vitamin  A units  and  3,333 
Steenbock  vitamin  D units  per 
gram),  without  vegetable  oil 
or  other  diluent. 


One^fifth  of  the  vitamin  D in 

MEAD’S  VIOSTEROL  in  HALIBUT  LIVER  OIL  XSO  P 

is  supplied  by  the  undiluted  halibut  liver  oil. 


INDICATIONS 

Vitamin  A deficiencies:  as  a prophy- 
lactic against  infections  of  the  mucous 
membranes.  For  the  control  of  cal- 
cium-phosphorus deficiencies  in  rick- 
ets, tetany,  osteomalacia,  tuberculosis, 
allergies,  dental  caries,  fractures  and 
pregnancy. 


DOSAGE 

The  same  as  for  Mead’s  Viosterol  in  Oil 
250  D:  Infants,  10  drops  daily;  prema- 
tures and  rapidly-growing  children,  15 
drops;  older  children,  10  to  20  drops; 
pregnant  and  nursing  mothers,  25 
drops  or  more.  Special  cases  may  re- 
quire larger  dosage. 


Sam  files  on  request 

MEAD  JOHNSON  &,  COMPANY,  Evansville,  Indiana,  U.  S.  A. 

Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their  reaching  unauthorized  persons 
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For  use  wherever 

COD  LIVER  OIL 

is  indicated 

McKessoi\*s 

VITAMIN  CONCENTRATE  OF  COD  LIVER  OIL 

(COUNCIL  ACCEPTED) 

Natural  Vitamins  A and  D 

Extracted  from  Medicinal  Cod  Liver  Oil  of  High  Potency 


STANDARDIZED 

for 

STRENGTH 

McKesson’s  Vitamin 
Concentrate  of  Cod 
Li\  er  Oil  contains  both 
Vitamins  A and  D in  a 
neutral  oil  carrier  and  rep- 
resents the  therapeutic 
value  of  these  vitamins  as 
extracted  from  high  grade 
medicinal  Cod  Liver  Oil. 


GUARANTEED 

os  to 


POTENCY 


McKesson’s  Vitamin  Con- 
centrate of  Cod  Liver  Oil 
has  a Vitamin  A potency  of 
5500  units  per  gram  and 
a Vitamin  D potency  of 
146  units  per  gram  as 
defined  by  the  Wis- 
consin Alumni  Re- 
search Foundation. 


Agreeable  as  to  taste  and  odor. 

A specially  designed  glass  dropper  eliminates  all  guesswork  in  measuring  dosage. 


McKesson  & Robbins 

INCORPORATED 

NEW  YORK  • BRIDGEPORT  • MONTREAL 


McKesson^s  Vitamin  Concentrate 
of  Cod  Liver  Oil  is 

NOT  AN  IRRADIATED 
PRODUCT 

USE  COUPON  FOR  FULL  SIZED  PACKAGE 


j~ ^IcKESSON  & ROBBINS,  INC.,  Si 

I Bridgeport,  Conn. 

I Gentlemen:  Please  mail  me  for  trial  a full  sized  package  of 
I McKesson’s  Vitamin  Concentrate  of  Cod  Liver  Oil. 

I ...M.D, 

I City 

^ State 

I Please  print  name  or  send  letterhead  to  avoid  mistakes. 
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Gargle 


A PLEASANT  AND 

MOST  POWERFUL 

ANTISEPTIC 


^ ’■  W I 


^•^FUL  NON-POISONOI^^ 


IN  laboratory  experiments  a one-to-three  dilution  of 
this  highly  active  bactericide  destroys  bacteria  on  less 
than  15  seconds’  contact.  Since  it  is  difficult  to  gargle  for 
long  periods,  such  rapid  action  is  most  important. 

And  even  though  the  patient  should  swallow  large 
quantities  of  it,  no  harm  results.  For  Hexylresorcinol 
Solution  S.  T.  37  is  absolutely  non-toxic. 

But  this  is  not  all.  . . . 

Hexylresorcinol  Solution  S.  T.  37  diluted  as  a gargle  or 
applied  topically  full  strength  exerts  a powerful  anti- 
septic action. 

Your  druggist  carries  Hexylresorcinol  Solution  S.  T.  37 
in  five-  and  twelve-ounce  bottles. 

HEXYLRESORCINOL 
SOLUTION  S.T.  37 


■ (Liquor  Hexylresorcinolis  1:1000)  ■ 


Sharp  & Dohme 


PHARMACEUTICALS 

BIOLOGICALS 
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PHILADELPHIA 

BALTIMORE 


Laurel  Beach  Sanatorium — Seattle 


A private  institution  for  medical  and  surgical  treatment  of  Diseases  of  the  Chest. 
Situated  in  the  southwest  comer  of  the  city  on  the  Salt  Water  Beach. 

DR.  FREDERICK  SLYFIELD  DR.  JOHN  E.  NELSON 

City  Office,  Medical-Dental  Building 


The  Tumor  Institute  of  the  Swedish  Hospital 


THE  RADIUM  EMANATION 
PLANT  shown  in  this  illustration  was 
installed  in  the  Swedish  Hospital  six 
months  ago.  A full  time  phydsist  is 
employed  by  the  hospital  to  operate  the 
plant,  and  make  measurements  of  radi- 
um dosage.  Ample  amounts  of  Radium 
are  available.  Gold  Seeds  can  be  made 
up  in  any  desired  size  or  strength. 


DRS.  WARD  & BETTS 
ELiot  0481 

1213  Marion  Street 
Seattle,  Washington 
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economical  for  vitamin  A: 

Mead’s  Halibut 

Liver  Oil 

viosteroll 

32,000  U.S.P.  Vitamin  A Units  and  200  Steenbock 
Vitamin  D Units  per  gram.  10  and  50  cc.  bottles.'' 


economical  for  vitamin  D: 

Mead’s  Viosterol 

In  Oil  250DtlAr 

3,333  Steenbock  Vitamin  D Units  per  gram. 

5 cc.  and  50  cc.  bottles.* 

economical  for  vitamins  A and  D: 

Mead’s  Viosterol  in  Halibut  Liver  Oil  250 D 

(WITH  OTHER  FISH  LIVER  OILS) 

32,000  U.S.P.  Vitamin  A Units  and  3,333  Steenbock  Vitamin  D Units  per  gram.  5 cc.  and  50  cc.  bottles.* 


*brown  bottles  in  light-proof  cartons  to  pro- 
tect against  deteriorating  action  of  light; 
supplied  with  combination  dropper-stopper. 


Mead  Johnson  & Company 

Evansville,  Ind.,  U.  S.  A. 


Please  enclose  professional  card  when  requesting  .samples  of  Mgad  Johnson  products  to  cooperate  in 

preventing  their  reaching  unauthorized  persons. 
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Every  patient 


in  your  practice . . . the  impor- 


tant Vitamins  A and  D without 
nausea  or  gastric  distress 


Halibut  are  dressed  as  they  are  caught,  the  livers  being  removed, 
cleaned  and  brought  ashore  packed  in  Ice. 


These  fishermen  don't 
“bring  ‘em  back  alive.” 
Halibut  are  caught  on  lines 
at  depths  of  three  hundred 
to  eighteen  hundred  feet, 
and  die  quickly  being 
brought  to  the  surface 


All  Abbott's  Haliver  Oil 
is  bio-assayed  before 
being  released. 


^T'HE  small  average  daily  dosage  — one  or  two  capsules,  or  ten 
^ to  twenty  drops — of  Abbott’s  Haliver  Oil  with  Viosterol 
eliminates  the  difficulties  of  administration  and  the  nausea 
and  gastric  distress  which  frequently  follow  the  use  of  cod  liver 
oil.  Ey  prescribing  HALIVER  OIL  with  VIOSTEROL  and  speci- 
fying ABBOTT,  you  can  make  certain  that  your  patients  always 
receive  the  original  halibut  liver  oil  preparation  of  which 
Abbott  Laboratories  were  joint  sponsors.  You  can  be  sure  that 
the  product  is  clear,  golden  yellow'  in  color;  is  biologically 
standardized  for  Vitamins  A and  D content;  has  a negligible 
acidity;  and  that  it  will  be  sold  to  your  patients,  on  prescrip- 
tion, at  reasonable  cost.  Prescribe  ABBOTT’S  HALIVER  OIL 
with  VIOSTEROL  250  D for  all  conditions  in  which  cod  liver 
oil  or  Viosterol  in  Oil  would  customarily  be  indicated.  Supplied 
in  boxes  of  25  and  100  capsules,  and  5-cc.  and  50-cc.  bottles 
with  special  droppers. 

HALIVER  OIL  PLAIN  — Refined  halibut  liver  oil,  without  Viosterol. 
10  drops,  contains  not  less  than  5500  Vitamin  A units,  equivalent 
to  at  least  3 teaspoonfuls  of  cod  liver  oil.*  Prescribe  for  Vitamin 
A deficiencies  chiefly.  Stocked  by  prescription  pharmacies  in 
10-cc.  vials  with  special  droppers. 


YESTERDAY 

COD  LIVER  OIL 
—Daily  doses  of  3 
or  more  teaspoon- 
fuls.  Disagreeable 
and  difficult  of  ad- 
ministration. Fre- 
quently the  cause 
of  nausea  and  gas- 
tric distress. 


TODAY 

HALIVER  OIL— 
One  3-min.  cap- 
sule supplies  at  least 
as  much  Vitamin  A 
as  3teaspoonfulsoF 
cod  liver  oil,*  and 
as  much  antirachitic 
potency  as  10  drops 
of  Viosterol  250  D. 


* Containing  400  U.S.P.  units  per  gram. 


ABBOTT’S  1 

HALIVER  OIL  with  VIOSTEROL  250  D 


ABBOTT  LABORATORIES,  North  Chica-o,  TMinois 

Send  FREE  sample  of  Ahhott's  Haliver  Oil  with  ^ iosterol  to 

Name \I.  D. 

Address 
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To  reduce 

the  Death  Rate  from 

O 


A STEP  FORWARD  in  reducing  the  death 
rate  from  pneumonia  has  been  found 
in  concentrated  and  standardized  Pneu- 
mococcus Antibody  Globulin  Type  I Mul- 
ford,  prepared  according  to  the  method 
of  Felton. 

The  use  of  this  serum  has  shown  benefi- 
cial effect.  Definite  improvement  usually 
appears  within  thirty  hours  after  antibody 
administration  and  the  average  duration 
of  illness  is  shorter  than  that  of  untreated 
patients.  Best  results  are  obtained  when 
administered  early  in  the  disease. 

Therefore,  its  concentration  has  impor- 
tant therapeutic  significance  as  tests  show 


a protective  value  ten  or  more  times  that 
of  the  serum  from  which  it  was  made. 
Its  standardization  means  certainty  in 
dosage  and  uniformity  of  therapeutic 
expectation. 

Serum  sickness  is  minimized  as  the  re- 
fining processes  remove  most  of  the  serum 
proteins;  the  allergic  type  of  reaction  is 
fortunately  rare. 

Further  information  will  he  sujiplied 
on  request. 

MULFORD  BIOLOGICAL  LABORATORIES 

Sharp  & Dohnie 

PHILADELPHIA  BALTIMORE  MONTREAL 


Pneumococcus  Antibody  Globulin 
Type  I Mulford 
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igarettes 


Fractically  untouched 
by  human  hands 


AT^E’D  like  you  to  see  Chest- 
’ ^ erfields  made.  We  know 
you’d  he  impressed  by  the  absolute 
cleanliness  of  our  factories. 

The  tobaccos  are  the  best  that 
money  can  buy. 

Expert  chemists  test  for  cleanli- 
ness and  purity  all  materials  used 
in  any  way  in  the  manufacture  of 
Chesterfield  cigarettes. 

The  factories  are  modern  through- 
out. Even  the  air  is  changed  every 
4V2  minutes. 

When  you  smoke  a Chesterfield 
you  can  be  sure  that  there  isn’t  a 
purer  cigarette  made. 

In  a letter  to  us  an  eminent 
scientist  says:  ” Chesterfields 
are  just  as  pure  as  the  water 
you  drink.” 


Inspectors  examine  Chester- 
fields as  they  come  from  the 
cigarette  making  machines 
and  throHM  out  any  imperfect 
cigarettes. 


the  cigarette  that’s  MILDER 

the  cigarette  that  tastes  better 


© 193J,  Liggett  & Myers  Tobacco  Co. 
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This  Book  is  due  on  the  last  date  stamped 
below.  No  further  preliminary  notice 
will  be  sent.  Requests  for  renewals  must 
be  made  on  or  before  the  date  of  expiration. 


DUE 


OCT  2 1140 


A fine  of  twenty-five  cents  will  be  charged  for 
each  week  or  fraction  of  a week  the  book  is 
retained  without  the  Library’s  authorization. 
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